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All  crude  materials  received 
at  the  Lilly  Laboratories,  from 
whatever  source,  must  meet 
exacting  specifications  before 
acceptance.  First  they  are 
inspected  macroscopically, 
and  representative  samples 
are  taken  for  detailed 
analysis.  Only  after  issue  of  a 
clean  "bill  of  health”  from 
the  botanist  or  chemist  are 
crude  drags  placed  in  stock 
to  await  manufacturing  orders. 
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DOCTORS  ASKED  TO  FIGHT  SOCIALIZED  MEDICINE* 

Termed  Threat  to  All — Meeting  Hears  Some  Criticism  of  Medical  Profession 


CLARK  PORTEOUS,  Press-Scimitar  Staff  Writer 

Socialized  medicine  was  described  as  the 
opening  wedge  for  Communism  in  Amer- 
ica. 

It  was  decried  as  a threat  to  doctors  and 
patients  alike,  as  an  evil  which  doctors 
must  band  together  to  combat. 

A campaign  to  educate  the  public  about 
the  bad  points  of  socialized  medicine  was 
advocated,  and  it  was  even  suggested  that 
a radio  program  like  “Information  Please” 
be  sponsored  by  doctors  to  give  facts  on 
socialized  medicine  instead  of  commercials. 

On  the  other  hand,  there  was  some  self- 
criticism  of  doctors,  some  expression  that 
doctors  have  brought  the  threat  of  social- 
ized medicine  on  themselves,  and  there  was 
considerable  criticism  of  hospitals  because 
of  high  costs  to  patients,  said  to  be  up  one 
hundred  per  cent  or  more  since  before  the 
war 

No  defense  of  socialized  medicine  was 
offered,  but  it  was  reported  that  future 
meetings  with  lay  leaders  in  industry  and 
other  fields  will  be  held  to  discuss  the  mat- 
ter. 

This  all  took  place  at  a buffet  supper 
meeting  of  the  Memphis  and  Shelby  County 
Medical  Society  at  Memphis  Country  Club 
recently,  called  for  the  express  purpose  of 
discussing  socialized  medicine,  with  the 
press  invited  and  free  to  report  what  took 
place.  Nothing  was  “off  the  record.” 

Six  outstanding  Memphis  medical  men 


* Reproduced  by  permission  from  the  Memphis 
Press-Scimitar,  November,  1948. 


made  talks,  then  answered  questions  in  a 
forum.  Even  the  press  was  brought  into 
the  act. 

Claims  It  Would  End  Private  Practice 

“Lenin  may  or  may  not  have  said  social- 
ized medicine  is  the  keystone  in  the  arch  of 
Socialism,”  Dr.  James  B.  Stanford  said  in 
his  talk  on  “Socialized  Medicine  as  It  Af- 
fects the  Citizen.”  However,  he  could  have 
said  it  with  absolute  truth.  Some  of  you 
may  think  that  with  the  passage  of  a com- 
pulsory health  insurance  law  you  can  con- 
tinue in  private  practice.  The  bills  so  far 
introduced  indicate  you  can,  but  proponents 
of  such  measures  know  you  cannot. 

“Shortly  after  such  a bill  becomes  law, 
all  hospitals  will  be  offered  subsidies  that 
their  management  will  not  refuse,  then  reg- 
ulations will  be  issued  limiting  the  staffs  to 
physicians  in  the  plan.  The  result  will  be 
enter  the  plan  or  retire  from  practice. 

“This  is  the  first  step  in  complete  sociali- 
zation of  the  entire  country.  The  plan  is 
part  of  a world  revolution  which  has  been 
much  fostered  by  the  International  Labor 
Organization.  These  efforts  of  the  ILO 
originated  in  the  mother  country  of  Com- 
munism and  are  directed  at  all  other  coun- 
tries. There  was  a time  in  the  memory  of 
most  of  us  when  in  many  countries  there 
was  an  oppression  of  the  laboring  class  by 
the  ruling  class.  Now  the  pendulum  is 
swinging  so  far  to  the  left  that  in  some 
countries  the  former  laboring  class  is  op- 
pressing or  ‘liquidating’  the  ruling  class. 
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Men  Unequal  in  Ability  and  Industry 

“Men  should  be  equal  in  opportunity  and 
before  the  law,  but  certainly  men  are  un- 
equal in  ability  and  in  industry.  There  have 
always  been  hewers  of  wood  and  drawers 
of  water,  and  it  is  natural  that  these  should 
be  the  persons  unable  to  do  greater  things. 
This  perhaps  is  one  of  the  ills  of  the  human 
race  not  curable  under  any  system. 

“The  chief  factors  which  made  America 
great  are  personal  freedom  and  freedom 
of  the  individual  to  improve  his  condition. 
When  these  incentives  are  removed,  we  de- 
stroy the  incentive  we  have  created.  For 
some  years  the  tendency  in  this  country  has 
been  toward  restricting  freedom  and  de- 
stroying initiative. 

“It  is  a paradox  that  our  government 
fights  Communism  abroad  and  fosters  its 
elements  in  this  country.  The  paradox 
would  be  amusing  were  it  not  tragic.  If 
the  able  and  industrious  are  taxed  to  the 
point  of  penury,  who  will  supply  funds  for 
social  security?  For  jobs  for  those  who 
must  work?  The  only  possible  answer  is 
that  men  will  be  forced  by  government  to 
labor  for  that  purpose,  and  government  will 
operate  industry.  There  you  have  the  in- 
evitable result  of  socialism — totalitarian- 
ism. There  can  be  no  other  result. 

“Change  is  necessary.  Change  by  revo- 
lution is  always  disastrous. 

“The  catchword  to  attract  the  nonthink- 
ing voter  is  simple  and  universal,  ‘Some- 
thing for  nothing.’  This  is  the  sucker  bait 
used  by  all  con  men  and  unscrupulous  poli- 
ticians, and  it  always  works  in  many  cases, 
in  spite  of  the  fact  ‘Something  for  nothing’ 
is  most  dear.  The  fight  against  socialized 
medicine  is  a fight  against  socialization  in 
this  country.” 

Dr.  Kelly  Takes  His  Profession  to  Task 

Speaking  on  “The  Better  Relationship 
Between  the  Physician  and  the  Public,”  Dr. 
Ernest  G.  Kelly  was  critical  of  his  profes- 
sion. 

“Good  as  our  system  is,  it  is  far  from 
perfect  and  leaves  much  to  be  desired,”  Dr. 
Kelly  said.  “I  would  like  to  point  up  some 
of  the  things  which  have  not  elevated  the 
profession  in  the  minds  of  the  public.  They 
would  like  to  know : 


“Why  leading  specialists  recommend  one 
brand  of  cigarettes  and  smoke  another ! 
Have  doctors  sold  themselves  down  the  riv- 
er to  where  their  voices  can  be  added  to 
any  advertisement  for  a price? 

“Why  the  patient  never  knows  when  he 
walks  into  a physician’s  office  whether  his 
bill  is  going  to  be  $3  or  $30? 

“Why,  when  some  member  of  the  family 
is  taken  suddenly  ill,  it  is  necessary  to  call 
so  many  physicians  before  he  finds  the  right 
one — the  one  who  will  make  a call? 

“Why  they  have  to  pay  for  laboratory 
work  in  the  doctor’s  office,  then  enter  a hos- 
pital and  have  the  work  and  the  charges 
duplicated?  This  is  feather-bedding  to  the 
laymen. 

“Why  they  have  to  pay  $3.50  for  a bottle 
of  sugar  water  or  glucose  that  costs,  with 
all  equipment,  less  than  thirty  cents?  Such 
prices  may  be  good  for  short-time  profits, 
but  bad  for  the  reputation  of  the  business. 

“Why  a patient,  making  $200  per  month, 
and  there  are  many  of  them,  can’t  go  to  a 
hospital  for  a two-week  period  without  be- 
ing forever  after  bankrupt? 

Often  a Matter  of  “Misunderstanding” 

“These  things  are  hard  to  sell  the  public. 
In  many  instances  it’s  largely  a matter  of 
misunderstanding.  . . . 

“The  vast  majority  of  physicians  today 
are  men  of  integrity  and  sincerity,  and  are 
producing  the  best  there  is  in  them,  but  it 
only  takes  one  bad  apple  to  ruin  the  barrel, 
and  ugly  rumors  travel  fast. 

“I  feel  that  if  the  medical  society  has  in 
any  way  been  negligent  of  its  duties  and 
responsibilities  to  the  public,  it’s  in  not 
keeping  a tighter  rein  on  its  members  and 
not  properly  cleaning  its  house. 

“Let’s  see  ourselves  as  others  may  see  us. 
Let’s  be  more  humane  and  less  mercenary. 
Let’s  go  where  duty  calls  without  asking 
about  finances.  It’s  hard  for  a mother  with 
a critically  ill  child  to  understand  how  one 
can  be  so  cold  as  to  ask  about  money  when 
she  is  so  concerned  about  the  life  or  death 
of  the  child. 

“Let’s  be  on  guard  against  those  who 
would  destroy  for  a few  dollars  what  it  has 
taken  many  generations  to  build.  If  we  do 
these  things,  and  do  them  well,  we  may  not 
stop  the  demand  for  state  medicine,  but  we 
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will  certainly  have  taken  much  of  the  wind 
out  of  its  sails.” 

Dr.  William  C.  Colbert,  speaking  on 
“Medical  Education  and  Its  Relation  to  So- 
cialized Medicine,”  outlined  how  the  stand- 
ards for  a medical  education  have  increased, 
and  said  a doctor  who  met  the  requirements 
of  the  American  College  of  Surgeons  with 
an  extra  title  “felt  he  was  entitled  to  a little 
better  fee  than  some  fellow  surgeon  without 
the  title.” 

Era  of  Specialists  and  Its  Result 

Dr.  Colbert  said  that  in  about  1926  the 
era  of  specialists  came  in  and  the  role  of 
general  practitioner  dwindled.  He  said  the 
result  is  that  small  towns  and  rural  popu- 
lations began  to  suffer  for  lack  of  medical 
conveniences  and  care. 

“In  1932,  Roosevelt  was  elected  president 
and,  being  socialist  in  nature,  attempted  to 
remedy  this  condition  of  so-called  lack  of 
medical  care  by  attempt  to  socialize  medi- 
cine by  law.  His  propaganda  machine  was 
oiled  and  since  has  been  very  vociferous  in 
expanding  government  care  of  the  indigent, 
cripples,  mentally  incompetent,  veterans, 
labor,  and  all  others  who  desire  so-called 
free  medical  service.” 

Dr.  Colbert  said  specialty  boards  were 
advanced  greatly  during  and  after  World 
War  II,  and  the  general  practitioners  had 
grown  less  and  less  in  numbers.  He  said 
highly  trained  medical  men  do  not  care  to 
go  to  rural  districts.  He  suggested  as  a 
remedy  more  general  practitioners  and  few- 
er specialists,  erection  of  small  hospitals  in 
rural  centers  and  men  to  practice  more  for 
service  than  for  fees.  He  praised  the  plan 
of  the  Medical  School  of  the  University  of 
Kansas  to  induce  medical  graduates  to  lo- 
cate in  rural  communities.  This  plan  was 
described  by  another  doctor  calling  for  com- 
munities to  build  clinics  and  homes  for 
young  doctors,  letting  them  repay  the  cost, 
about  $15,000,  without  interest,  and  the 
university  gives  free  graduate  courses  of 
two  or  three  weeks  each  year. 

“Almost  a Reality  Since  the  Recent 
Election” 

Dr.  Wilson  Searight,  speaking  on  “The 
Problem  of  State  Medicine  and  Our  Efforts 
to  Solve  It,”  said  that  if  socialized  medicine 


was  a threat  a few  years  ago,  it  is  “now 
almost  a reality,  since  the  recent  election.” 

“The  people  seem  to  want  many  social 
reforms,  and  socialized  medicine  is  merely 
one  of  them,”  Dr.  Searight  said.  “We  say 
it  is  a bad  thing,  an  expensive  thing,  of 
Communistic  origin,  that  it  will  make  the 
practice  of  medicine  a political  football,  that 
it  has  not  worked  anywhere  it  has  been 
tried,  etc. 

“Mostly  we  have  expressed  our  disap- 
proval in  terms  of  disadvantages  that  will 
accrue  to  the  public — our  patients.  Let  us 
view  it  from  the  public’s  viewpoint.  We 
have  had  state  medicine  in  some  form  or 
other  for  a long  time,  and  it  has  done  a good 
job.  Preventive  medicine  has  practically 
wiped  out  a score  of  diseases.  Venereal 
disease  is  now  feeling  its  impact  as  is  tuber- 
culosis. 

“The  man  in  the  street  knows  this.  He 
also  knows  the  cost  of  medical  care  is  too 
high  for  him  to  pay.” 

Dr.  Searight  cited  the  case  of  a family 
with  two  children,  buying  a home  on  $200 
per  month.  One  child  develops  endocardi- 
tis and  has  three  weeks  in  a hospital  with 
private  nurses.  The  other  is  bitten  by  a 
rabid  dog.  “One  illness  costs  close  to  $1,000 
and  the  other  nothing,”  he  said. 

“The  problem  here  is  how  to  convince  this 
man  that  state  medicine  is  a bad  thing. 
Naturally  he  thinks  state  medicine  is  bad 
only  for  the  medical  profession  and  not  for 
him.  His  confidence  in  the  United  States 
to  make  it  work  is  supreme. 

“Solution  of  His  Problem  Is  Solution  of 
Ours” 

“Until  we  can  help  this  man  and  others 
like  him,  he  is  going  to  want  to  give  state 
medicine  a try.  The  solution  of  his  problem 
will  be  the  solution  of  ours.  So  far  our 
attempts  have  been  through  the  physicians’ 
committee,  at  best  only  amateur  lobbyists 
and  propagandists.  We  have  pitted  them 
against  the  professional  lobbyists  of  organ- 
ized labor.  We  have  passed  out  tons  of 
pamphlets,  shutting  our  eyes  to  the  fact  that 
only  a pitiful  number  were  read.  We  have 
not  gone  to  the  root  of  the  situation. 

“The  law  of  supply  and  demand  caused 
increased  costs.  Fantastic  spiraling  stand- 
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ards  for  nursing  education  and  archaic,  as- 
inine, and  sadistic  discipline  in  training 
schools  have  cut  the  output  to  a ridiculous 
figure.  The  same  is  true  in  medicine,  plus 
definite  limitations  of  the  facilities  for  med- 
ical education.  How  much  useless  but  cost- 
ly routine  could  be  deleted  from  our  hospi- 
tals. Routine  lab  fees,  the  reports  of  which 
are  made  many  times  after  the  patient 
leaves  the  hospital  are  deeply  and  rightly 
resented  by  both  doctors  and  patients. 

“The  administration  of  hospitals,  as  well 
as  medical  education,  has  passed  from  the 
hands  of  the  profession  where  it  really  be- 
longs. The  average  citizen  pays  the  bill — 
it  is  up  to  him  to  choose  how  and  to  whom 
it  shall  be  paid.  It  becomes  our  job  to  make 
him  see  it  our  way.  . . . 

“The  molding  of  public  opinion  is  an 
exact  science.  There  are  experts  in  this 
field  the  same  as  in  medicine.  Have  we 
availed  ourselves  of  their  services?  No! 
We  have  already  spent  a.  great  deal  of  mon- 
ey. Have  we  received  our  money’s  worth? 
Very  doubtful.” 

Dr.  Searight  said  there  are  about  100,000 
doctors  in  the  nation,  and  for  fifty  cents  a 
week  each,  doctors  could  sponsor  a program 
like  “Information  Please,”  punctuated  with 
well-written,  pertinent  remarks. 

“If  state  or  socialized  medicine  is  the 
public  menace  we  feel  it  is,  we  owe  it  to  the 
people  to  really  fight  it  intelligently  and 
efficiently.” 

Dr.  William  Calvert  Chaney,  speaking  on 
“Government  Medicine  Is  Not  Better  Medi- 
cal Care,”  said  that  the  world  was  surprised 
by  the  presidential  election,  and  two  of  the 
contributing  factors  to  the  Republican  de- 
feat were  overconfidence  and  failure  not 
only  to  talk  to  the  common  man,  but  to  talk 
his  language.  He  cited  Truman  as  a shin- 
ing example  of  what  determination  and  ef- 
fort can  accomplish  in  the  face  of  almost 
certain  defeat  and  said:  “If  even  half  of 
us  had  his  doggedness  and  desire  to  win, 
we  would  soon  have  the  proponents  of  gov- 
ernment control  of  medicine  whipped.  . . . 

“We  know  socialized  medicine  would 
bring  about  such  a deterioration  in  medical 
care  that  diseases  which  have  just  about 
been  wiped  out  of  existence  will,  under  hit- 
or-miss  methods  that  characterize  govern- 


ment control  of  medicine  on  a compulsory 
basis  as  set  forth  in  the  Wagner-Murray- 
Dingell  Bill,  assume  dangerous  proportions 
and  again  be  listed  as  mass  slayers,”  Dr. 
Chaney  said. 

“There  are  many  facts  the  people  must 
know.  The  Wagner-Murray-Dingell  health 
bills  have  been  written  by  so-called  interna- 
tionalists who  are  either  Communist  or 
closely  allied  to  the  Communist  Party. 
There  are,  at  the  present  time,  about  200 
large  Communist  organizations  here  in  the 
United  States.  . . . 

“The  people  must  know  that  those  mem- 
bers of  the  inner  circle  of  our  lawmakers 
who  would  force  government  medicine  upon 
us  are  not  at  all  interested  in  the  health  of 
the  American  people,  but  are  concerned 
wholly  with  the  power  that  seven  billion 
dollars  collected  from  the  taxpayers  will 
give  them  in  the  first  step  of  destroying  our 
democracy. 

“If  this  were  not  so,  why  would  they 
want  to  try  the  experiment  of  socialized 
medicine  upon  150,000,000  American  peo- 
ple used  as  guinea  pigs  when  it  has  been 
such  a dismal  and  utter  failure  in  Saskatch- 
ewan, New  Zealand,  Germany,  France, 
Russia,  England,  and  California. 

Dr.  Chaney  said  doctors  have  a weapon 
so  potent  “even  the  Communists  cringe  at 
the  thought  of  using  it.”  He  quoted  Rex 
Tugwell  as  saying:  “If  we  can  ever  control 
the  medical  profession,  we  can  control  the 
thinking  of  the  entire  United  States.” 

Dr.  Chaney  said  the  help  of  the  dental, 
pharmaceutical,  and  nursing  professions 
should  be  sought.  He  said  doctors  should 
organize  into  small  groups  willing  to  ap- 
pear before  lay  societies  to  tell  the  “real 
facts”  behind  government  medical  care. 

Urges  Doctors  to  Fight  Communism 

He  urged  doctors  to  visit  ministers  and 
awaken  them  to  the  “imminent  threat  of 
Communism  in  this  country.  They  already 
know  Communism  means  the  spread  of 
atheism.”  He  said  doctors  should  work 
with  other  patriotic  groups,  especially  the 
anti-Communists  and  members  of  labor 
unions  “whose  hands  are  clean  and  whose 
motives  are  honest.” 

He  said  thirty-six  states  have  already 
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offered  people  in  the  lower  income  brackets 
a voluntary  prepaid  medical  insurance. 
Such  a plan  is  being  considered  for  Tennes- 
see. 

Dr.  William  Milton  Adams,  who  recently 
returned  from  England,  described  socialized 
medicine  there  and  said  it  was  not  satisfac- 
tory. 

Dr.  H.  W.  Qualls,  president  of  the  society 
and  state  association  president,  said  New 
York’s  Legislature  appropriated  $200,000 
for  a study  of  socialized  medicine  by  men 
for  and  against  it,  and  after  receiving  the 
report,  the  state  decided  it  did  not  want  it, 
“but  I do  not  believe  this  report  will  influ- 
ence Truman  very  much.” 

Dr.  Henry  B.  Gotten,  secretary  of  the 
Association,  read  a letter  from  Dr.  Ralph 
O.  Rychener,  proposing  that  teams  of  six 
doctors  be  organized  to  speak  for  five  min- 
utes each  at  various  meetings  to  present 
medicine’s  attempt  to  “prevent  Communist- 
dominated  Washington  bureaucracies  from 
putting  over  on  the  people”  a law  such  as 
the  Wagner-Murray-Dingell  Bill. 

In  the  question  period,  Dr.  Kelly  was 
asked  why  no  effort  had  been  made  to  show 
the  doctor  receives  a very  small  portion  of 
the  cost  of  medical  care.  He  told  of  a doc- 
tor in  Arkansas  sending  him  a case,  and 


the  man  had  only  $150.  Dr.  Kelly  was  to 
get  what  was  left  after  the  hospital  bill  was 
paid.  The  bill  was  $290  for  twelve  days. 
Dr.  Kelly  said : “And  I felt  I should  have 
paid  the  difference.” 

Asked  about  cutting  costs  of  hospitals, 
Dr.  Searight  said  the  patients  should  be 
made  to  pay  for  what  they  get,  but  not  for 
what  others  get. 

Dr.  Chaney  was  asked  about  the  status 
of  Tennessee’s  state  medical  insurance,  and 
he  said  it  was  hoped  that  it  would  go  into 
effect  by  January  1,  but  there  had  been  “lots 
of  opposition  from  Chattanooga.” 

Dr.  Gotten  was  asked  how  Senator-Elect 
Estes  Kefauver  stands  on  socialized  medi- 
cine. 

Dr.  Gotten  said  Kefauver  is  opposed  to 
any  compulsory  medical  plan,  but  “his  con- 
stituents have  influence;  and  if  he  finds  the 
people  who  elected  him  are  for  it,  he’ll  vote 
for  it.”  Dr.  Gotten  said  the  other  senator 
(McKellar)  hasn’t  run  for  office  in  so  long 
he  has  not  expressed  himself. 

“We  have  a representative,”  Dr.  Gotten 
said,  speaking  of  Cliff  Davis  without  nam- 
ing him.  “We  asked  him  a question  re- 
cently, and  he  said  he  could  not  answer  it 
until  he  saw  the  right  man.  It  was  two 
or  three  days  before  he  saw  the  right  man.” 
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THE  SURGICAL  PLAN  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


(A)  Objectives  and  Principles 

The  Tennessee  State  Medical  Association 
(hereinafter  sometimes  referred  to  as  the 
“Association”)  establishes  as  its  objectives: 

(1)  To  increase  the  extent  to  which  vol- 
untary insurance  against  the  cost  of  medical 
care  is  made  available  to  the  people  of  the 
State  of  Tennessee ; 

(2)  To  increase  the  effectiveness  of  such 
insurance  through  the  voluntary  coopera- 
tion of  its  members ; 

(3)  To  make  such  insurance  available  at 
the  lowest  practicable  cost  under  competi- 
tive conditions;  and 

(4)  To  safeguard  the  physician-patient 
relationship  deemed  necessary  by  the  Asso- 
ciation to  maintain  and  improve  the  high 
standards  of  medical  care  in  the  State  of 
Tennessee. 

In  order  to  attain  such  objectives  the 
Association  hereby  sponsors  a program  of 
prepaid  non-occupational  surgical  insurance 
on  the  following  principles : 

(1)  The  attached  Master  Schedule  of 
Surgical  Indemnities  shall  serve  as  a stand- 
ard for  use  in  connection  with  this  plan ; 
such  Schedule  is  subject  to  change  by  the 
Association  as  conditions  and  experience 
warrant. 

(2)  The  Association  shall  make  a deter- 
mined effort  to  obtain  the  consent  of  its 
members  to  participate  in  the  plan.  Par- 
ticipation shall  mean  the  doctor’s  agree- 
ment with  the  Association  to  accept  for  a 
minimum  of  one  calendar  year  the  amounts 
in  the  Indemnity  Schedule  as  full  payment 
for  the  procedures  listed  therein  for  per- 
sons coming  within  the  defined  income 
group  and  their  dependents  insured  under 
policies  endorsed  by  the  Association,  as 
hereinafter  set  forth;  provided  such  per- 
sons authorize  that  the  benefits  be  paid  by 
the  insurance  carrier  direct  to  the  physi- 
cian. 

(3)  The  Association  shall  make  a de- 
termined effort  to  interest  all  insurance 
companies  licensed  to  do  business  in  the 
State  of  Tennessee  in  underwriting  this 
plan. 

(4)  Persons  who  shall  receive  surgical 
service  for  the  indemnity  fee  listed  in  the 


Master  Schedule  of  Surgical  Indemnities 
include  (a)  individuals  without  dependents 
whose  incomes  do  not  exceed  $2,400  per  an- 
num, and  (b)  individuals  with  dependents 
whose  aggregate  family  incomes  do  not 
exceed  $3,600  per  annum.  Persons  whose 
incomes  exceed  such  limits  shall  have  such 
indemnity  fee  applied  towards  the  physi- 
cian’s total  bill  with  such  persons  liable  for 
any  additional  fee  charged  by  the  physician. 
These  income  limits  are  subject  to  change 
by  the  Association  from  time  to  time  as 
warranted  by  conditions  and  experience. 

(5)  Each  insurance  company  desiring  to 
have  its  policies  approved  under  this  pro- 
gram shall  submit  to  the  Association  the 
policy  form  or  forms  it  plans  to  offer  with 
the  endorsement  of  the  Association;  such 
policy  forms  may  include  coverages  in  ex- 
cess of  that  required  by  the  Association  for 
endorsement. 

(6)  The  Association  shall  review  the 
policy  forms  and,  if  it  finds  that  the  In- 
demnity Schedules  and  other  provisions  in 
such  policies,  except  as  hereinafter  noted, 
meet  the  minimum  standards  of  coverage 
and  believes  that  the  promotion  and  sale  of 
such  policies  will  contribute  toward  the  at- 
tainment of  the  objectives  of  its  program, 
the  Association  shall  forthwith  grant  its 
consent  to  the  use  by  the  company  of  the 
statement  “The  Benefits  in  this  Policy  are 
Accepted  and  Approved  by  the  Tennessee 
State  Medical  Association,”  or  such  similar 
statement  as  may  be  approved  by  the  Asso- 
ciation, on  such  policy  forms  and  in  its  ad- 
vertising and  promotional  literature  to  be 
used  in  connection  therewith;  for  the  sake 
of  simplicity,  some  of  the  less  frequent 
types  of  procedures  may  be  omitted  from  the 
printed  fee  schedule  in  such  policy  forms, 
with  the  understanding  that  the  attached 
Indemnity  Schedule  shall  govern  for  un- 
printed procedures. 

(7)  All  advertisements  and  promotional 
literature  involving  the  Association’s  name 
shall  be  submitted  to  the  Association  and 
the  use  of  any  such  material  shall  be  subject 
to  disapproval  of  the  Association  on  rea- 
sonable notice  to  the  company. 

(8)  The  Association  shall  be  under  no  ob- 
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ligation  whatsoever  to  review  the  premium 
rate  or  rates  of  those  policies  submitted  for 
its  approval  under  this  program,  since  it 
is  the  desire  of  the  Association  to  permit 
such  rates  to  seek  their  natural  levels 
through  competition;  however,  the  Associ- 
ation may  request  any  company  to  furnish 
it  with  the  rates  at  which  the  policies  are 
to  be  or  are  being  offered  to  the  public  and 
the  company  shall  comply  with  such  re- 
quest within  a reasonable  time. 

(9)  The  Association  may  request  ex- 
perience and  enrollment  figures  from  any 
insurance  company  and  the  company  shall 
comply  therewith  in  reasonable  time,  but 
such  statistics  shall  not  be  made  public  in 
any  manner  which  will  identify  any  of  the 
statistics  with  any  one  insurance  company 
without  that  company’s  consent. 

(10)  An  insurance  company  whose  poli- 
cies are  approved  under  this  plan  shall  not 
interfere  with  the  insured’s  free  choice  of 
a physician. 

(11)  The  Association  shall  not  interfere 
with  an  insurance  company’s  rights  and 
obligations  under  the  terms  of  the  policy 
form  endorsed  by  the  Association  provided, 
however,  that  payments  made  by  the  in- 
surance company  under  such  policy  for  pro- 
cedures not  listed  in  the  attached  Indemnity 
Schedule  shall  be  subject  to  review  by  the 
Association. 

(12)  The  Association  may  at  any  time, 
upon  thirty  days’  prior  written  notice  to 
an  insurance  company,  withdraw  its  con- 
sent to  the  use  of  its  endorsement  on  any 
policy  form  and  in  advertising  and  promo- 
tional literature  in  connection  therewith. 
In  the  event  of  such  withdrawal  (a)  the 
company  shall  cease  forthwith  to  use  such 
endorsement  on  all  new  policies  on  such 
forms  and  in  advertising  and  promotional 
literature  in  connection  therewith;  (b)  the 
Association  endorsement  of  all  outstanding 
policies  of  said  company  on  said  form  shall 
nevertheless  continue  until  the  next  follow- 
ing anniversary  date  of  issue  of  such  poli- 
cies; and  (c)  the  company  shall  have  no 
cause  of  action  against  the  Association  ex- 
cept upon  proof  of  malice. 

(13)  An  insurance  company  whose  poli- 
cies are  approved  under  this  plan  may  at 
any  time,  upon  thirty  days’  prior  written 
notice  to  the  Association  cease  to  issue  its 


policies  with  the  Association  endorsement. 
Thereafter,  such  company  shall  not  use  the 
endorsement  of  the  Association  on  any  new 
policies  issued  or  in  advertising  or  promo- 
tional literature  in  connection  therewith. 
In  such  event  the  Association’s  endorse- 
ment of  all  outstanding  policies  of  said 
company  shall  nevertheless  continue  until 
the  next  following  anniversary  date  of  is- 
sue of  such  policies. 

(14)  An  insurance  company  whose  poli- 
cies are  approved  under  this  program  shall 
not  be  prevented  thereby  from  issuing  poli- 
cies which  are  not  endorsed  by  the  Associa- 
tion so  long  as  such  policies  and  the  adver- 
tising and  promotional  literature  in  con- 
nection therewith  do  not  use  the  name  of 
the  Association. 

(15)  A Committee  of  the  Association 
shall  confer  with  the  insurance  companies 
on  problems  which  arise  in  connection  with 
this  program,  for  the  purpose  of  taking  ap- 
propriate action  upon  administrative  mat- 
ters, complaints  of  persons  insured  and/or 
participating  doctors,  and,  if  so  authorized, 
to  act  in  the  name  of  the  Association  to 
carry  out  these  principles. 

(16)  An  insurance  company  whose  poli- 
cies are  approved  under  this  plan  shall  not 
make  it  a condition  of  selling  any  policy 
form  endorsed  by  the  Society  that  the  pros- 
pective policyholder  shall  take  any  addi- 
tional or  other  form  of  insurance. 

[Special  attention  is  called  to  section 
(16).  The  Sub-committee  did  not  agree  on 
this  article,  so  it  is  submitted  to  the  House 
of  Delegates.] 

(B)  Master  Schedule  of  Surgical  In- 
demnities— Including  Usual  Pre-  and 
Post-Operative  Care 
I.  Multiple  Procedures 

When  more  than  one  operation  is  per- 
formed at  one  time,  payment  will  be  made 
for  each  in  accordance  with  this  Schedule, 
subject  to  a maximum  total  of  $175.  Fur- 
thermore, the  maximum  total  with  respect 
to  all  operations  due  to  the  same  or  related 
cause  which  are  performed  during  a contin- 
uous period  of  disability  shall  be  $175.  For 
this  purpose  all  procedures  performed 
through  the  same  incision  shall  be  consid- 
ered one  operation,  and  operations  that  are 
not  separated  by  three  months  shall  be 
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deemed  to  have  been  performed  during  “a 
continuous  period  of  disability.” 

II.  Unlisted  Procedures 

In  addition  to  the  procedures  listed  in 
this  Schedule,  amounts  shall  be  payable  for 
any  other  operations.  The  maximum 
amounts  for  such  procedures  shall  be  de- 
termined in  amounts  consistent  with  those 
listed. 

Schedule 

Anesthesia 

Anesthesia,  any  type: 

First  half  hour,  or  fraction  thereof  $ 15.00 

Each  subsequent  half  hour,  or  fraction 
thereof  5.00 

(Time  is  calculated  from  the  beginning  of  anes- 
thesia to  the  delivery  of  the  patient  to  the  hospital 
bed.  Fee  paid  only  if  anesthesia  is  given  by 
physician.) 

General  Surgery 

Infections  and  Traumata 
Abscesses  incision  and  drainage,  Furuncles 


excepted  $ 5.00 

Deep  cervical  abscess  ' 25.00 

Carbuncle  25.00 

Ulcer,  surface  excision  10.00 

Tendon,  repair,  one  primary  25.00 

each  additional  10.00 

Maximum  100.00 

Septic  finger  (tendon  sheath  involvement)  15.00 
Septic  hand  (tendon  sheath  and  compart- 
ments) 75.00 

Lacerations,  extensive,  including  debride- 
ment 25.00 

Cysts 

Cyst,  sebaceous,  removal  $ 10.00 

Pilonidal  cyst  or  sinus  50.00 

Thyi'oglossal  cyst,  removal  100.00 

Bronchial  cyst,  removal  100.00 

Tumors 

Tumors,  benign  external,  removal  $ 10.00 

Tumors,  benign,  removal  deep  25.00 

Epulis,  removal  15.00 

Parotid  tumor,  removal  75.00 

Epithiolioma  of  face,  surgical  removal  25.00 

Cancer  of  tongue,  (resection  or  removal)  100.00 
Same  with  neck  dissection  150.00 

Cancer  of  lip  (local  operation)  35.00 

Same  with  neck  dissection  125.00 

Biopsy 

Biopsy,  superficial  $ 5.00 

Biopsy,  bone  or  bone  marrow  15.00 

Biopsy,  needle  aspiration  5.00 

Glands 

Glands,  superficial,  removal  $ 10.00 

Dissection  glands  of  neck,  deep  chain  100.00 

Radical  Axilla  or  groin  100.00 


Thyroid 

Thyroidectomy,  subtotal  $125.00 

Thyroidectomy,  two-stage,  subtotal  (with  or 

without  ligation),  complete  procedure  150.00 

Parathyroidectomy  150.00 

Breasts 

Breast  abscess,  drainage  $ 25.00 

Breast  cyst  or  abscess,  aspiration  10.00 

Breast  tumor,  benign  removal  35.00 

Breast,  radical  removal,  including  axillary 

dissection  150.00 

Breast,  simple  removal  75.00 

Miscellaneous 

Ligation,  saphenous  vein  low,  including 

retrograde  injection,  if  done  $ 25.00 

Bilateral  50.00 

Ligation,  saphenous  vein,  high,  and  combined 

including  retrograde  injection  30.00 

Bilateral  . . 50.00 

Toe  nail,  ingrown,  removal  radical  20.00 

Stone,  submaxillary  or  parotid  duct  25.00 

Removal  of  submaxillary  salivary  gland  50.00 

Injection,  varicose  veins  complete  procedure  25.00 
Injection  without  ligation,  each  3.00 

Maximum  30.00 

Endoscopy 


(When  preliminary  and  related  to  surgical 
service  only) 

Bronchoscopy,  diagnostic,  preceding  surgery  $25.00 


Operative  50.00 

Cystoscopy 

Observation  (preceding  surgery)  15.00 

Ureteral  catheterization  20.00 

Operative  35.00 

Gastroscopy  15.00 

Laryngoscopy 

Diagnostic  (by  Laryngoscope)  10.00 

Operative  25.00 

Sigmoidoscopy  and  biopsy  10.00 

Esophagoscopy  25.00 

Special  Surgery 

Thoracic  Surgery 

Pneumolysis  $ 75.00 

Pleura,  paracentesis  10.00 

Empyema,  closed  drainage  25.00 

Empyema,  rib  section  75.00 

Phrenic  nerve,  crushing  25.00 

Thoracoplasty  (First  stage  or  partial)  75.00 

(Complete)  150.00 

Thoracoplasty  (complete)  150.00 

Lobectomy  150.00 

Aneurysmorraphy  150.00 

Induction  of  artificial  pneumothorax  25.00 

Refills  5.00 

Abdominal  Surgery 

Abdomen,  paracentesis  $ 10.00 

Herniotomy,  single,  inguinal,  femoral  or 

umbilical  100.00 

Herniotomy,  bilateral,  inguinal  or  femoral  125.00 
Herniotomy,  hiatus  or  diaphragmatic  150.00 
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Herniotomy,  ventral  or  incisional  . 100.00 

Esophageal  diverticulum  125.00 

Gastrotomy  or  gastrostomy  100.00 

Gastrectomy  175.00 

Gastro-enterostomy  125.00 

Peptic  ulcer,  perforated,  closure  100.00 

Peptic  ulcer,  subtotal  gastrectomy 150.00 

Pyloric  stenosis  (Rammstedt’s  in  infant)  100.00 

Intestines,  anastomosis  125.00 

Intestines,  (small)  resection  125.00 

Lapartomy  75.00 

Colon,  resection  175.00 

Colostomy  75.00 

Appendectomy  100.00 

Diverticulum,  intestinal  (Meckel’s)  100.00 

Common  Duct  with  or  without 

cholecystectomy  175.00 

Appendiceal,  abscess,  drainage  100.00 

Subdiaphragmatic  abscess  100.00 

Cholecystectomy  125.00 

Common  duct,  resection  or  reconstruction  150.00 
Cholecystostomy  100.00 

Cholecysduodenostomy  125.00 

Pancreas,  drainage  100.00 

Splenectomy  150.00 


Proctology 

Hemorrhoids,  injection,  each  $3.00,  maximum  $30.00 


Hemorrhoids,  external 25.00 

Hemorrhoid,  thrombosis,  incision  5.00 

Complete  hemorrhoidectomy  in  hospital  85.00 

Complete  hemorrhoidectomy  in  office  35.00 

Fistulectomy,  single,  excision  of  tract  50.00 

Multiple,  excision  of  tracts  85.00 

Fissurectomy  10.00 

Polypectomy  25.00 

Abscess,  ischo-rectal  or  peri-rectal  drainage  25.00 
Carcinoma  of  rectum,  resection  175.00 

Prolapsed  rectum,  repair  100.00 


Urology 

Circumcision,  infant  not  requiring  anesthesia  $ 5.00 


Circumcision,  excepting  the  above  15.00 

Uretrotomy  50.00 

Prostatic  abscess  35.00 

Prostatectomy,  perineal  125.00 

Prostatectomy  suprapubic — one  stage  includ- 
ing vasectomy  if  required  125.00 

Prostatectomy,  suprapubic — two  stage  in- 
cluding vasectomy  150.00 

Prostatectomy,  transurethral  125.00 

Punch  operation  with  suprapubic  drainage  120.00 

Perineoplasty  with  uretheral  repair  75.00 

Hydrocele,  radical  operation  50.00 

Litholopaxy 50.00 

Epididymectomy  50.00 

Vasectomy  (when  not  preliminary  to 

prostatectomy)  15.00 

Vesiculectomy  100.00 

Varicocelectomy  25.00 

Orchidectomy  simple  50.00 

With  gland  dissection  100.00 

Cystotomy  or  Cystostomy  75.00 


Cystostomy  with  fulguration  100.00 

Cystectomy  150.00 

Ureter  transplantation,  single 100.00 

Bilateral  150.00 

Bladder  tumor,  diverticula,  etc.  (resection) 

open  operation 125.00 

Uretero-lithotomy  100.00 

Nephrotomy 125.00 

Nephrostomy  125.00 

Nephrectomy  125.00 

Nephropexy  100.00 

Plastic  on  pelvis  and  ureter  125.00 

Heminephrectomy  125.00 

Excision  and  suture  of  urinary  fistula 

(suprapubic)  50.00 

(vaginal)  100.00 

Penis  amputation  75.00 

Same  with  groin  dissection  150.00 

Plastie  Hypo  and  epispadias  125.00 

Meatotomy 5.00 

Caruncle  excision  15.00 

Caruncle  fulguration  15.00 


Neuro-Surgery 

Skull 

Simple  fracture  (non-operable)  with  brain 


injury  35.00 

Depressed  . 75.00 

Compound  150.00 

Brain  tumors  175.00 

Brain  Injuries;  operable  type 
Extradural  hematoma  $150.00 

Subdural  hematoma 150.00 

Exploratory  Trephination,  One  Side  50.00 

Two  Sides  75.00 

Intracortical  clot 150.00 

Arterio-venous  fistula,  intracranial  150.00 

Spinal  Cord 

Section  of  anterior  or  posterior  roots  $150.00 

Decompressive  laminectomy  150.00 

Removal  of  or  exploration  for  an  extruded 
nucleus,  pulpous  or  ruptured  interverte- 
bral disc  150.00 

Peripheral  Nerve 

Suture,  decompression,  or  transplantation  of 

single  nerve  25.00 

Each  additional  10.00 

Maximum  100.00 

Pneumoencephalogram  . 25.00 

Ventriculogram  40.00 

Spinal  cord  tumors  150.00 


Operation  for  pain  associated  with  malignancy 
or  similar  untreatable  disease  requiring 
intraspinal  nerve  sections  or  cordotomy  150.00 


Miscellaneous 

Section  of  sensory  root  for  5th  nerve 

neuralgia  $150.00 

Section  of  vestibular  neiwe  for  Meniere’s 

disease  or  aural  vertigo 150.00 

Operation  for  scalenus  anticus  syndrome  50.00 

Craniotomy  for  brain  abscess  150.00 
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Craniotomy  for  conditions  not  listed  herewith  150.00 


Bilateral  orbital  decompression  150.00 

Choroidectomy  for  hydrocephalus  150.00 

Excision  of  meningocele  75.00 

Lumbar  puncture  (with  fracture  or  operative 

work  only)  (diagnostic  excluded)  5.00 

Sympathetic  System 

Unilateral  lumbar  sympathectomy  $100.00 

Bilateral  lumbar  sympathectomy  150.00 

Resection  of  pre-sacral  plexus  150.00 

Bilateral,  thoraco  lumbar  sympathectomy  150.00 

Obstetrics 

Pregnancy,  delivery  $ 50.00 

(Does  not  cover  prenatal  and  postnatal 
home  and  office  care.) 

Miscarriage  (curettage)  25.00 

Caesarean  section,  vaginal  100.00 

Caesarean  section,  abdominal  100.00 

Pregnancy,  ectopic  100.00 

Gynecology 

Bartholin’s  gland,  incision  $ 5.00 

Bartholin’s  gland,  excision  25.00 

Labial  tumors  and  cysts,  removal  20.00 

Atresia  of  vagina,  plastic  50.00 

Fistula,  recto-vaginal  . 100.00 

Fistula,  vesico-vaginal  100.00 

Cul-de-sac,  drainage  35.00 

Cauterization,  each  3.00 

Maximum  12.00 

Dilatation  and  curettage  with  or  without 

cauterization  25.00 

Uterine  polyp  removal  with  dilatation 

and  curettage  25.00 

Cervical  polyp  removal  5.00 

Trachelorrhaphy  35.00 

Cervix  amputation  50.00 

Oophorectomy  or  resection  of  ovaries  100.00 

Hysterectomy  150.00 

Myomectomy  100.00 

Uterine  flexions,  etc.,  correction  (plus 

surgery  of  tubes  and  ovaries)  100.00 

Same  with  vaginal  plastic  work  125.00 

Salpingectomy  100.00 

Salpingoophorectomy  100.00 

Cystocele  50.00 

Rectocele  50.00 

Combined  cystocele  and  rectocele  75.00 

Prolapse  operations  (interposition, 

Manchester)  120.00 

Vulvectomy  75.00 

With  groin  dissection  150.00 


Ophthalmology 

Foreign  body,  removal,  within  anterior 


or  posterior  chamber  $ 90.00 

Cornea,  paracentesis  20.00 

Conjunctival  suture  15.00 

Conjunctival  flap  for  corneal  ulcer,  etc.  25.00 

Chalazion  (excision)  simple  10.00 

Multiple  25.00 


Lachrymal  sac,  removal  60.00 

Entropion  or  ectropion,  Ziegler’s  puncture  30.00 
Entropion  or  ectropion,  plastic  operation  50.00 
Entropion  or  ectropion,  plastic  operation 

grafts  or  flaps  60.00 

Symbepharon,  release  35.00 

Pterygium  35.00 

Corneal  Ulcer  autherization  5.00 

Corneal  Ulcer,  deliminating  deratotomy  30.00 

Tarsorrhaphy,  orbicularis  paralysis  30.00 

Ptosis,  (single)  60.00 

Strabismus,  one  or  more  muscles  75.00 

Cataract,  needling  50.00 

Cataract,  removal  120.00 

Iridectomy  75.00 

Removal  foreign  body  of  cornea  3.00 

Glaucoma,  filtration  operation  120.00 

Enucleation  or  eviscertion  90.00 

Enucleation  with  implant  140.00 

Tumor,  exenteration  of  orbit  120.00 

Dacryocystorrhinostomy  90.00 

Detached  Retina  150.00 

Otology 

Aural  Polyp  $ 10.00 

Paracentesis  tympani  10.00 

Mastoidectomy,  acute  single  120.00 

Mastoidectomy,  acute  bilateral  125.00 

Mastoidectomy,  radical  single  175.00 

• Fenestration  for  otosclerosis  175.00 

Nose  and  Throat 

Nasal  polyps,  removal  $ 10.00 

Antrum,  Caldwell-Luc  60.00 

Enthmodectomy  40.00 

Frontal  sinus,  radical  120.00 

Turbinectomy  10.00 

Submucous  resection  60.00 

Palatorrhapy  100.00 

Tonsillectomy  and  adenoidectomy 

Under  15  30.00 

Over  15  40.00 

Laryngectomy  175.00 

Tracheotomy  50.00 

Malignant  disease,  accessory  sinuses 

Radical  Operation,  one  sinus  120.00 

Multiple  175.00 

Malignant  disease,  tonsil  and  pharynx 

radical  operation  120.00 

Antrum  puncture  and  irrigation  5.00 

Antrum  window  50.00 

Orthopedic 

Spinal  fusion  $175.00 

Cartilage  of  condyle  of  femur,  removal  of  90.00 

Bone  plate,  removal  of 30.00 

Talipes  60.00 

Semilunar  cartilage,  removal  from  joint  90.00 
Tenotomy,  simple,  open  30.00 

Closed  15.00 

Claw  foot,  except  bone  surgery — see  foot 

stabilization  60.00 

Coccyx,  excision  of  30.00 
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Arthrotomy,  any  major  joint  90.00 

Hallux  valgus,  single  radical  operation  60.00 

Exostetomy  30.00 

Osteomyelitis,  sequestrum  removal  30.00 

Hallux  valgus,  bilateral  radical  operation  90.00 
Foot  stabilization  175.00 

Hammer  toe,  operation  for  40.00 

Arthrodesis  of  knee,  hip,  shoulder  or  elbow  175.00 
Torticollis,  operation  for  90.00 

Arthroplasty,  any  major  joint  175.00 

Hip  joint,  resection  175.00 

Any  other  major  joint,  resection  120.00 

Any  joint,  resection  of,  fingers  or  toes  30.00 

Amputations 

Shoulder,  disarticulation  $150.00 

Upper  arm  60.00 

Forearm  60.00 

Hand  . 60.00 

Finger,  single  15.00 

Each  additional  10.00 

Hip  150.00 

Thigh  90.00 

Knee  90.00 

Leg  90.00 

Toe  15.00 

Each  additional  10.00 

Foot  . 60.00 

Elbow  90.00 

Scapulo  thoracic  amputation  175.00 

Dislocations — Closed 

Carpal  bone,  one  $ 30.00 

Each  additional  10.00 

Clavicle  30.00 

Elbow  30.00 

Finger,  one  5.00 

Each  additional  5.00 

Hip  40.00 

Knee  40.00 

Mandible  10.00 

Metacarpal  bone,  one  15.00 

Each  additional  5.00 

Metatarsal  bone,  one  15.00 

Each  additional  5.00 

Patella  15.00 

Rib  10.00 

Shoulder  30.00 

Tarsal  bone,  one  30.00 

Each  additional  10.00 

Thumb  10.00 

Toe,  one  . 5.00 

Each  additional  5.00 

Vertebra,  one  or  more  120.00 

Simple  Fractures — Closed 

Lower  jaw  $ 30.00 

Carpal  bone,  one  30.00 

Each  additional  10.00 

Clavicle  30.00 

Coccyx  10.00 

Femur  90.00 

Tibia  or  fibula  or  both  60.00 

Pott’s  or  Cottons  Fracture 90.00 


Finger,  one  10.00 

Each  additional  5.00 

Humerus  60.00 

Metacarpal  bone,  one  15.00 

Each  additional  ...  10.00 

Metatarsal  bone,  one  15.00 

Each  additional  . . 10.00 

Patella,  closed  30.00 

Nasal  bone  or  bones,  reducted  30.00 

Pelvis  90.00 

Radius  or  Ulna,  or  both  30.00 

Rib,  one  or  more 10.00 

Sacrum  40.00 

Scapula 30.00 

Skull  40.00 

Sternum  30.00 

Tarsal  bone,  one  (exclude  os  calcis  and 

astragalus)  30.00 

Each  additional  10.00 

Toe,  one 10.00 

Each  additional  5.00 

Vertebra,  one  or  more  120.00 

Os  Calcis  or  Astragalus,  or  both 60.00 


Open  Reductions  and  Compound  Fractures — 
For  compound  fractures  the  maximum  amount  will 
be  one  and  one-half  times,  and  for  fractures  or 
dislocations  requiring  an  open  operation  will  be 
twice  the  amount  shown  for  the  corresponding 
simple  fracture  or  dislocations,  but  in  no  case  more 
than  $175.00. 

(C)  Participating  Physician  of  the 
Tennessee  State  Medical  Association 

I hereby  subscribe  as  a participating 
physician  under  the  program  sponsored  by 
the  Tennessee  State  Medical  Association  for 
surgical  insurance  as  accepted  and  ap- 
proved by  the  Tennessee  State  Medical  As- 
sociation. 

In  consideration  of  my  being  listed  as 
such  “Participating  Physician,”  I hereby 
agree  that  my  charges  for  the  services  in- 
cluded in  the  Master  Schedule  of  Surgical 
Indemnities  and  rendered  to  the  insured  or 
his  dependents,  shall  not  exceed  the  amount 
specified  therein,  provided  the  insured  is 
(a)  an  individual  without  dependents  whose 
income  does  not  exceed  $2,400  per  annum 
or  (b)  an  individual  with  dependents  whose 
aggregate  family  income  does  not  exceed 
$3,600  per  annum. 

I understand  that  persons  whose  incomes 
exceed  such  limits  shall  have  such  indemnity 
applied  towards  my  total  bill  with  such  per- 
sons liable  for  any  additional  fee  charged 
by  me. 

I understand  that  nothing  in  this  agree- 
ment is  intended  to  affect  the  relationship 
between  the  physician  and  his  patient  nor 
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to  restrict  the  physician  in  the  exercise  of 
his  right  to  refuse  to  treat  any  patient  for 
appropriate  professional  reasons. 

I further  agree  to  abide  by  the  rulings 
of  the  Association’s  Committee  which  will 
function  under  this  program  for  the  express 
Durpose  of  facilitating  any  administrative 


problems  that  may  arise. 

I agree  not  to  withdraw  my  consent  as  a 
participating  physician  prior  to 

M.D. 

Address: 

Date: 


Make  Your  Plans  and 
Reservations  to  Attend 
THE  114th  ANNUAL  MEETING 
OF  THE  TENNESSEE  STATE 
MEDICAL  ASSOCIATION 
Reed  House 
Chattanooga,  Tennessee 
HOUSE  OF  DELEGATES 
April  11, 1949 
SCIENTIFIC  SESSION 
April  12, 13, 1949 
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POLIO  FEE  SCHEDULE  ADOPTED 

The  Tennessee  State  Medical  Association 
last  April  set  up  a Liaison  Committee  for 
the  National  Foundation  for  Infantile  Pa- 
ralysis. The  first  task  confronting  this 
committee  was  to  establish  a fee  schedule 
by  which  Tennessee  Chapters  affiliated  with 
the  National  Foundation  could  pay  for  med- 
ical services  in  those  instances  where  the 
polio  patients  tvere  not  in  a,  financial  posi- 
tion to  do  so  themselves.  This  schedule  was 
recently  indorsed  by  the  National  Founda- 
tion. To  better  understand  how  this  sched- 
ule developed,  you  should  know  something 
about  the  story  of  this  particular  public 
voluntary  health  organization. 

The  story  of  the  National  Foundation  for 
Infantile  Paralysis,  how  it  began  and  how 
its  philosophy  of  service  developed,  is  a 
very  interesting  one.  For  your  convenience 
a pamphlet  embodying  this  story,  entitled 
“Up  to  Now,”  is  being  forwarded  to  you 
under  separate  cover. 

As  a public  voluntary  health  organization 
the  objectives  of  the  Foundation  and  its 
chapters  are  relatively  simple:  to  find  the 
cause  of  and/or  the  cure  for  polio — hence 
their  research  program ; and  to  provide 
funds  for  the  best  available  medical  care  for 
victims  of  the  disease  where  the  family  is 
not  in  a financial  position  to  do  so.  At  the 
same  time,  the  Foundation  and  its  chapters 
are  ever  striving  to  help  improve  medical 
care  through  the  promotion  of  and  assist- 
ance in  education  programs,  and  by  its  chap- 
ters’ assistance  to  hospitals  not  only  by  pay- 
ing the  hospital  bills  for  those  unable  to 
pay,  but  also  by  financing  facilities  and 
services  in  hospitals  where  and  when 
needed  to  provide  improved  care  for  all 
polio  patients. 

Your  local  county  chapter,  and  there  is 
one  in  every  Tennessee  county  (refer  to 
personnel  sheet  also  sent  under  separate 
cover),  consists  of  volunteers  whose  main 
function  is  to  assist  you  as  you  deem  neces- 
sary in  order  to  help  the  patient  obtain  the 
best  available  medical  care.  By  no  means 
do  they  wish  to  interfere  with  the  physician- 
patient  relationship ; hence,  Part  I included 
in  the  fee  schedule  below.  The  annual 
March  of  Dimes  is  conducted  to  carry  out 


work  relating  to  the  objectives  referred  to 
above.  The  chapters  use  their  funds  to  help 
physicians  provide  the  best  possible  care  for 
patients  with  polio.  This  includes  hospital 
care,  physical  therapy,  transportation  to 
and  from  clinics,  ambulance  service,  braces 
and  appliances,  etc.  This  also  includes  med- 
ical fees  where  needed. 

As  a matter  of  practice,  if  a polio  patient 
has  need  of  financial  assistance  with  hospi- 
tal care  and  associated  services,  the  local 
chapters  of  the  National  Foundation  are 
expected  to  help  meet  these  costs,  and  many 
families  relieved  of  this  major  expense  are 
able  to  pay  their  doctor  bills  themselves. 
It  is  believed  that  both  patients  and  doctors 
generally  prefer  this  arrangement  since  it 
allows  a minimum  of  disturbance  of  the 
patient-doctor  relationship  in  this  regard. 

In  instances,  however,  of  families  who  are 
unable  to  pay  even  their  doctor  bills  without 
working  a serious  financial  hardship,  it  is 
recommended  that  chapters  assist  in  paying 
for  physicians’  services  in  accord  with  the 
following  fee  schedule. 

Some  of  you,  knowing  that  a medical  fee 
schedule  was  in  the  process  of  development 
have  withheld  billing  until  after  the  sched- 
ule was  finally  approved.  Be  sure  that  in 
all  instances  a thorough  itemization  is  made 
on  such  bills  covering  services  rendered 
polio  cases  for  which  one  of  the  National 
Foundation  for  Infantile  Paralysis  chapters 
has  agreed  to  make  payment.  This  proce- 
dure should  continue  to  be  observed  in  the 
future. 

This  is  felt  to  be  desirable  since  the  local 
chapters  refer  their  bills  to  their  local  med- 
ical advisory  committees  for  advice  before 
payment.  This  will  assist  these  medical 
advisory  committees.  The  chapters  have 
been  instructed  that,  should  bills  be  re- 
ceived on  which  further  clarification  is 
needed  and  cannot  be  obtained  locally,  such 
bills  should  be  referred  to  the  State  Medical 
Association’s  Liaison  Committee  for  the 
National  Foundation  for  Infantile  Paraly- 
sis. This  State  Committee,  in  cooperation 
with  the  Foundation’s  State  Representa- 
tives, will  assist,  insofar  as  possible,  those 
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doctors  or  chapters  requesting  it.  The  rep- 
resentatives for  Tennessee  are : 

Mr.  Fred  E.  Wankan,  Jr., 

530  Third  National  Bank  Building, 
Nashville,  Tennessee. 

Mr.  John  H.  Pearson, 

510  Dermon  Building, 

Memphis,  Tennessee. 

Proposal  of  Tennessee  State  Medical 
Association  to  National  Foundation 
for  Infantile  Paralysis 

I 

1.  It  is  recommended  that  county  chap- 
ters of  the  National  Foundation  for  Infan- 
tile Paralysis  refrain  from  entering  into 
agreements  with  polio  patients  or  their 
families  to  pay  physicians’  fees  without  first 
contacting  the  attending  physician  to  ascer- 
tain that  such  a plan  is  acceptable  to  him 
and  that  he  is  willing  to  accept  the  amounts 
allowable  within  the  following  fee  schedule 
as  payment  in  full  for  his  services. 

2.  National  Foundation  Chapters  should 
not  refer  patients  directly  to  hospitals. 
This  is  the  function  of  the  attending  physi- 
cian and  local  health  officer. 

3.  Under  National  Foundation  policy,  the 
chapters  pay  hospitals  on  the  basis  of  actual 
costs  for  ward  care  in  accord  with  the  gov- 
ernment reimbursable  cost  formula.  They 
are  not  expected,  nor  permitted,  to  pay  semi- 
private or  private  fees  except  under  unusual 
circumstances.  Arrangements  for  physi- 
cians to  follow  patients  should  be  between 
individual  hospitals,  doctors,  and  patients. 

4.  If  a physician  feels  a bill  covering 
services  rendered  a polio  patient  should  be 
presented  to  a chapter  of  the  National  Foun- 
dation for  Infantile  Paralysis,  he  should 
itemize  the  bill  in  accordance  with  Section 
II  and/or  III  below.  Furthermore,  in  or- 
der to  assure  the  chapter  receiving  proper 
notification,  a duplicate  statement  should  be 
mailed  to  the  chapter — the  original  to  go  to 
the  family  as  in  the  past. 

II 

The  following  fee  schedule  is  recommend- 
ed for  pediatricians,  internists,  and  general 
practitioners  attending  acute  poliomyelitis 
cases  that  are  considered  indigent  by  the 


attending  doctor  and  whose  hospital  bill  is 
being  paid  by  the  Foundation: 

1.  $75  for  first  month  (or  part  of  month) 
for  acute  uncomplicated  case. 

2.  $100  for  first  month  (or  part  of 
month)  for  acute  complicated  case.  Medi- 
cal consultation  should  be  obtained  in  every 
complicated  case. 

3.  Following  first  month,  $25  a month  at 
hospital,  or  $5  a home  visit  in  city,  and  $10 
a home  visit  in  country.  Fifty  per  cent 
more  at  night. 

4.  If  in  consultation  with  general  M.D. 
and  follows  case  with  general  M.D.,  $25  first 
month  uncomplicated  case;  $50  if  compli- 
cated. (Including  help  with  Lumbar  Punc- 
ture.) This  includes  preoperative  and  post- 
operative care. 

III 

A.  Recommended  fee  schedule  for  Ortho- 
pedic Surgeons. 

1.  Consultation  fee  and  supervisory  care 
first  month,  $25.  If  more  than  one  month 
hospitalization  is  necessitated,  the  orthope- 
dic surgeon  is  to  be  paid  on  the  basis  of 
$3  per  visit  if  the  orthopedic  surgeon  is  on 
a consultant  basis. 

2.  Hospitalization  after  the  acute  infec- 
tious stage  is  passed,  $25  per  month. 

3.  After  discharge  from  the  hospital,  $10 
for  first  office  visit  and  $3  for  remaining 
office  visits;  or  if  seen  in  a clinic,  $5  for 
first  and  $2  for  subsequent  visits. 

B.  Physiotherapy  fee  to  be  $2  for  a thir- 
tv-minute  period  or  $3.50  for  an  hour. 

C.  Three  main  operative  classes  or  groups 
according  to  extensiveness  of  operation. 

1.  Minor  operations  or  first  group,  $75. 
(Includes  immediate  preoperative  and  post- 
operative care.) 

2.  Two  minor  operations  or  more  exten- 
sive work,  second  group,  $125.  (Includes 
immediate  preoperative  and  postoperative 
care.) 

3.  Major  operation,  or  third  group,  $175. 
(Includes  immediate  preoperative  and  post- 
operative care.) 

IV 

All  necessary  laboratory  and  X-ray  work, 
casts,  braces,  and  splints  to  be  paid  for  on 
basis  of  average  charge  of  Vanderbilt  and 
Veterans  fee  schedule. 
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V 

It  is  our  recommendation  that  one  doctor 
have  the  primary  responsibility  for  the  care 
at  all  times,  and  only  one  doctor  can  draw 
the  fees  listed  in  Section  II,  1 and  2.  It  is 
felt  that  the  primary  care  of  the  patient 
during  the  acute  infectious  stage  of  his  ill- 
ness should  be  in  the  hands  of  the  pediatri- 
cian, internist,  or  general  practitioner  and 
that  after  thirty  to  sixty  days — except  in 
such  cases  where  the  patient  is  still  in  the 
respirator — the  patient  should  be  trans- 
ferred to  the  orthopedic  surgeon  for  con- 
tinuation of  treatment. 


Signed  by  Committee: 

James  C.  Overall,  M.D.,  Chairman, 
Nashville 

H.  S.  Christian,  M.D.,  Knoxville 
Ben  S.  Fowler,  M.D.,  Nashville 
George  Inge,  M.D.,  Knoxville 
John  J.  Killeffer,  M.D.,  Chattanooga 
F.  T.  Mitchell,  M.D.,  Memphis 
J.  S.  Speed,  M.D.,  Memphis 
Harold  J.  Starr,  M.D.,  Chattanooga 

Approved  by  the  Board  of  Trustees,  Ten- 
nessee State  Medical  Association,  December 
12,  1948. 


REMEMBER  THE  114th  MEETING 
OF  THE  TENNESSEE  STATE 
MEDICAL  ASSOCIATION 
Chattanooga,  Tennessee 
April  12, 13, 1949 
Preceded  By  Meeting  of 
THE  HOUSE  OF  DELEGATES 
April  11, 1949 

REED  HOUSE,  HEADQUARTERS 
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FLUORIDES  IN  PREVENTIVE  MEDICINE* 

CARL  L.  SEBELIUS,  D.D.S.,  Nashvillef 

Attention  is  now  being  directed  by  many 
professional,  governmental,  and  lay  groups 
to  the  important  role  that  fluorides  may 
play  as  a partial  preventive  of  dental  ca- 
ries. The  systematic  application  of  a flu- 
oride to  the  teeth  of  children  at  intervals  is 
now  considered  a sound  dental  therapy 
which  all  children  in  the  United  States 
should  receive.  The  use  of  a fluoride  as  a 
preventive  procedure  by  a method  proven 
to  decrease  the  incidence  of  dental  caries 
will  focus  the  attention  of  all  groups  on 
this  most  important  public  health  problem. 

The  evidence  thus  far  presented  by  re- 
search workers,  epidemiologists,  and  those 
who  have  conducted  clinical  fluoride  studies 
is  most  encouraging.  It  is  too  bad  that  such 
work  could  not  have  been  undertaken  years 
ago.  Since  accurate  predictions  cannot  be 
made,  a digest  of  certain  published  material 
will  be  presented. 

A major  problem  which  confronts  den- 
tists today  is  dental  caries.  There  has  been 
evidence  which  would  lead  one  to  think 
that  the  proper  use  of  a fluorine  salt  may 
assist  in  the  control  of  this  important  public 
health  problem. 

Early  Epidemiological  Studies 

Early  studies  have  dealt  primarily  with 
the  relationship  of  dental  fluorosis  (mottled 
enamel)1  to  toxic  doses  of  fluorides  found  in 
drinking  waters  consumed  by  individuals 
during  the  tooth-formative  period.  Strong 
evidence  shows  the  causative  factor  of  den- 
tal fluorosis  to  be  the  ingestion  of  toxic 
amounts  of  a fluoride  during  tooth  devel- 
opment. 

It  was  most  interesting  to  these  investi- 
gators to  find  that  the  fluorosed  teeth  were 
more  resistant  to  dental  caries  than  the 
teeth  of  children  who  had  consumed  a fluo- 
ride-free  water.2-3 

Additional  studies4-5  resulted  in  the  ac- 


*  Presented  before  the  general  session  of  the 
Southern  Branch  of  the  American  Public  Health 
Association  in  New  Orleans,  Louisiana,  April  14, 
1948.  Read  before  the  Roane  County  Medical  So- 
ciety, Oak  Ridge,  October,  1948. 

fDirector  of  Dental  Hygiene  Service,  Tennessee 
Department  of  Public  Health. 


ceptance  of  the  statement  approved  by  114 
dentists,  physicians,  biochemists,  nutrition- 
ists, and  dental  health  educators  who  at- 
tended the  University  of  Michigan  Work- 
shop on  the  Evaluation  of  Dental  Caries 
Control  Technics  in  September,  1947,°  as 
follows : 

The  inverse  relation  between  the  consumption  of 
fluoride-bearing  domestic  water  and  the  prevalence 
of  dental  caries  in  children  has  been  established. 
The  evidence  indicates  that  the  D.M.F.  rate  is 
approximately  sixty  per  cent  lower  in  children  aged 
twelve  to  fourteen  years  who,  throughout  life,  have 
ingested  communal  water  containing  about  one 
part  per  million  of  naturally-borne  fluorides  (F). 
Caries  reduction  is  most  marked  in  the  upper  an- 
terior teeth,  in  which  the  number  of  D.M.F.  sur- 
faces may  be  lowered  by  as  much  as  ninety  per 
cent.  The  reduction  is  markedly  less  in  the  pos- 
terior teeth. 

Fluorination  of  Public  Waters 

If  it  is  true  that  nontoxic  doses  of  a 
fluoride  such  as  sodium  fluoride  in  concen- 
trations of  around  one  part  per  million  in 
communal  waters  are  responsible  for  a low- 
er caries  rate,  then  the  deliberate  and  con- 
tinuous treatment  of  public  water  supplies 
with  a fluoride  would  afford  partial  protec- 
tion without  public  awareness. 

Arnold,7  in  discussing  fluorine  in  drinking 
water  and  its  effects  on  dental  caries,  states 
that  it  is  a logical  assumption  to  think  that 
dental  caries  may  be  controlled  by  the  flu- 
orination of  water  supplies  and  that  it  is 
inexpensive.  He  also  states  that  at  the 
present  time  it  is  deemed  advisable  to  await 
for  final  evaluations  to  be  made  of  the  sev- 
eral projects  now  in  progress  in  the  United 
States  and  Canada  before  unqualified  rec- 
ommendations for  mass  fluorination  of  wa- 
ter supplies  are  made.  This  final  evaluation 
must  be  deferred  during  the  time  required 
for  a new  generation  of  teeth  to  develop  and 
erupt  under  this  changed  environment.  The 
group  at  the  University  of  Michigan  Dental 
Caries  Workshop6  arrived  at  a similar  con- 
clusion. 

Research 

There  seems  to  be  some  confusion  among 
research  workers  as  to  how  the  salts  of 
fluorine  actually  react  with  the  enamel. 
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From  a critical  examination  of  data,  flu- 
orine is  a factor  in  the  construction  of 
caries-resistant  teeth.8  Chemical  analyses 
indicate  that  mottled  enamel  has  a higher 
fluoride  content  than  normal  enamel  and 
that  the  enamel  of  noncarious  teeth  contains 
more  fluoride  than  that  of  carious  teeth.9 

Volker10  has  shown  that  powdered  enamel 
shaken  in  fluoride  solutions  of  100  parts  per 
million  dilution  evidences  a significantly 
diminished  solubility  when  exposed  to  an 
acid  environment  as  low  at  PH  6.0.  These 
data  according  to  Cox11  give  evidence  that 
the  reduction  of  caries  by  fluorine  is  due 
to  reduced  solubility  of  the  enamel  to  the 
acids  produced  by  bacteria. 

Phillips’12  recent  work  adds  much  strength 
to  the  clinical  topical  fluoride  studies.  This 
research  study  demonstrated  (1)  that  the 
enamel  absorbs  fluorine;  (2)  that  certain 
fluoride  compounds  do  increase  the  hard- 
ness of  enamel  and  likewise  tend  to  protect 
the  enamel  from  the  softening  action  of 
acid;  and  (3)  that  teeth  immersed  in  a 
fluoride  solution  for  twenty-five  minutes 
have  a protective  fluorapitite  layer  of  suffi- 
cient thickness  to  withstand  four  minutes 
of  coarse  pumice  brushing. 

Topical  Applications 

The  early  reports  of  the  phenomenon  of 
fluorine  absorption  led  to  the  testing  of  the 
use  of  fluorides  applied  topically  to  teeth. 
From  these  numerous  studies  conducted  in 
recent  years,  the  evidence  seems  sufficient 
to  conclude  that  the  incidence  of  dental 
caries  can  be  reduced  in  the  teeth  of  chil- 
dren through  topical  application  of  a flu- 
oride.13’ 14> 15’  1G’ 17  From  these  published  re- 
ports where  four  or  more  applications  have 
been  used  with  a preliminary  prophylaxis, 
there  has  been  general  agreement  that  the 
reduction  in  the  incidence  of  caries  in  the 
fluoride-treated  teeth  is  approximately  for- 
ty per  cent.  Less  than  four  applications 
have  not  shown  such  promising  results. 
In  one  study  where  a two  per  cent  solution 
of  sodium  fluoride  was  used,  it  was  reported 
that  one,  two,  and  three  applications  were 
associated  with  a five,  ten,  and  twenty  per 
cent  reduction  respectively.18  In  another 
study  in  which  2,000  children  were  used 
and  in  which  a two  per  cent  solution  of  the 
same  chemical  used  but  applied  with  no 


preliminary  prophylaxis,  two,  four,  and  six 
applications  were  associated  with  nine, 
twenty,  and  twenty-one  per  cent  reductions 
respectively.19 

Since  various  methods  of  applications, 
several  concentrations  of  solutions  and  dif- 
ferent types  of  fluoride  require  further  test- 
ing, studies  are  now  underway  to  determine 
the  effect  of  several  variables  on  the  effec- 
tiveness of  topical  fluoride  treatment.  Such 
a study  is  now  being  conducted  by  the  U.  S. 
Public  Health  Service  in  Chattanooga,  Ten- 
nessee. 

At  the  present  time,  the  simplest  manner 
of  application  of  the  solution  cannot  be 
subscribed ; however,  an  acceptable  method 
which  has  been  most  thoroughly  tried  has 
been  described  by  Knutson20  in  a recent 
issue  of  the  Journal  of  the  American  Dental 
Association.  This  technic  in  brief  is  as 
follows:  (1)  Cleanse  the  crowns  of  the  teeth 
with  a rubber  cup  and  fine  pumice;  only  at 
the  first  of  the  series  is  the  prophylaxis 
given;  (2)  isolate  with  cotton  rolls,  drying 
the  teeth  with  compressed  air;  (3)  wet  the 
crowns  with  a two  per  cent  solution  of  so- 
dium fluoride,  using  a cotton  applicator  or 
light  spray;  (4)  and  allow  the  teeth  to  dry 
in  air  for  approximately  three  minutes. 

Since  the  results  of  clinical  studies  con- 
tinued for  three  to  five  years  with  no  ap- 
preciable loss  in  caries  prevention  value,  16’ 
17>  21  a practical  periodic  basis  for  rendering 
topical  applications  of  fluoride  to  the  teeth 
of  children  has  been  suggested.20  It  is 
thought  that  a series  of  applications  be 
given  at  the  ages  of  three,  seven,  ten,  and 
thirteen  years.  An  application  at  three 
years  would  provide  protection  for  the  de- 
ciduous teeth,  and  subsequent  applications 
would  provide  protection  for  the  permanent 
teeth  during  the  period  of  changing  denti- 
tion. 

The  question  of  the  irritating  and  toxic 
effect  of  the  topical  treatment  has  been 
raised.  According  to  McClure,  Senior  Bio- 
chemist of  the  Dental  Research  Section  of 
the  U.  S.  Public  Health  Service,  many  hun- 
dreds of  children  have  been  given  topical 
treatments,  but  no  indication  of  any  tissue 
injury  has  arisen,  and  it  is  safe  to  say  that 
the  alleged  toxicity  is  no  longer  considered 
a possibility.  There  does  not  seem  to  be 
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any  reason  to  expect  any  oral  ingestion  of 
even  a trace  quantity  of  the  fluoride  solution 
during  the  process  of  topical  application. 
The  Kettering  Laboratory  at  Cincinnati 
made  some  urinary  fluorine  studies  in  sub- 
jects being  given  topical  fluoride  treatments 
and  found  no  change  in  urinary  fluorine. 
This  is  good  evidence  that  none  of  the  flu- 
oride used  topically  was  ingested.-2 

The  cost  of  treatment  is  most  important. 
According  to  Dwyer,22  four  or  five  patients 
may  be  treated  conveniently  in  one  hour, 
although,  by  assembly  line  methods,  it  is 
possible  to  care  for  more.  At  a rate  of  five 
dollars  an  hour,  which  is  paid  the  coopera- 
tive dentists  in  New  Hampshire,  each  treat- 
ment costs  approximately  one  dollar.  If 
this  is  multiplied  by  four  treatments,  the 
cost  is  approximately  four  dollars  a year. 
He  further  states  that  if  dental  hygienists 
can  give  the  treatment,  the  cost  is  further 
reduced.  In  an  eight-hour  day,  five  days  a 
week,  a hygienist  paid  forty  dollars  a week 
works  for  a dollar  an  hour.  She  can  see 
just  as  many  patients  as  a dentist  and  do 
just  as  good  a job.  At  that  rate  the  cost 
would  be  from  twenty  to  twenty-five  cents 
per  treatment,  or  eighty  cents  to  one  dollar 
for  a complete  year’s  treatment.  Dwyer 
asks  the  question,  Do  you  know  of  any  other 
preventive  measure  that  comes  within  that 
price  range? 

Other  Uses  of  Fluorides 

There  has  been  meager  evidence  present- 
ed that  suggests  that  the  use  of  fluorides 
in  tooth  pastes  is  somewhat  less  effective 
than  direct  applications,24  and  that  the  use 
of  fluoride  mouth  washes  has  not  given 
promising  results.24- 25  In  regard  to  the  use 
of  bone  meals  which  contain  fluorine,  the 
group  at  the  Michigan  Workshop  states  that 
bone  meal  has  not  been  demonstrated  as  a 
good  source  of  this  element,  and  there  is 
insufficient  evidence  that  caries  can  be  con- 
trolled either  in  children  or  in  adults  by  its 
use.  Nor  does  the  evidence  today  support 
the  recommendation  for  the  control  of  caries 
in  children  or  adults  by  the  use  of  any  other 
proprietary  product  containing  fluorine  for 
self-administration  or  for  home  use. 

Topical  Fluoride  Treatment  Approved 

To  date,  the  most  effective  use  of  a flu- 


oride seems  to  be  the  topical  application. 
The  topical  fluoride  therapy  has  recently 
received  approval  from  several  important 
groups.  The  following  has  been  taken  from 
the  minutes  of  the  forty-sixth  annual  con- 
ference of  the  State  and  Territorial  Health 
Officers  held  in  December,  1947  :26 

It  has  been  conclusively  demonstrated  that  a 
series  of  four  topical  applications  of  a two-per-cent 
solution  of  sodium  fluoride  to  the  teeth  of  children 
effects  a forty-per-cent  reduction  in  dental  caries. 

As  a result  of  this  specific  advance  in  the  partial 
control  of  a very  important  dental  disease,  it  is 
recommended  that  state  departments  of  health  pro- 
mote the  development  of  effective  programs  through 
which  the  partial  caries  prophylactic  measure,  top- 
ically applied  fluorides,  is  made  available  to  chil- 
dren, and  that  federal  grants-in-aid  be  augmented 
so  as  to  provide  financial  assistance  in  the  develop- 
ment of  such  programs. 

The  Council  on  Dental  Health  of  the 
American  Dental  Association  has  also  ap- 
proved topical  fluoride  treatments.26  The 
proceedings  of  the  Council  on  Dental  Health 
state : 

The  Council  on  Dental  Health  of  the  American 
Dental  Association  is  of  the  opinion  that  there  is 
sufficient  scientific  evidence  to  justify  the  use  of 
topical  fluoride  treatments  to  reduce  the  incidence 
of  dental  caries  in  children. 

The  Council  also  is  of  the  opinion  that  topical 
fluoride  therapy  should  be  used  routinely  in  private 
dental  offices  and  in  school  and  community  dental 
health  programs. 

Therefore,  the  Council  on  Dental  Health  recom- 
mends that  an  active  campaign  be  inaugurated  to 
inform  dentists  of  the  known  facts  and  to  encour- 
age state  and  local  councils  on  dental  health  to 
study  the  possibilities  for  making  topical  fluoride 
treatments  available  to  all  children. 

Recently  the  Executive  Committee  of  the 
State  and  Territorial  Health  Officers27  met 
in  Washington.  John  Knutson  gave  a re- 
port at  the  meeting  on  the  hearings  on  the 
dental  research  bill,  particularly  as  it  ap- 
plies to  the  establishment  of  programs  for 
the  topical  application  of  fluoride.  The 
House  Committee  was  sympathetic  with  the 
program,  but  felt  that  it  did  not  go  far 
enough,  and,  therefore,  requested  Doctor 
Knutson  to  prepare  a more  inclusive  and 
far-reaching  plan.  The  Executive  Commit- 
tee adopted  the  following  motion  in  refer- 
ence to  this  program : 

1.  Federal  funds  be  appropriated  for  the  purpose 


January,  IV4V 


FLUORIDES  IN  PREVENTIVE  MEDICINE— Sebelius 


19 


of  setting  up  in  each  state  a pilot  topical  fluoride 
unit  which  would  serve — 

(a)  To  demonstrate  to  dentists  and  dental  hy- 
gienists the  correct  technic  of  making  fluoride 
applications  to  the  teeth. 

(b)  To  serve  as  a central  training  center  in  the 
state  for  dentists  and  dental  hygienists  employed 
by  state  and  local  health  departments. 

(c)  To  serve  as  a basis  for  publicizing  and  pro- 
moting the  use  of  topical  fluorides  as  a caries  pre- 
ventive measure. 

In  this  connection  it  is  important  to  recognize 
that,  even  though  the  technic  of  using  topical  fluo- 
rides is  relatively  simple,  the  several  steps  in  the 
technic  have  been  rather  precisely  determined  and 
that  deviations  from  this  technic  can  seriously  re- 
duce the  effectiveness  of  topical  fluorides  and  thus 
prejudice  the  over-all  and  long-range  usefulness  of 
this  procedure. 

2.  Federal  funds  be  appropriated  for  direct 
grants  to  the  state  to  assist  them  on  a federal-state 
cooperative  basis — 

(a)  To  recruit  and  employ  personnel  for  assign- 
ment to  the  training  centers  and  for  subsequent 
assignment  to  school  and  other  public  clinics. 

(b)  To  purchase  necessary  equipment  and  sup- 
plies. 

(c)  To  establish  facilities  accessible  to  the  child 
populations  on  a community  basis. 

Such  general  approval  would  seem  to  in- 
dicate that  now  is  the  time  to  make  plans 
for  a forceful  attack  on  the  problem  of 
dental  caries. 

Summary 

The  present  status  of  Fluorides  in  Pre- 
ventive Dentistry  may  be  summarized  brief- 
ly as  follows: 

1.  An  inverse  relationship  between  the 
consumption  of  fluoride-bearing  domestic 
water  and  the  prevalence  of  dental  caries  in 
children  has  been  established. 

2.  It  is  logical  to  assume  that  dental  ca- 
ries may  be  partially  controlled  by  the  flu- 
orination  of  water  supplies. 

3.  Projects  are  now  in  progress  to  eval- 
uate the  relationship  of  artificially  fluorin- 
ated  waters  and  dental  caries. 

4.  Research  has  shown  fluorine  to  be  one 
factor  in  the  construction  of  caries-resistant 
teeth,  that  the  enamel  absorbs  fluorine,  and 
that  this  enamel  by  laboratory  test  becomes 
significantly  harder  and  less  soluble. 

5.  Published  reports,  where  four  or  more 
applications  of  a two  per  cent  solution  of 
sodium  fluoride  have  been  used  with  a pre- 
liminary prophylaxis,  have  shown  an  ap- 
proximate forty  per  cent  reduction  in  the 


incidence  of  caries  in  the  fluoride-treated 
teeth. 

6.  Bone  meal,  mouth  washes  containing 
a fluoride,  and  proprietary  products  self- 
administered  are  not  recommended. 

7.  Topical  fluoride  therapy  has  been  ap- 
proved by  the  Council  on  Dental  Health  of 
the  American  Dental  Association,  and  the 
State  and  Territorial  Health  Officers  have 
recommended  that  federal  grants-in-aid  be 
augmented  so  as  to  provide  financial  assist- 
ance in  the  development  of  topical  fluoride 
programs. 

8.  The  cost  of  topical  treatment  is  low, 
especially  if  dental  hygienists  are  allowed 
to  administer  the  solution. 

Conclusion 

From  the  above  summary,  it  would  seem 
that  fluorides  have  a definite  place  in  pre- 
ventive dental  practice  and  that  fluoride 
therapy  through  artificial  fluorination  to 
public  waters  as  well  as  by  the  topical  ap- 
plication to  teeth  may  become  an  important 
factor  in  the  public  health  programs  of  the 
future. 
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A FIVE-YEAR  REVIEW  OF  CARCINOMA  OF  THE  CERVIX  UTERI* 

EDWIN  W.  WILLIAMS,  M.D.,  G.  S.  McCLELLAN,  M.D.,  F.A.C.S.,  HERBERT  C.  FRANCIS,  M.D., 
Nashville 


Cancer  of  the  uterine  cervix  occupies  an 
unenviable  position  among’  killers  of  hu- 
manity. No  other  single  potentially  cur- 
able disease  arising  in  an  accessible  area 
of  the  body  is  responsible  for  a comparable 
amount  of  misery  or  takes  such  an  appall- 
ing toll  of  human  life.  Symptoms  which 
should  provide  the  patient  as  well  as  her 
physician  with  warning,  almost  invariably 
occur  in  the  initial  progress  of  the  neo- 
plasm when  a permanent  cure  is  possible. 
These  facts  are  fully  recognized  by  prac- 
ticing physicians,  but,  nevertheless,  cervical 
cancer  continues  to  kill  thousands  each 
year  and  the  individual  rate  of  cure  of 
today  is  not  significantly  better  than  it 
w7as  fifteen  years  ago.  It  seems,  therefore, 
that  a critical  analysis  of  our  experience 
with  this  disease  in  one  hospital  in  Middle 
Tennessee  is  worthy  of  consideration. 

During  the  years  1937  to  1941  inclusive 
there  were  admitted  to  the  Vanderbilt  Hos- 
pital and  Out-Patient  Department  164 
women  in  whom  a microscopically  con- 
firmed diagnosis  of  carcinoma  of  the  cer- 
vix was  made.  Complete  follow-up  is  avail- 
able on  129  or  79  per  cent. 

These  patients  were  contributed  almost 
entirely  by  the  rural  areas  in  the  central 
portion  of  Tennessee,  representing  for  the 
most  part  the  low  economic  income  level, 
which  is  seen  frequently  on  the  ward 
service. 

The  age  at  which  the  diagnosis  was  first 
made  varied  from  21  years  to  over  70 
years.  Fifty-six  per  cent  were  under  50 
years  of  age. 

The  incidence  of  adenocarcinoma  was 
found  to  be  4 per  cent,  compared  with  96 
per  cent  squamous  cell  lesions.  These  fig- 
ures are  within  the  range  usually  reported 
in  any  large  series. 

The  symptoms  complained  of  and  the 
duration  of  symptoms  prior  to  a positive 
diagnosis  require  a more  detailed  consid- 
eration. The  entire  group  of  129  com- 

*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  13-15,  1948. 


plained  of  a total  of  142  symptoms.  Sev- 
enty per  cent  of  complaints  were  abnormal 
vaginal  bleeding.  This  symptom  had  been 
present  for  over  three  months  in  53  per 
cent  and  for  over  one  year  in  11  per  cent. 
Twenty  per  cent  of  symptoms  were  related 
to  leukorrhea,  8 per  cent  to  pelvic  pain  and 
2 per  cent  to  miscellaneous  complaints,  in- 
cluding backache,  abdominal  pain,  urinary 
and  bowel  symptoms,  etc.  Although  pain 
as  a primary  complaint  occurred  in  only  8 
per  cent,  vague,  ill-defined  pelvic  discom- 
fort was  frequently  mentioned  as  an  in- 
cidental symptom. 

Our  classification  as  to  clinical  grouping 
is  identical  with  that  used  in  other  clinics 
and  will  be  quoted  from  Curtis.1 

“Stage  I — The  growth  is  limited  entirely 
to  the  cervix.  The  uterus  is  mobile  and 
no  paracervical  induration  is  detectable. 

“Stage  II — The  growth  has  spread  to 
some  portion  of  the  adjacent  vagina  with 
or  without  some  induration  of  the  cervical 
parametrium.  The  uterus  still  retains  a 
degree  of  mobility. 

“Stage  III — There  is  partial  or  complete 
fixation  of  the  uterus,  with  induration  and 
thickening  of  one  or  both  cervical  para- 
metria out  to  the  pelvic  wall. 

“Stage  IV — This  group  includes  cases  in 
which  the  cancer  has  invaded  adjacent  vis- 
cera, has  extensively  involved  the  vagina 
or  produced  metastases.”  A frozen  pelvis 
is  included  in  this  group. 

Because  of  the  location  of  the  cervix  in 
close  proximity  to  the  bladder  anteriorly, 
the  rectum  posteriorly  and  the  rich  and 
complex  lymphatic  system  of  all  pelvic  vis- 
cera, high  rates  of  cure  either  by  radiation 
or  surgical  excision  are  confined  to  Stage  I 
and  Stage  II  tumors.  Prognosis,  therefore, 
is  extremely  poor  in  Stage  III  cancers,  and 
the  outcome  almost  inevitably  fatal  in  Stage 
IV  lesions. 

A classification  of  the  129  patients 
studied  as  to  stage  of  disease  when  first 
seen  is  as  follows : 

Stage  I — 8 per  cent,  Stage  II — 14  per 


22 


REVIEW  OF  CARCINOMA  OF  CERVIX  UTERI— Williams,  McClellan,  Francis 


January,  1949 


cent,  Stage  III — 49  per  cent,  and  Stage  IV 
— 29  per  cent.  Seventy-eight  per  cent, 
therefore,  must  be  considered  as  having 
an  extremely  poor  prognosis  regardless  of 
the  treatment  rendered  in  the  light  of  our 
present  therapeutic  methods. 

Treatment  has  been  of  two  general  types, 
surgical  plus  radiological  and  radiological. 
Two  of  the  Stage  I lesions  and  four  Stage 
II  lesions  were  treated  by  radical  hyster- 
ectomy, including  extensive  pelvic  lymph 
node  dissection.  One  was  given  radium 
prior  to  surgery  and  all  were  given  post- 
operative X-ray.  The  remaining  patients 
were  treated  by  X-ray  or  radium  or  by  a 
combination  of  the  two.  It  was  possible 
in  40  per  cent  to  administer  only  palliative 
radiation  in  an  attempt  to  give  some  symp- 
tomatic relief  because  the  lesion  was  too 
far  advanced  for  cancercidal  therapy.  A 
complete  therapeutic  program  includes  a 
minimum  of  3000  r units  of  deep  X-radia- 
tion with  backscatter  to  .each  of  four  quad- 
rants, two  anterior  and  two  posterior,  plus 
a minimum  of  5000  milligram  hours  of 
radium  applied  by  means  of  intracervical 
applicators  and  colpostat  applicators  with 
the  distribution  being  determined  by  the 
clinical  evaluation  of  the  lesion  upon  ex- 
amination of  the  patient  under  anesthesia. 

Survival  rates  have  been  computed  from 
two  standpoints,  (1)  the  over  all  5-year 
uncorrected  survival  rate  and  (2)  the  sur- 
vival rate  for  5 years  in  those  patients 
who  were  found  on  the  initial  examination 
to  be  in  the  definitely  treatable  group  of 
Stage  I and  Stage  II.  The  over  all  un- 
corrected 5-year  survival  rate  for  the  four 
stages  combined  is  19  per  cent.  When  the 
correction  factor  of  exclusion  of  Stage  III 
and  Stage  IV  lesions  is  inserted,  the  5-year 
survival  rate  rises  to  50  per  cent. 

A complete  breakdown  of  the  various 
stages  and  their  individual  five-year  salvage 
rate  is  as  follows:  Stage  I — 10  cases  with 
7 five-year  survivals,  Stage  II — 18  cases 
with  7 five-year  survivals,  Stage  III — 64 
cases  with  10  five-year  survivals,  and  Stage 
IV — 37  cases  with  no  five-year  survivals. 

An  analysis  of  treatment  complications 
reveals  the  following:  Of  the  six  patients 
treated  by  radical  hysterectomy  with  pel- 
vic lymph  node  dissection,  two  developed 


uretero-vaginal  fistulae,  one  bilateral.  All 
three  fistulae  ultimately  healed  spontane- 
ously. In  the  group  treated  by  radiation 
alone,  there  were  the  following  complica- 
tions: recto-vaginal  fistulae  3,  cystitis  8, 
proctitis  6,  severe  gastro-enteritis  requir- 
ing hospitalization  3,  intestinal  obstruction 

2,  occlusive  vaginal  stricture  1,  post-trans- 
fusion  malaria  1,  peritonitis  2 — one  of 
which  was  fatal,  pyometrium  requiring  sur- 
gical drainage  1,  severe  X-ray  dermatitis 

3,  non-fatal  pulmonary  embolism  1,  and 
one  death  from  unknown  cause  immediately 
following  radium  implantation.  That  the 
therapy  of  cervical  cancer  is  fraught  with 
many  dangers,  some  of  which  are  unfore- 
seen, is  consequently  evident. 

Discussion 

A reduction  of  the  total  mortality  from 
malignancies  of  the  cervix  is  very  largely 
dependent  upon  early  detection  of  the 
growth.  Individualization  in  treatment 
according  to  the  microscopic  cellular  char- 
acteristics and  variations  in  the  application 
of  surgical  and  radiological  techniques  are 
essential  but  cannot  possibly  solve  the  en- 
tire problem.  The  most  practical  approach 
lies  in  the  recognition  of  the  disease  while 
it  is  still  in  a therapeutic  stage. 

By  far  the  most  helpful  single  symptom 
is  post-traumatic  vaginal  bleeding.  The 
bleeding  often  follows  coitus  and  not  in- 
frequently occurs  immediately  after  or  dur- 
ing a douche,  or  at  the  time  of  voiding  or 
defecation. 

The  second  most  frequent  symptom  is  a 
malodorous  leukorrhea,  usually  cloudy  but 
which  may  be  blood  streaked.  Occasion- 
ally small  amounts  of  tissue  are  passed  per 
vaginum  from  the  necrotic  cervix.  The  of- 
fensiveness of  the  discharge  is  dependent 
upon  the  amount  of  necrosis  and  upon  the 
growth  of  putrefactive  organisms. 

Severe  pain  is  usually  not  a presenting 
complaint  in  cervical  cancer  except  in  far 
advanced  tumors  with  metatases.  Vague, 
ill  defined,  lower  abdominal  or  pelvic  dis- 
comfort, however,  not  infrequently  occurs 
early. 

Speculum  examination  of  the  cervix  may 
or  may  not  be  revealing.  The  endophytic 
tumor  involving  little  of  the  portio  but 
much  of  the  organ  beneath  the  surface  may 
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hardly  be  recognized  except  by  careful  in- 
spection and  probing  of  the  endocervix. 
The  exophysic  lesion,  however,  presenting 
as  a cauliflower,  fungating  mass  is  easily 
seen  and  lends  itself  readily  to  biopsy. 

The  use  of  Schiller’s  test  with  the  appli- 
cation of  Lugol’s  solution  to  the  surface 
epithelium  occasionally  demonstrates  areas 
requiring  pathologic  examination,  those 
areas  not  taking  the  mahogany  stain  being 
deficient  in  glycogen  indicating  abnormal 
epithelium. 

Considerable  interest  has  arisen  in  the 
lay  literature  as  well  as  in  professional 
periodicals  concerning  the  vaginal  smear 
technique  in  the  detection  of  uterine  can- 
cer. Since  the  publication  of  the  mono- 
graph by  Papanicolaou  and  Trout,2  an  ever 
increasing  number  of  clinics  have  used 
the  method  as  a screening  device.  It  is 
confirmed  that  the  qualified  cytologist  can 
increase  the  percentage  of  positive  biopsy 
specimens  by  routinely  examining  a smear 
of  desquamated  epithelium  from  all  pa- 
tients. Those  women  having  abnormal 
cells  on  vaginal  smear  are  subjected  to 
more  careful  study  and  adequate  biopsy 
material  is  obtained  for  pathologic  study. 
The  technique  of  obtaining  vaginal  smears 
is  simple.  The  difficulty  is  insuring  accu- 
rate interpretation. 

Pathological  examination  of  tissue  re- 
moved from  any  lesion  of  the  cervix  with- 
out regard  to  the  minimal  symptoms  it 
may  be  producing  is  the  only  method  by 
which  a diagnosis  of  cancer  can  be  made 
or  excluded.  Repeated  biopsies  may  be  re- 
quired in  the  occasional  case. 

Treatment  is  conveniently  divided  into 
three  general  categories:  (1)  preventive, 
(2)  definitive  or  curative,  including  radio- 
logical and  surgical  or  a combination  of 
the  two,  and  (3)  palliative. 

Lesions  of  the  cervix  offer  a fertile  field 
for  the  growth  and  development  of  pre- 
ventive medical  measures.  Cashman3  has 
pointed  out  that  deep  cauterization  of  the 
cervix  as  a therapeutic  measure  in  chronic 
cervicitis  will  markedly  reduce  the  ex- 
pected incidence  of  cervical  malignancy. 
A survey  of  10,000  women  subjected  to 
deep  cauterization  of  the  cervix  was  made 
over  a 25-year  period.  Three  thousand 


one  hundred  forty-three  were  available  for 
follow-up  study.  In  the  group  only  two 
developed  carcinoma.  According  to  the 
Bureau  of  Statistics  of  Pennsylvania,  the 
state  in  which  the  study  was  carried  out, 
79  deaths  from  cervical  malignancy  will 
develop  in  3,143  non-selected  women.  From 
a purely  statistical  viewpoint,  then,  it  would 
appear  that  cervical  cauterization  as  a 
therapeutic  measure  in  chronic  cervicitis 
acts  as  a preventive  measure  with  regard 
to  cervical  cancer. 

It  has  long  been  recognized  that  irrita- 
tion at  the  junction  of  the  squamous  epi- 
thelium of  the  portio  and  the  columnar 
epithelium  of  the  endo-cervix  as  a result 
of  long  standing  chronic  infection  may  well 
be  related  etiologically  to  the  development 
of  carcinoma.  The  obstetrician,  according- 
ly, has  a great  responsibility  in  this  regard 
since  most  cervicitis  has  its  origin  at  the 
time  of  childbirth.  The  adequate  treatment 
of  residual  infection  in  the  cervix,  the  erad- 
ication of  erosion  and  the  appropriate  sur- 
gical care  of  infected  cervical  lacerations 
are  the  best  methods  of  insuring  a healthy 
cervix. 

Recently  Ayer4  has  emphasized  the  pos- 
sible relationship  between  thiamin  defici- 
ency, chronic  cervicitis  and  high  blood  and 
tissue  estrogen  levels  and  carcinoma  of  the 
cervix.  The  possibility  that  a combination 
of  vitamin  B deficiency,  chronic  infection, 
and  a disturbed  endocrine  system  is  related 
to  the  origin  of  malignancy  is  thought  pi’o- 
voking  and  deserves  further  investigation. 

A wider  use  of  total  hysterectomy  for 
benign  uterine  disease  rather  than  the 
supravaginal  method  often  employed  will 
do  much  to  eliminate  cervical  stump  ma- 
lignancy. 

Radical  hysterectomy  as  a definitive 
therapeutic  procedure  is  being  evaluated  by 
Meigs5  at  the  present  time.  He  has  re- 
ported excellent  results  in  a small  series 
of  carefully  selected,  young,  thin,  operable 
patients  with  lesions  confined  to  the  cervix. 
He  has  reduced  surgical  complications  and. 
the  rate  of  recurrence  to  a negligible  figure. 
He  has  repeatedly  emphasized,  however, 
that  because  patients  who  are  candidates 
for  radical  surgery  constitute  such  a small 
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minority,  the  treatment  of  choice  in  gen- 
eral remains  radiological. 

There  are  almost  as  many  techniques  in 
radium  and  X-ray  therapy  as  there  are 
therapists.  Efforts  to  place  therapeutic 
amounts  of  radiation  deeper  in  the  pelvis 
have  resulted  in  numerous  modern  refine- 
ments, all  with  the  aim  of  applying  more 
radiation  to  the  tumor  without  irreparable 
damage  to  surrounding  uninvolved  tissues. 

Arneson6  has  advocated  the  use  of  inter- 
stitial, paracervical  insertion  of  radium 
needles  as  a method  of  irradiating  the 
cervical  parametria.  Some  clinics  have 
utilized  large  amounts  of  radium  for  a 
short  period  of  time,  others  have  advocated 
divided  dosage  schedules  extending  over  a 
period  of  months. 

X-ray  machines  of  greater  voltage,  vari- 
ation in  screening  methods  and  multiple 
skin  portals  are  included  in  attempts  to 
increase  the  effectiveness  of  deep  therapy. 

Treatment  schedules  also  differ  widely, 
and  whether  X-ray  should  precede  or  fol- 
low radium  therapy  still  remains  a con- 
troversial issue. 

It  is  significant  that  regardless  of  the 
therapeutic  approach  the  results  remain 
remarkably  uniform,  with  the  5-year  sur- 
vival rates  in  treatable  cases  of  35  to  50 
per  cent.  This  variation  is  easily  ac- 
counted for  by  the  difficulty  in  accurately 
classifying  borderline  cases  as  to  the  ad- 
vancement of  the  lesion  by  pelvic  exami- 
nation which  is  at  present  the  only  means 
of  evaluation. 

Palliative  procedures  in  the  form  of 
hemostatic  doses  of  radiation  for  the  con- 
trol of  hemorrhage  or  nerve  section  or  in- 
jection for  the  relief  of  pain  are  reserved 
for  those  in  whom  nothing  else  is  available. 

It  is  our  profound  hope  that  progress  in 
the  intriguing  field  of  radioactive  isotopes 
will  in  the  future  offer  an  opportunity  for 
salvaging  those  patients  whose  outlook  in 
the  light  of  present  knowledge  is  hopeless. 

Conclusions 

1.  It  is  apparent  that  the  single  most 
effective  way  to  improve  results  in  cancer 
of  the  cervix  is  to  make  the  diagnosis  and 
to  give  intensive  treatment  early  in  the 
course  of  the  disease. 

2.  Bleeding  is  the  most  common  symp- 


tom. This  symptom  usually  signifies  late 
cancer  rather  than  early  malignancy. 

3.  A complete  pelvic  examination  must 
be  made  a part  of  the  routine  physical 
examination  of  the  female  if  cervical  ma- 
lignancy is  to  be  diagnosed  early.  Car- 
cinoma of  the  cervix  should  be  discovered 
as  readily  as  cancer  of  the  mouth. 

4.  The  reduction  of  the  present  high 
mortality  in  cervical  cancer  is  largely  de- 
pendent upon  the  diligence  of  the  medical 
profession. 

5.  Lay  education  should  consist  of  a pres- 
entation of  the  early  signs  and  symptoms 
which  require  medical  investigation,  rather 
than  frightening,  lurid  descriptions  of  ad- 
vanced malignancy  which  serves  only  to 
create  cancerphobia.  Procrastination  by 
either  the  patient  or  her  physician  is  haz- 
ardous. 

6.  Improvements  in  techniques  and  meth- 
ods of  treatment  may  be  expected  to  im- 
prove results  slightly  in  all  stages  of  the 
disease.  With  our  known  armamentarium 
against  cancer,  however,  such  advances 
offer  relatively  little  in  comparison  with 
prevention  and  early  detection  of  the  dis- 
ease. 
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DISCUSSION 

DR.  CASH  KING  (Memphis):  Mr.  Chairman  and 
guests:  The  report  that  has  been  given  by  Dr. 
Williams  and  his  associates  represents  a tremen- 
dous amount  of  work  in  good  medicine.  I think 
he  is  to  be  congratulated,  and  the  Tennessee  Med- 
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ical  Association  owes  him  a debt  of  gratitude  for 
having  presented  this  paper. 

The  results  are  no  worse  and  possibly  slightly 
better  than  those  obtained  from  similar  medical 
centers  that  obtain  their  cases  from  similar  social 
classes  of  patients.  The  reading  and  the  hearing 
of  the  statistical  data  reported  from  our  own 
citizens  again  emphasizes  the  seriousness  of  the 
problem  of  cancer  of  the  cervix  to  all  of  us. 

In  my  opinion,  it  is  not  practical  to  attempt  to 
discuss  here  the  technical  factors  involved  in  the 
management  of  cervical  cancer.  Neither  is  it  the 
time  for  a comparison  of  the  merits  of  surgery 
versus  irradiation  in  the  management  of  the  very 
early  cases. 

Only  two  night  ago  at  this  meeting,  Dr.  Arneson 
showed  us  the  reasons  why  there  is  such  a very 
small  percentage  of  these  patients  who  can  be 
treated  surgically.  He  also  presented  convincing 
data  to  show  that  the  results  from  surgical  treat- 
ment was  not  superior  to  radiation  in  patients  of 
similar  clinical  groups. 

The  problem  which  has  been  stressed  in  this 
paper  (and  I again  stress  it)  is  early  diagnosis; 
in  other  words,  70  to  80  per  cent  of  Group  I 
cases  can  be  cured  and  are  being  cured  in  clinics 
throughout  Tennessee  and  throughout  the  United 
States  at  the  present  time.  However,  if  we  in- 
clude with  Group  I the  Group  II  lesions,  then 
approximately  50  per  cent  is  the  maximum  amount 
we  can  expect  to  survive. 

What  is  the  prognosis  of  cervical  cancer  based 
upon?  The  best  prognosis  is  expected  in  (1)  the 
early  lesions,  (2)  evertive  type  of  neoplasm,  that 
is,  those  lesions  which  grow  toward  us,  and  (3) 
those  tumors  which  are  made  up  of  well-differ- 
entiated cells. 

Why  are  a greater  percentage  of  these  lesions 
curable  ? First,  they  promptly  present  symptoms, 
hence  an  early  diagnosis.  Second,  the  examiner 
finds  a readily  visible  lesion,  hence  early  detection. 
The  site  of  biopsy  is  very  obvious,  consequently 
good  biopsies  are  obtained  and  accurate  diagnosis 
made.  One  often  hears  a radiologist  state  that 
well-differentiated  cell  tumors  are  less  radio-sensi- 
tive than  the  highly  malignant  undifferentiated 
types.  However,  the  well-differentiated  cancers  of 
the  cervix  can  be  and  are  actually  completely  de- 
stroyed by  irradiation  without  producing  undue 
harm  and  injury  to  adjacent  normal  tissues.  Also, 
these  well-differentiated  lesions  are  in  the  curable 
group,  because  there  is  less  likelihood  of  extension 
to  structures  beyond  the  reach  of  our  lethal  dos- 
ages of  irradiation.  There  is  also  less  risk  of 
lymphatic  and  hematoginous  dissemination  to  re- 
mote points  throughout  the  body. 

Poor  results  occur  in  the  advanced  lesions,  of  the 
infiltrative  type  (those  cancers  that  grow  away 
from  us,  involving  the  paracervical  and  adnexal 
structures),  and  they  are  often  of  the  undiffer- 
entiated tumor  cell  type  (more  malignant).  Poor 
results  are  obtained  because  such  tumors  produce 
symptoms  late.  They  are  more  advanced  when 


diagnosed.  The  most  reliable  symptom  is  the 
thin  watery  discharge  which  may  be  an  early  symp- 
tom and  sign  in  these  cases.  Another  factor  in 
the  poor  results  is  that  the  full  extent  of  the 
lesion  may  not  be  appreciated,  even  after  careful 
clinical  study,  and  thus  cause  the  therapist  to  be 
misled  in  the  difficulty  of  the  problem  at  hand. 
The  only  hope  of  correcting  this  error  is  to  obtain 
better  biopsies  and  organize  better  teams  for  the 
diagnosis  and  treatment. 

In  reference  to  the  radio-resistance  of  these 
highly  malignant  lesions,  it  should  be  understood 
that  this  does  not  mean  that  they  cannot  be  con- 
trolled, but  it  does  require  larger  doses  and  greater 
attention  to  the  intensity  of  the  irradiation.  Care 
must  be  exercised  not  to  break  down  the  tumor 
bed,  which  will  also  lead  to  an  uncontrollable  ex- 
tension of  the  tumor.  The  large  amount  of  fibrosis 
and  infection  has  already  reduced  the  blood  supply 
in  these  cases,  making  it  easier  to  destroy  the 
tumor  bed  by  the  administration  of  irradiation 
of  great  intensity.  Therefore,  one  should  attempt 
to  deliver  the  treatment  in  small  divided  doses  of 
comparatively  low  intensity  and  continue  it  until 
the  total  dosage  has  reached  the  cancercidal 
amount.  But  regardless  of  the  amount  and  type 
of  irradiation,  this  type  of  malignancy  is  insurable 
in  a very  high  percentage  of  cases. 

How  about  surgery  in  this  group  in  which  the 
prognosis  is  so  bad?  We  still  don’t  know.  Un- 
fortunately, there  are  such  a very  few  of  these 
cases  that  are  diagnosed  early.  And  then  again, 
because  of  the  bad  prognosis  connected  with  it, 
it  is  seldom  that  even  a person  like  John  Meggs 
will  attempt  surgery.  The  final  results  from  sur- 
gical treatment  remain  to  be  seen. 

What  are  the  aims  of  the  therapist,  regardless 
of  whether  it  is  surgery  or  irradiation?  First, 
to  get  the  cases  early.  What  are  we  doing  about 
that?  Tennessee  has  cooperated  beautifully  with 
the  American  Cancer  Society,  where  we  endeavor 
to  educate  more  of  the  public.  We  are  attempting 
to  obtain  better  education  of  the  profession  by 
our  postgraduate  course  which  is  backed  by  this 
organization.  This  should  also  assist  in  obtaining 
a diagnosis  early  and  prompt  treatment  with  less 
empiricism. 

The  radiation  therapist  must  not  only  know  the 
anatomy,  must  not  only  have  technical  dexterity, 
but  must  know  the  physics  of  radiation,  the  im- 
portance of  the  proper  distribution  of  the  radiation 
in  relation  to  the  tumor.  He  must  know  the  bio- 
logical radiation  effects  on  the  tissues,  not  only 
the  tumor  proper  but  the  tumor  bed. 

In  closing,  I wish  to  stress  the  importance  of 
carefully  made  biopsies  on  all  cases  that  are  diag- 
nosed clinically  as  chronic  inflammatory  disease 
in  which  the  surgeon  plans  to  do  extensive  coniza- 
tions followed  by  supracervical  hysterectomy.  Too 
many  times  this  operation  is  completed  only  to 
have  the  pathologist  report  carcinoma  of  the  cer- 
vix which  has  not  been  completely  removed.  The 
treatment  of  such  residual  malignancy  is  extremely 
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difficult  and  carries  a high  mortality  rate.  This  supracervical  hysterectomy.  The  reason  is  that 
is  in  contrast  to  the  high  percentage  of  good  re-  these  women  know  that  any  bleeding  that  occurs 

suits  that  are  obtained  in  the  treatment  of  cancer  is  definitely  abnoiunal  and  they  seek  medical  at- 

of  the  remaining  cervix  which  develops  long  after  tention  early. 
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The  Tennessee  Surgical  Plan 

In  this  issue  we  publish  the  amended 
report  of  the  committee  appointed  by  the 
House  of  Delegates  to  work  out  the  details 
for  the  Tennessee  Prepayment  Medical  Care 
Plan. 

It  will  be  remembered  that  the  original 
report  was  submitted  to  the  special  session 
of  the  House  in  August.  The  report  was 
accepted  with  certain  amendments.  These 
amendments  provided : 

1.  A fee  for  Anesthetics  if  given  by  a 
physician. 

2.  Dependents  defined  as  spouse  and  un- 
married children  up  to  nineteen  years  of 
age. 

3.  Five  categories  of  the  fee  schedule 
were  to  be  revised  by  a committee  of  spe- 
cialists in  Gynecology,  E.  E.  N.  and  T., 
Neuro-Surgery,  Orthopedics,  and  Urology. 
The  PP  formula  for  the  revision  accepted  by 
the  House  of  Delegates  was  that  any  fee 
could  be  increased  twenty  per  cent,  no  fee 
could  be  decreased,  no  fee  to  exceed  $175, 
and  the  action  of  the  committee  was  to  be 
effective  without  further  reference  to  the 
House  of  Delegates.  This  committee  was 
appointed  the  day  of  the  Special  Session, 
and  letters  of  notification  were  sent  out  the 
following  day.  One  member  of  the  com- 
mittee sent  in  his  revisions  within  a week. 
Another  replied  in  less  than  thirty  days 
after  two  long-distance  conferences.  One 


member  has  not  yet  acted,  even  though 
urged  to  do  so  by  two  long  distance  phone 
calls.  Two  members  resigned  by  return 
mail.  Speaker  Zemp  failed  to  secure  men 
to  fill  the  two  vacated  places.  The  Secre- 
tary was  equally  unsuccessful  in  filling  these 
places  by  authority  given  him  by  the  Speak- 
er. Finally  the  Secretary  requested  indi- 
viduals and  groups  of  these  two  specialties 
to  submit  schedules  of  fees  considered  ade- 
quate, even  though  such  schedules  disre- 
garded the  twenty-per-cent  increase  au- 
thorized by  the  House  of  Delegates.  One 
of  these  groups  has  replied,  and  one  has  not 
yet  finished  its  work.  The  difficulty  in 
revising  these  schedules  was  due  to  the  fact 
that  even  with  the  twenty-per-cent  increase 
suggested  by  the  House  of  Delegates,  the 
fees  were  smaller  than  what  was  considered 
fair  compensation  for  the  service  rendered. 

In  December  the  fee  schedule  committee 
of  the  Prepaid  Medical  Care  Committee  met 
and  decided  to  act  on  the  schedules  which 
had  not  been  revised.  An  increase  of  ap- 
proximately twenty  per  cent  was  made  in 
all  items  in  these  schedules.  This  was  ac- 
cording to  the  instructions  of  the  House  of 
Delegates. 

The  results  of  these  revisions  are  printed 
in  this  issue  of  the  Journal.  Copies  of  this 
revised  schedule  have  been  sent  to  all  in- 
surance companies  doing  business  in  Ten- 
nessee. Copies  have  also  been  sent  to  all 
Health  and  Accident  Insurance  Companies 
in  America.  These  companies  have  been 
requested  to  consider  the  terms  of  the  poli- 
cies, the  schedule  of  fees,  and,  if  they  de- 
sired, to  write  a policy  meeting  these  con- 
ditions. Of  course  each  company  will  have 
to  set  its  premium.  Each  new  policy  will 
have  to  be  approved  by  the  Commissioner 
of  Insurance  before  it  is  offered  for  sale  in 
the  state.  Likewise  our  Insurance  Commit- 
tee will  examine  each  policy  and  approve  it 
if  it  meets  the  conditions  outlined  by  the 
House  of  Delegates. 

It  is  not  necessary  to  say  that  at  present 
the  insurance  companies  are  writing  and 
selling  in  Tennessee  many  policies  similar 
to  this  policy.  No  effort  is  to  be  made  to 
force  or  even  to  persuade  any  company 
to  offer  a policy  meeting  the  conditions  fixed 
by  our  House  of  Delegates.  The  only  rea- 
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son  why  any  of  the  insurance  companies  are 
interested  in  this  kind  of  policy  is  the  fact 
that  it  is  hoped  that  the  service  feature  of 
the  new  policy  will  meet  a need  which  at 
present  is  not  offered  in  existing  policies. 
This  service  feature  is  rendered  by  the  par- 
ticipating physicians.  The  doctors  of  Ten- 
nessee are  the  key  stone  of  the  whole  struc- 
ture. Each  doctor  must  study  the  provi- 
sions of  the  policy  and  decide  whether  he 
will  render  service  under  those  conditions. 
As  a whole,  we  believe  the  fee  schedule  is 
fair.  Some  items  may  be  low,  but  even 
low  fees  are  much  better  than  charity  cases. 
Many  persons  who  have  been  on  the  doc- 
tors’ charity  lists  in  the  past  will  be  able  to 
carry  the  insurance  and  reduce  the  “no 
charge”  list  of  the  physicians.  Ethically, 
and  to  a large  extent  in  practice,  the  doctors 
charges  are  in  proportion  to  the  service 
rendered  and  the  ability  of  the  patient  to 
pay.  Those  patients  who  are  able  to  pay 
fees  larger  than  the  schedule  may  assign 
their  insurance  indemnity  to  the  surgeon  as 
part  of  the  fee  charged.  For  those  who  are 
not  able  to  pay — those  of  the  low-income 
groups — the  physician  agrees  to  accept  the 
assignment  of  the  indemnity  from  the  in- 
surance company  as  payment  in  full  for 
services  rendered. 

So  it  is  evident  that  the  doctors  of  Ten- 
nessee, by  accepting  the  terms  (by  becoming 
participating  physicians),  can  make  this 
policy  in  all  respects  different  from  policies 
now  being  sold  by  the  insurance  companies. 
If  this  policy  does  not  gain  physician  ac- 
ceptance, if  the  doctors  are  not  sold  on  the 
policy,  then  our  Association  has  lost  a lot 
of  time,  has  wasted  thousands  of  words, 
and  produced  some  hard  feelings  during  the 
last  eight  or  ten  years. 

Just  one  more  word — the  days  of  the 
Medes  and  Persians,  whose  laws  never 
changed,  are  past.  No  one  claims  this  plan 
is  perfect.  As  experience  is  gained,  certain 
changes  will  be  made.  Let  us  all  work  to- 
gether honestly  for  the  success  of  this  plan 
and  add  to  it  whatever  it  needs  and  take 
from  it  whatever  hinders  its  success.  As 
the  pediatrician  changes  the  baby’s  formula, 
let  us  modify  this  plan  in  an  earnest  effort 
to  increase  the  service  we  can  render  our 
patients.  I sincerely  hope  that  no  one  will 


ever  be  heard  to  say  that  a plan  like  this 
will  not  work.  Several  million  people  all 
over  America  are  members  of  successful 
plans  similar  to  this.  If  the  physicians  in 
Tennessee  will  heartily  support  this  plan, 
it  will  work  as  it  has  been  working  in  most 
of  the  states  in  the  Union.  If  it  fails  in 
Tennessee,  it  will  be  a serious  reflection  on 
the  medical  profession. 


Meetings  of  the  Board  of  Trustees  and 
the  Legislative  Committee 

On  December  12th  the  Board  of  Trustees 
met  at  the  Hermitage  Hotel  in  Nashville. 
A quorum  was  present  and  the  actions  taken 
have  been  approved  by  the  absent  members. 

The  Prepaid  Medical  Care  Plan  was  re- 
viewed. The  Insurance  Committee  was  re- 
quested to  hasten  the  completion  of  the  fee 
schedules  and  the  Secretary  was  instructed 
to  submit  the  program  to  the  Insurance 
Companies. 

Dr.  James  Overall  and  Dr.  Benjamin 
Fowler  submitted  the  report  of  the  Infantile 
Paralysis  Committee.  This  report  was  ap- 
proved by  the  Board.  (This  issue  carries 
this  report  in  full  as  ordered  by  the  Trus- 
tees.) 

Dr.  H.  H.  Shoulders  reviewed  the  actions 
of  the  Medical  Advisory  Committee  to  the 
Veterans  Administration.  This  committee 
had  been  appointed  by  the  American  Medi- 
cal Association  and  was  working  to  prevent 
overlapping  of  the  hospitals  to  be  built  by 
the  Veterans  Administration  and  those  con- 
structed with  the  aid  of  the  Hill-Burton 
Bill.  The  Trustees  approved  Dr.  Shoulders’ 
work  and  commended  him  for  his  services. 

Dr.  W.  M.  Hardy  requested  and  received 
approval  to  secure  reports  from  all  Standing 
Committees  and  officers  in  time  to  be  pub- 
lished in  the  March  issue  of  the  JOURNAL, 
thereby  expediting  the  work  of  the  House 
of  Delegates  at  the  Annual  Meeting. 

The  Speaker  of  the  House  was  requested 
to  call  a Special  Session  of  the  House  of 
Delegates  on  Monday,  April  11.  in  Chatta- 
nooga for  the  transaction  of  any  business 
that  might  come  before  the  House.  (This 
was  in  line  with  pending  amendments 
which,  if  passed,  will  establish  Monday  be- 
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fore  the  second  Tuesday  in  April  as  the 
regular  meeting  date  of  the  House.) 

Dr.  Hardy  reported  that  the  American 
Medical  Association  Assessment  is  to  be 
collected  through  the  State  Office.  It  was 
suggested  that  Veteran  Members  of  the 
Tennessee  Association  be  reported  to  the 
American  Medical  Association  as  non-dues- 
paying  members. 

Appointment  of  the  School  Health  Com- 
mittee was  deferred.  Action  will  be  taken 
by  correspondence. 

Former  policy  of  paying  expenses  for 
guest  speakers  invited  by  the  Program  Com- 
mittee was  continued.  Expenses  of  guest 
speakers  invited  by  various  sections  are  to 
be  paid  by  the  section  concerned. 

Dr.  Smith  suggested  that  each  of  the 
largest  cities  appoint  a key  man  to  secure 
speakers  for  lay  groups  and  that  effort  be 
made  to  inform  the  public  of  socialized  med- 
icine. 

Dr.  Kelly  requested  that  a group  of  Nash- 
ville physicians  contact  Vanderbilt  Univer- 
sity and  request  the  University  to  make 
arrangements  whereby  additional  medical 
students  could  be  accommodated. 

At  lunch  the  Board  of  Trustees  heard  a 
report  from  the  Legislative  Committee 
which  had  been  meeting  during  the  time  of 
the  meeting  of  the  Board  of  Trustees.  This 
report  was  approved  by  the  Board  and  will 
be  published  by  the  Legislative  Committee 
at  a later  date. 

Federal  Medicine  by  Degrees 

The  fact  that  we  don’t  have  to  wait  for 
a Wagner-Murray-Dingell  Bill  in  order  to 
have  federal  medicine  was  pointed  up  this 
week  by  a preliminary  report  of  the  Hoover 
Commission. 

A sixteen-man  sub-committee  studying 
the  health  and  medical  services  of  the  fed- 
eral government  had  this  to  say : 

“In  1948  more  than  44  federal  agencies 
spent  $1,250,000,000.00  for  health  and  med- 
ical services.  In  1949  the  Veterans  Admin- 
istration alone  will  spend  as  much  as  all 
the  federal  agencies  did  in  1948,  and  one- 
half  of  this  will  be  for  construction  of  new 
hospitals.  The  federal  government  now  as- 


sumes a varying  degree  of  care  for  some 
24,000,000  persons,  about  one-sixth  of  the 
population.” 

These  44  agencies  are  already  up  to  their 
necks  in  health  and  medical  care  programs. 
Additional  agencies  will  be  proposed  to  this 
Congress.  All  will  be  asking  for  bigger  and 
better  budgets. 

The  Howell  Bill,  HR  1980,  1947  is  certain 
to  be  reintroduced.  This  bill  would  provide 
medical  services  to  our  school  population — 
another  one-sixth  of  the  total  population. 

It  is  easy  to  see  that  everyone,  through 
one  or  the  other  of  these  federal  programs, 
will  be  able  to  claim  some  health  or  medical 
“benefit”  as  a matter  of  “right.” 

It  may  well  be  that  the  supporters  of 
the  Wagner-Murray-Dingell  Bill  may  be 
willing  to  accomplish  their  objective  of  a 
system  of  federal  medical  care  by  piece- 
meal. At  any  rate,  the  eventual  result 
will  be  much  the  same. 

Unless  this  trend  is  reversed,  there  will 
soon  be  little  left  of  our  traditional  system 
of  private  practice.  When  the  population 
becomes  wards  of  the  federal  government, 
entitled  to  this  benefit  or  that,  there  will 
be  little  need  for  the  services  of  the  private 
physician  anyway. 

The  Hoover  Commission  will  make  its 
report  to  the  President  and  the  Congress 
soon.  It  will  be  a strong  voice.  Its  recom- 
mendations, if  followed  by  the  Congress, 
can  do  much  to  forestall  further  types  of 
federal  medical  care  programs. 

Physicians  would  do  well  to  let  their 
Congressmen  and  Senators  know  that  a re- 
organization and  curtailment  of  these  over- 
lapping, wasteful  and  socializing  activities 
is  long  overdue. 


DEATHS 


Irving  Emerson  Hunt,  M.D.,  Clarksville; 
University  of  Nashville  Medical  Depart- 
ment, 1907 ; aged  sixty-seven;  died  July  27, 
1948. 


Daniel  Newton  Williams,  M.D.,  Chatta- 
nooga; University  of  Tennessee  College  of 
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Medicine,  Memphis,  1911;  aged  sixty-eight; 
died  January  7,  1949. 


NEWS  NOTES  AND  COMMENTS 


Carl  D.  Marsh,  A.B.,  M.D.,  F.A.C.A.,  and 
David  W.  Goltman,  A.B.,  M.D.,  F.A.A.A., 
Medicine  announce  their  association  in  the 
practice  of  Allergy  and  the  removal  of  their 
offices  to  36  South  Bellevue,  Memphis. 


Oscar  W.  Carter,  M.D.,  announces  the  re- 
moval of  his  offices  to  1921  Hayes  Street, 
Nashville.  Practice  limited  to  Urology. 


The  Annual  Oration  of  The  Nashville 
Surgical  Society  was  given  by  Dr.  Evarts 
A.  Graham,  St.  Louis,  Missouri,  on  Friday, 
January  14.  1949,  at  the  Maxwell  House. 


Emmett  E.  Brown,  M.D.,  announces  the 
removal  of  his  office  from  500  Doctors 
Building  to  227  Bennie-Dillon  Building, 
Nashville,  and  his  association  with  Dr. 
Richard  C.  Light.  Practice  limited  to  dis- 
eases of  skin. 


MEDICAL  SOCIETIES 


Greene  County: 

The  Greene  County  Medical  Society  met 
in  the  General  Morgan  Room  of  the  Brum- 
ley  Hotel,  Greeneville,  on  December  7,  at 
6:30  p.m.  The  majority  of  the  members 
were  present  at  this  meeting. 

Dr.  C.  P.  Fox,  president,  presided.  As 
this  was  the  last  meeting  in  the  year  it  was 
decided  to  dispense  with  a scientific  pro- 
gram and  to  conduct  the  business  of  the 
association.  Various  members  discussed 
the  activities  of  the  society  for  the  past  year 
and  it  was  felt  by  all  that  progress  had  been 
made  by  our  society.  The  following  officers 
were  elected  unanimously: 

President,  Dr.  Hal  Henard ; Vice-Presi- 
dent, Dr.  R.  S.  Cowles;  Secretary-Treasurer, 
Dr.  V.  R.  Bottomley. 


A program  committee  was  appointed  and 
also  a membership  committee.  Since  there 
was  no  further  business  the  meeting  was 
adjourned. 


List  of  Officers  for  1949 

Greene  County 

Hal  Henard,  Greeneville  President 

R.  S.  Cowles,  Greeneville  Vice-President 

V.  R.  Bottomley,  Greeneville  Sec.-Treas. 

Wilson  County 

J.  P.  Leathers,  Lebanon  President 

T.  R.  Puryear,  Lebanon  Vice-President 
R.  C.  Kash,  Lebanon  Secretary-Treasurer 

Lincoln  County 

W.  S.  Joplin,  Petersburg  President 

T.  A.  Patrick,  Fayetteville  Vice-President 
J.  M.  McWilliams,  Fayetteville 

Secretary-Treasurer 

Sevier  County 

R.  A.  Broady,  Sevierville  . President 
Ralph  H.  Shilling,  Gatlinburg  V.-Pres. 
Troy  J.  Beeler,  Sevierville  Sec.-Treas. 

Davidson  County 

Daugh  W.  Smith,  Nashville  President 

Cleo  Miller,  Nashville  President-elect 

R.  N.  Buchanan,  Jr.,  Nashville  Sec.-Treas. 

Shelby  County 

Emmett  R.  Hall,  Memphis  President 

Clyde  V.  Croswell,  Memphis  Pres.-Elect 
Otis  Gordon,  Memphis  Vice-President 
Henry  Gotten,  Memphis  Secretary 

Malcolm  Aste,  Memphis  Treasurer 
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ANESTHESIA 

By  H.  M.  Aushhrman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Hemolytic  Transfusion  Reactions.  M.  J.  Nicholson. 
Anesthesiology,  9:345-357,  1948. 

In  the  conscious  patient  during  blood  trans- 
fusion, incompatible  blood  usually  produces  the 
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familiar  syndrome  of  generalized  tingling,  anxiety, 
fullness  of  the  head,  precordial  pressure  and  dysp- 
nea. Other  symptoms  such  as  back  pain,  chest 
pains,  chills  and  high  fever,  together  with  a rapid 
pulse,  cyanosis,  nausea,  vomiting,  and  blood  pres- 
sure fall  often  follow. 

During  anesthesia  these  signs  are  obliterated  in 
the  unconscious  patient  and  therefore  incompati- 
bility of  blood  injected  during  general  anesthesia 
may  not  be  recognized.  Chance  examination  of 
the  urine  may  reveal  precipitated  hemoglobin. 
Otherwise  the  first  sign  of  trouble  may  be  a sudden 
drop  of  pressure  during  the  transfusion. 

If  the  patient  is  being  given  incompatible  blood, 
vigorous  treatment  must  be  instituted  at  once.  As 
long  as  there  is  hemoglobin  in  the  urine,  the  urine 
should  be  kept  alkaline  by  intravenous  sodium 
bicarbonate,  sodium  citrate  or  sodium  racemic 
lactate,  or  by  the  use  of  sodium  bicarbonate  or 
potassium  citrate  by  mouth. 

Compatible  blood  should  be  given  the  patient 
after  the  red  cells  have  been  separated  and  sus- 
pended in  normal  saline  because  plasma  possesses 
a high  salt  content  fully  excreted  by  damaged  kid- 
neys. The  fluid  intake  should  be  2000  to  2500  cc. 
by  mouth  or  intravenously  every  twenty-four  hours 
in  order  to  help  wash  the  hemoglobin  from  the 
kidneys.  This  fluid  intake  should  be  reduced  if 
oliguria  or  edema  appear.  The  patient  is  put  on 
a salt  free  diet. 

The  use  of  hypertonic  dextrose  to  promote 
diuresis,  penicillin,  and  intravenous  magnesium 
sulphates  for  terminal  hypotension  associated  with 
uremia  are  other  supportive  measures  which  may 
be  used.  The  reason  for  incompatible  transfusion 
is  usually  a clerical  mistake  rather  than  incorrect 
grouping  or  cross  matching.  Mistakes  may  be  dis- 
covered in  time  if  one  blood  specimen  is  taken  for 
blood  grouping  and  a second  sample  for  cross 
matching,  so  that  errors  will  be  caught  in  the  cross 
matching. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Prognosis  in  Essential  Hypertension.  Robert  Ster- 
ling Palmer,  Dorothea  Loofbourow,  and  Carl  R. 
Doering,  Boston.  The  New  England  Journal  of 
Medicine,  239,  No.  26,  990-994,  December,  1948. 

This  paper  is  an  eight-year  follow-up  study  of 
430  patients  with  essential  hypertension  treated  by 
conventional  method.  From  the  original  group  of 
1,072  patients  had  been  carefully  excluded  those 
who  had  nervous  hypertension  that  goes  with 
glomerulonephritis,  those  who  had  sympathectomy, 
and  those  who  were  inadequately  followed. 

These  patients  were  carefully  classified  according 
to  appearance  of  retina,  of  changes  in  the  heart 
and  kidneys.  It  is  emphasized  that  the  classifica- 
tion is  not  based  on  one  organ.  Classification  was 


made  in  four  grades:  Class  I showed  minimal  vas- 
cular, cardiac,  or  renal  changes;  Class  IV  showed 
the  most  advanced  changes  in  these  organs. 

There  were  192  males,  of  whom  28  percent  sur- 
vived, and  238  females,  of  whom  48  percent  sur- 
vived. 

Grade  I (mildest)  group  comprised  104  patients, 
Grade  II  group  comprised  80  patients,  Grade  III 
group  comprised  192  patients,  and  Grade  IV  (most 
severe)  comprised  54  patients. 

Several  tabulations  are  given  dealing  with  mor- 
tality statistics  and  age. 

It  is  pointed  out  that  using  this  data  as  a base- 
line a quick  and  clear  demonstration  of  the  effective- 
ness of  any  therapeutic  program  will  be  to  show 
survival  of  20  percent  or  more  of  a significant  group 
with  Grade  IV  malignant  hypertension  for  five  or 
more  years.  It  is  pointed  out  that  Peet’s  experi- 
ence with  sympathectomy  satisfies  these  criteria. 

It  is  urged  that  studies  of  essential  hypertension 
be  made  using  the  same  terms  and  criteria  for 
classification  in  order  that  one  study  may  be 
comparable  to  another. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Necropsy  Findings  in  Patients  with  Carcinoma  of 

the  Cervix.  Alexander  Brunschwig,  M.D.,  and 

Virginia  Pierce,  M.D.,  New  York,  N.  Y. 

It  is  generally  inferred  that  fatality  from  carci- 
noma of  the  cervix  is  not  the  result  of  overwhelm- 
ing dissemination  of  the  disease,  but  rather  to 
disturbances  secondary  to  the  presence  of  an  ad- 
vanced neoplasm  in  the  pelvis,  i.e.,  uremia  from 
occulusion  of  the  ureters,  infection,  or  hemorrhage, 
or  a combination  of  these  factors.  A perusal  of 
the  literature  fails  to  reveal  many  reports  with 
clear-cut  data  on  this  question.  The  factor  of 
infection  was  an  important  one.  General  peritoni- 
tis, pelvic  peritonitis,  pelvic  abscess  and  septicemia 
in  varying  degress  of  combination  were  the  im- 
mediate assignable  causes  of  death  in  24  patients, 
38  percent  of  the  series.  These  were  secondary 
to  a recent  operation,  to  a pelvic  abscess  compli- 
cating pelvic  neoplasm,  or  secondary  to  necrosis 
of  pelvic  tissues  from  irradiation.  Cancer  of  the 
cervix  tends  to  spread  primarily  via  the  lymphatic, 
the  pei'iaortic  nodes  being  first  involved  outside  the 
pelvis  in  most  instances.  Half  of  the  patients  died 
from  various  causes  other  than  wide  dissemination 
of  the  disease  since  necropsy  revealed  no  gross 
evidence  of  neoplasm  outside  the  pelvis  in  this 
group.  Uremia  was  the  immediate  cause  of  death 
in  27.7  per  cent  of  the  series,  and  ureteral  obstruc- 
tion of  varying  degrees  was  present  in  63  percent 
of  the  cases.  Infection,  principally  as  peritonitis, 
pelvic  abscess,  and  septicemia  in  varying  combina- 
tions appeared  to  be  the  immediate  cause  of  death 
in  38  percent  of  the  series.  Thus  uremia  and  in- 
fection together  were  the  immediate  causes  of  death 
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in  66  percent  of  the  series,  not  widespread 
malignant  disease.  Aside  from  eradication  or  re- 
straint of  the  neoplasm,  preservation  of  urinary 
tract  function  and  avoidance  of  infection  appear 
to  be  the  principal  problems  to  be  dealt  with  for 
the  prolongation  of  life  in  patients  with  cancer  of 
the  cervix. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Benme-Dillon  Building,  Nashville 


Antepartum  Hemorrhage.  Robert  A.  Kimbrough, 
Philadelphia,  Pa.,  and  Brock  D.  Jones,  Norfolk, 
Va.  American  Journal  of  Obstetrics  and  Gyne- 
cology, 55:496-503,  March,  1948. 

The  first  section  of  this  study  reviews  the  cases 
of  premature  separation  of  the  normally  implanted 
placenta  occurring  at  the  Philadelphia  Lying-In 
Hospital  during  the  years  1934-1945.  The  group  of 
113  cases  is  composed  only  of  those  presenting  one 
or  more  of  the  following  typical  clinical  manifesta- 
tions of  placental  separation : continuous  uterine 
pain,  tenseness  and  tenderness  of  the  uterus,  evi- 
dence of  intrauterine  hemorrhage,  or  frank  ex- 
ternal bleeding.  Cases  prior  to  the  twenty-eighth 
week  of  pregnancy  have  been  excluded. 

Hypertension  and/or  albuminuria  was  found  in 
43  per  cent  of  the  entire  group ; many  others  pre- 
sented rather  typical  symptoms  suggestive  of 
toxemia,  and  the  fall  in  blood  pressure  incident  to 
hemorrhage  may  have  masked  a hypertension  in 
others. 

The  mild  cases  were  those  occurring  almost  al- 
ways during  labor,  shown  by  somewhat  more  than 
usual  bleeding,  some  increase  in  uterine  tension, 
and  occasionally,  slight  or  moderate  fetal  distress. 
The  severe  cases  were  those  in  which  there  was 
evidence  of  a large  concealed  or  external  hem- 
orrhage. In  dealing  with  the  milder  degrees  of 
separation  occurring  during  labor,  in  which  neither 
mother  nor  baby  shows  distress,  it  is  rarely  neces- 
sary to  interfere  with  the  normal  course  of  labor. 
Of  the  50  patients  whose  abruption  occurred  during 
labor,  three-fourths  were  delivered  vaginally. 
Among  the  47  with  mild  or  moderate  degrees  of 
separation  who  were  delivered  by  forceps,  breech 
extraction,  or  spontaneously,  including  9 abruptio 
before  labor,  only  1 patient  died,  primarily  of  acute 
hepatitis.  On  the  other  hand,  the  more  urgent 
cases,  because  of  extreme  loss  of  blood  and  shock 
require  that  the  uterus  be  emptied  by  the  quickest 
method  compatible  with  safety  for  the  mother.  Not 
until  the  uterus  is  empty  can  firm  contraction  close 
the  bleeding  sinuses,  if  the  separation  is  cf  majcr 
‘egree  and  the  patient  cannot  be  immediately 
and  safely  delivered  by  simple  measures  from 
below,  cesarean  section  is  the  treatment  of  choice, 
and  in  severe  cases  is  done  even  though  the  child 
is  known  to  be  dead.  The  patient  must  first  be 
reated  for  shock  and  the  lost  blood  be  adequately 


replaced  by  transfusion.  A fine  point  of  judgment 
is  required  in  determining  how  long  to  postpone 
operative  measures  while  awaiting  reaction  from 
shock. 

The  uterus  was  removed  in  only  4 of  the  66  cases 
treated  by  cesarean  section.  Removal  is  done  only 
if  the  uterus  fails  to  contract  following  its  evacu- 
ation. There  was  no  fatality. 

The  likelihood  of  postpartum  hemorrhage  must 
be  recognized.  Firm  packing  of  the  uterus  and 
vagina,  and  intravenous  oxytocics,  are  urgently 
indicated  on  the  least  provocation. 

Since  19  of  the  113  babies  were  dead  in  utero 
at  the  time  of  admission,  and  since  19  of  the  39 
who  were  stillborn  or  died  in  the  neonatal  period 
weighed  less  than  4 pounds,  the  total  uncorrected 
mortality  rate  of  35  per  cent  is  better  than  antici- 
pated. However,  more  prompt  recognition  of 
symptoms  by  both  patient  and  physician  could 
reduce  the  incidence.  Besides  the  death  from 
acute  hepatitis,  1 patient  died  following  cesarean 
section;  it  was  felt  that  in  this  case  shock  and 
blood  loss  were  inadequately  treated.  The  maternal 
death  rate  was  thus  1.8  per  cent,  2 in  113  cases. 

The  importance  of  adequate  prenatal  care  is 
emphasized,  particularly  since  toxemia  seems  to 
be  such  a strong  factor  in  abruptio,  and  where 
interruption  of  pregnancy  in  toxemia  patients  is 
delayed  for  greater  viability  of  the  child,  the  pos- 
sibility of  premature  separation  must  be  considered. 
Manual  dilatation  of  the  cervix  and  other  traumatic 
procedures  have  no  place  in  treatment  of  abruptio. 
As  treatment  for  shock  before  delivery  measures 
will  decrease  the  operative  risk,  so  also  prompt 
replacement  of  blood  following  delivery  decreases 
the  immediate  danger  and  in  addition  lessens  the 
incidence  of  puerperal  infection. 

The  second  section  of  the  report  covers  92  cases 
of  placenta  previa  during  the  same  period — an 
incidence  of  1 in  307  deliveries.  The  study  includes 
only  those  cases  occurring  beyond  the  28th  week 
of  pregnancy  in  which  the  diagnosis  was  definitely 
established  by  feeling  the  placenta  through  the 
cervix,  its  visualization  by  x-ray  studies,  or  by  con- 
firming its  low  attachment  at  the  time  of  cesarean 
section.  Of  the  92,  favorable  factors  allowed  17  to 
be  delivered  vaginally;  there  were  no  deaths. 
Among  those  treated  by  section,  there  were  2 
deaths,  1 considered  nonpreventable  and  the  other 
attributed  to  inadequate  treatment  of  shock  and 
the  use  of  pitocin  in  the  induction  of  labor.  In- 
trauterine asphyxia  was  presumably  responsible 
for  11  of  the  24  fetal  deaths,  and  was  no  doubt 
a contributory  factor  in  all  of  them;  9 of  the  24 
weighed  less  than  4 pounds. 

In  the  management  of  placenta  previa,  accurate 
diagnosis  of  the  cause  of  bleeding  is  essential.  A 
cautiously  performed  vaginal  examination  may  re- 
veal that  the  bleeding  is  due  to  a cervical  polyp,  an 
erosion,  or,  rarely  a cervical  carcinoma,  rather  than 
to  a placenta  previa.  Examination,  however,  entails 
the  danger  of  sudden  profuse  bleeding  and  the  risk 
of  infection,  and  should  never  be  done  until  the 
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operating  room  is  ready  for  both  vaginal  and  ab- 
dominal delivery.  X-ray  studies  by  the  “soft  tis- 
sues” technique  may  be  a valuable  aid  but  are 
dependable  only  in  ruling  out,  rather  than  posi- 
tively diagnosing,  placenta  previa. 

Treatment  of  shock  and  replacement  of  blood  by 
transfusions  of  whole  blood  or  plasma  are  essential 
before  instituting  procedures  for  delivery,  and  in 
fact  before  digital  examination,  since  it  may  start 
additional  bleeding. 

Expectant  treatment  of  patients  with  placenta 
previa  in  the  hope  of  bringing  the  child  to  greater 
viability  is  never  justified  unless  the  patient  re- 
mains in  the  hospital  throughout  the  remainder 
of  pregnancy. 

The  method  of  delivery  is  almost  wholly  de- 
pendent on  the  status  of  the  cervix.  Because  of 
the  danger  of  profuse  hemorrhage  from  the  vessels 
of  the  placental  site  and  the  added  risk  of  infection, 
manual  dilatation  of  the  cervix  and  forcible  vaginal 
delivery  have  no  place  in  the  treatment  of  this 
condition.  If  the  cervix  is  dilated  and  the  placenta 
previa  is  only  partial  or  marginal,  rupture  of  the 
membranes  will  allow  the  presenting  part  to  make 
pressure  on  the  placenta  sufficient  to  stop  the 
hemorrhage.  Under  similar  conditions  version  and 
extraction  are  indicated  only  if  the  cervix  is  com- 
pletely dilated.  Braxton  Hicks  version  should  be 
utilized  only  in  those  cases  in  which  the  baby  is 
dead  or  nonviable  and  in  which  the  cervix  is  partial- 
ly dilated ; in  emergency  it  may  save  the  mother’s 
life  but  it  almost  certainly  sacrifices  the  child. 
The  authors  no  longer  use  the  hydrostatic  bag, 
after  several  instances  of  continuing  intrauterine 
hemorrhage  following  its  insertion. 

In  all  cases  in  which  the  cervix  is  not  dilated, 
in  all  cases  of  central  placenta  previa  regardless 
of  the  cervical  dilatation,  and  in  those  of  malpres- 
entation  of  the  fetus,  cesarean  section  is  the  safest, 
and  therefore  the  most  conservative  form  of  treat- 
ment. 

The  use  of  an  oxytocic  intravenously  immediately 
on  completion  of  the  second  stage  of  labor,  and 
firm  packing  of  the  uterus  and  the  vagina  after 
expulsion  or  removal  of  the  placenta  will  consid- 
erably lessen  the  danger  of  post-partum  hemor- 
rhage. In  most  instances  packing  the  uterus  after 
cesarean  section  for  placenta  previa  is  advisable. 
Blood  transfusions  are  indicated  following  delivery 
to  combat  anemia  and  to  improve  the  patient’s  re- 
sistance to  infection. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Local  Recurrence  of  a Melanosarcoma  of  the  Iris 
After  Extirpation  of  the  Tumor.  M.  Schmid. 
American  Journal  of  Ophthalmology.  October, 
1948. 

A triangular  pigmented  tumor  in  the  lower  half 
of  the  right  iris  of  a 40-year-old  woman,  extending 


from  the  chamber  angle  toward  the  pupillary  mar- 
gin and  touching  the  posterior  surface  of  the  cornea 
was  excised  thoroughly.  Apparently  healthy  tissue 
of  the  adjacent  sector  of  the  ciliary  body  was  in- 
cluded. Histologic  examination  revealed  a mela- 
nosarcoma. After  three  years  recurrence  in  the 
sclera  near  the  operative  scar  and  nevoid  pigmen- 
tations in  the  nasal  section  of  the  iris  were  found. 
Histologic  examination  of  the  enucleated  globe  re- 
vealed an  infiltrating  growth  of  pigmented  spindle 
cells  and  confirmed  the  diagnosis. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Polyposis  of  the  Large  Bowel.  Albert  Hyman, 

M.D.  Journal,  Louisiana  State  University  School 

of  Medicine,  v.  6,  November,  1944,  pp.  31-37. 

Generalized  polyposis  of  the  colon  and  rectum 
is  not  a new  clinical  entity,  but  the  realization  of 
the  frequent  disassociation  of  this  condition  with 
malignancy  of  the  colon,  the  ease  of  diagnosis, 
and  incidence  of  cure  after  often  minor  surgical 
procedures  have  progressively  broadened  the  field 
of  interest. 

Polyposis  of  the  colon  occurs  in  approximately 
four  to  six  persons  in  every  hundred.  It  has 
a hereditary  and  constitutional  basis,  and  is  pos- 
sibly related  to  chronic  irritation. 

Erdman  and  Morris  think  the  clinical  classifi- 
cation better  than  the  pathological:  (1)  the  adult 
or  acquired  type,  manifested  by  the  papilloma  or 
adenoma,  and  (2)  the  adolescent,  or  congenital 
disseminated  type,  manifested  by  polyposis.  This 
classification  is  a logical  and  useful  one. 

Histopathologically  Rankin  and  Fitzgibbons  have 
classified  polypi  into  three  groups:  (1)  those  with 
normal  epithelium  and  submucosal  connective  tis- 
sue core;  (2)  pedunculated  by  constant  tension 
caused  by  active  peristalsis  and  passage  of  the 
fecal  stream;  (3)  like  group  2,  with  incompletely 
differentiated  epithelium,  but  with  so  early  an  ar- 
rest that  cells  develop  only  the  most  rudimentary 
characteristics  of  the  normal  and  mucous  membrane 
structure. 

Polyps  of  group  3 are  but  accentuated  forms 
of  growth  of  group  2 in  which  cellular  activity 
reaches  its  height  for  such  tumors.  The  cell  of  this 
type  can  no  longer  be  differentiated  from  carcinoma, 
and  there  is  no  organized  attempt  at  tubular  forma- 
tion. It  is  only  a matter  of  time  before  the  cells 
burst  the  muscularis  mucosa  and  spread  wildly. 
In  size  they  rarely  attain  that  of  a pea.  They  are 
present  usually  in  younger  age  groups. 

The  relation  of  polyposis  to  carcinoma  has  been 
definitely  established  in  over  14  per  cent  of  cases 
by  actual  serial  sections  and  in  the  majority 
of  other  cases  by  circumstantial  and  other  evi- 
dences. 

Symptomatology,  while  varied,  usually  is  based 
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around  blood  and  mucus  in  the  stool.  Other 
symptoms  include  diarrhea,  tenesmus,  pain,  and 
intussusception.  The  essential  diagnosis  procedure 
include  digital,  entroscopic,  and  roentgenological 
examination,  as  well  as  looking  for  blood  in  the 
stool. 

Under  no  circumstances  should  a single  adenoma 
of  the  colon  be  allowed  to  remain,  even  though 
it  is  causing  no  trouble.  It  should  be  freely  re- 
moved as  soon  as  possible,  methods  for  removal 
varying  with  the  characteristics  and  site  of  the 
polypi. 

Pedunculated  polypi  reachable  with  an  entero- 
scope may  be  treated  by  fulguration  of  the  pedicle, 
recovering  the  polyp  itself  for  pathological  study. 
The  possibility  of  metastasis  is  minimized  as  the 
lymphatics  are  sealed.  Also,  the  malignant  trans- 
formation occurs  at  the  periphery  of  the  polyp, 
later  extending  to  the  base.  The  site  should  be 
observed  at  six-week  intervals  for  one  to  two  years. 
In  those  above  enteroscopic  reach,  colotomy  with 
local  excision  is  good. 

In  multiple  polyposis  of  the  colon  it  is  best  to 
cause  local  destruction  by  fulguration  of  the  lesions 
within  reach  of  the  sigmoidoscope,  followed  by 
ileosigmoidostomy  in  a prepared  field  and  subse- 
quent partial  colotomy  in  one  or  two  stages. 

The  incidence  of  malignant  degeneration  definite- 
ly warrants  the  consideration  of  all  these  lesions 
as  precancerous  and  indicates  surgical  intervention. 
The  prognosis  is  excellent  and  recurrences  are  rare. 


Twenty -First  Anniversary  Year  of  Harofe  Haivri. 

The  Hebrew  Medical  Journal,  Vol.  II,  1948. 

With  the  appearance  of  Volume  II,  1948,  The 
Hebrew  Medical  Journal,  edited  by  Moses  Einhorn, 
M.D.,  concludes  its  twenty-first  successful  year  of 
publication. 

In  publishing  the  Journal,  the  editors  aim  to  meet 
the  need  for  a medical  journal  written  in  Hebrew, 
with  English  summaries,  thus  aiding  greatly  in  the 
advancement  and  development  of  Hebrew  medical 
literature. 

This  issue  contains  an  article  on  “Hypertensive 
Vascular  Disease”  by  Benjamin  Jablons,  M.D. 
There  is  also  a discussion  on  clinical  observations 
and  treatment  of  190  cases  of  malaria  in  Palestine 
by  Dr.  P.  Ephrati  of  Tiberias. 

In  addition,  under  the  heading  of  “Personalia,” 
biographical  sketches  of  Professor  Heinrich  Finkel- 
stein,  great  pediatrician;  Professor  Max  Neubur- 
ger,  renowned  medical  historian;  and  Dr.  Solomon 
Solis-Cohen  of  Philadelphia,  are  presented. 

For  further  information,  communicate  with  the 
Editorial  Office  of  The  Hebrew  Medical  Journal, 
983  Park  Avenue,  New  York  28,  New  York. 
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SOCIALIZED  MEDICINE 

Address  of  HON.  ESTES  KEFAUVER  Before  Hamilton  County-Chattanooga  Medical  Association, 
September  29,  1948* 


Since  the  time  I began  the  practice  ot 
law  in  1927,  I have  always  enjoyed  a very 
close  relationship  with  the  physicians  of 
Tennessee,  and  particularly  of  Hamilton 
County.  During  the  time  I practiced  law 
and  since  I have  been  in  Congress,  I have 
sought  opportunities  of  discussing  with 
physicians  problems  confronting  the  medi- 
cal profession,  relating  to  the  health  of  the 
people  of  our  country.  The  physicians  of 
our  country  have  shown  remarkable  lead- 
ership in  improved  service  and  in  recom- 
mending programs  looking  to  the  improved 
health  of  our  people.  You  have  been  dili- 
gent in  realizing  the  necessity  of  improved 
medical  technology  and  of  the  importance 
of  maintaining  the  free  enterprise  system 
in  the  medical  profession.  We  all  realize 
that  the  health  of  our  people  is  very  im- 
portant. We  know  that  the  people  of  our 
country  want  better  hospital  facilities  and 
in  some  sections  they  are  in  great  need  of 
a better  opportunity  of  securing  medical 
care.  The  fact  that  we  have  the  healthiest 
people  of  any  nation  is  testimony  of  the 
great  job  done  by  the  medical  profession. 

Yesterday  I looked  over  the  statement 
of  comparison  of  deaths  from  various  dis- 
eases in  1932  as  compared  with  1947  in  the 
State  of  Tennessee.  The  average  reduction 
from  various  diseases  for  white  people  is 
about  50  per  cent.  The  colored  is  consid- 
erably higher.  The  only  diseases  where  a 
substantial  reduction  has  not  been  achieved 


^Address  not  delivered  due  to  absence  of  Mr. 
Kefauver,  due  to  transportation  difficulties. 


are  cancer,  diseases  of  the  heart,  and  cere- 
bral hemorrhage. 

The  confidence  and  professional  relation- 
ship between  doctor  and  patient  must  be 
maintained.  Socialized  medicine  has  never 
worked  in  any  country,  and  it  certainly 
wouldn’t  work  here.  I am  against  any 
action  that  might  bring  this  about.  I real- 
ize the  absolute  necessity  of  patients  being 
able  to  choose  their  own  physicians  and 
of  physicians  maintaining  their  private  and 
contractural  relationships  with  their  pa- 
tients. 

I know  that  the  medical  profession  in 
this  country  would  make  no  advancement 
if  it  were  socialized  and  regimented.  I 
have  had  experience  in  some  of  the  best 
government  hospitals.  I know  that  where 
physicians  have  a certain  number  of  cases 
to  see  about  and  they  receive  their  salary 
notwithstanding  the  success  of  their  treat- 
ments, that  the  physicians  lose  some  incen- 
tive and,  of  course,  the  welfare  of  the  pa- 
tients suffer.  The  Murray-Wagner-Dingell 
Bill  has  been  before  Congress  for  some 
time.  I am  and  have  always  been  opposed 
to  this  measure  and  I am  firmly  committed 
to  fighting  any  proposal  which  would  in 
any  way  lead  to  socialized  or  regimented 
medicine.  It  is  not  necessary  that  I recite 
all  of  the  evils.  I think  it  is  sufficient  to 
say  that  on  the  present  relationship,  the 
medical  profession  has  made  the  greatest 
possible  strides  forward.  Any  present  lack 
of  service  or  facilities  does  not  result  from 
any  action  the  medical  profession  could 
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have  taken.  Furthermore,  I cannot  imag- 
ine anything  more  damaging  to  the  pro- 
fession or  to  the  individual  doctor  than 
to  have  a bureau  attempting  to  direct  the 
kind  of  service  rendered  by  physicians  and 
the  relationship  between  the  physician  and 
the  patient.  Politics  and  medicine  just  don’t 
mix  and  never  will. 

At  this  meeting,  as  at  every  other  medi- 
cal meeting  during  recent  years,  the  prob- 
lem of  enabling  people  to  secure  better 
medical  and  hospital  care  is  always  pre- 
sented, and  I am  glad  that  the  medical 
profession  appreciates  the  need  and  is  try- 
ing to  do  something  about  it.  We,  of  course, 
realize  that  there  is  a tremendous  shortage 
of  physicians  in  many  sections  of  the  coun- 
try. I have  one  county  in  my  district  which 
is  without  a physician.  We  need  more 
physicians,  and  I think  the  government 
should  assist  in  enabling  medical  schools 
to  have  facilities  to  train  and  graduate  a 
larger  number  of  doctors.  The  Hill-Burton 
Act  should  be  enlarged  so  as  to  enable  med- 
ical schools  to  take  in  more  of  the  able 
young  men  who  want  to  enter  the  medical 
profession. 

Furthermore,  if  rural  communities  had 
hospital  facilities,  a larger  percentage  of 
young  doctors  would  settle  in  rural  areas 
rather  than  coming  to  the  cities. 

The  public  health  service  should  be 
strengthened.  In  the  field  in  which  it  op- 
erates, I think  the  Public  Health  Service 
is  rendering  a most  necessary  function.  Its 
services  need  to  be  enlarged.  Each  state 
should  be  able  to  work  out  a plan  in  co- 
operation with  the  Public  Health  Service 
so  as  to  insure  a basic  public  health  pro- 
gram. The  Priest-Dillinger  Bill  has  been 
seriously  considered  by  committees  of  Con- 
gress. It  has  been  recommended  by  the 
American  Medical  Association.  I think  the 


bill  should  be  passed,  and  I expect  to  sup- 
port it  if  I have  an  opportunity  of  serving 
in  the  next  Congress. 

The  American  Medical  Association  and 
the  various  state  medical  groups  have  rec- 
ommended types  of  medical  insurance  plans. 
The  idea  is,  and  must  always  be,  to  enable 
a family  to  have  a reserve  or  an  insurance 
policy  to  pay  for  necessary  medical  care. 
I am  heartily  in  favor  of  this  kind  of  pro- 
tection, but  we  must  make  certain  at  all 
times  that  no  regimentation  or  socializa- 
tion is  connected  with  it. 

I am  confident  that  Congress  will  co- 
operate with  the  states  in  helping  with  the 
facilities  and  with  the  public  health  pro- 
gram which  will  thereby  enable  the  pro- 
fession to  carry  on  in  a competitive  and 
unregimented  manner  so  that  it  can  con- 
tinue to  give  the  advantage  of  progress 
coming  from  individual  incentive. 

Here  in  Tennessee,  the  medical  profes- 
sion has  an  unusual  opportunity  to  play  a 
part  in  reducing  death  from  that  baffling 
disease  of  cancer.  President  Cloide  Brehm 
of  the  University  of  Tennessee  has  an- 
nounced that  he  will  recommend  an  appro- 
priation by  the  legislature  to  pay  part  of 
the  cost  of  a hospital  and  atomic  research 
center  at  the  State  University  at  Knoxville. 
The  closeness  of  Oak  Ridge  will  enable 
valuable  consultation  between  the  scien- 
tists and  physicians  at  the  research  center. 
This  is  one  of  the  most  important  projects 
in  the  history  of  our  state.  It  not  only  is 
a step  to  make  Tennessee  the  center  of 
activities  looking  to  the  commercial  use  of 
atomic  energy  but  it  is  also  a forward  look- 
ing effort  to  render  a necessary  service  for 
the  health  of  our  people.  I am  certain  the 
physicians  of  Tennessee  will  cooperate  in 
securing  and  in  making  this  research  cen- 
ter the  success  it  is  entitled  to  be. 


February,  1949 


39 


INDUSTRIAL  HEALTH  IS  NOT  A UNILATERAL  RESPONSIBILITY* 

JEAN  SPENCER  FELTON,  M.D.,  Medical  Director,  Oak  Ridge  National  Laboratory,  Oak  Ridge 


Deceiving  though  its  agriculture  may  be, 
Tennessee  is  essentially  a highly  industrial- 
ized state.  Its  industrial  enterprises  quali- 
tatively are  scattered  throughout  the  state, 
yet  quantitatively  are  concentrated  in  cer- 
tain strategic  areas  on  waterways,  and  are 
varied  in  size  and  type  of  product.  Fac- 
tories and  plants  are  both  federally  and 
privately  owned  and  with  this  multifacetted 
picture  the  state  industrial  hygiene  and 
rehabilitation  services  lead  most  sections 
of  the  country  in  these  activities.  Included 
in  this  picture  is  one  of  the  largest  com- 
plete within-industry  medical  care  pro- 
grams for  employees  and  dependents. 

Surrounded  as  the  medical  practitioner 
is  in  this  state  by  an  industrial  economy, 
he  will  learn  on  investigation  that  there 
is  a social  entity  known  as  the  group  living 
of  industry  wherein  certain  of  his  fellow 
Tennesseans  spend  an  eight-hour  day,  or 
a forty-hour  week,  engaged  in  earning  a 
living — a living  which  means  working,  day 
after  day,  with  certain  thousands  of  fel- 
low employees,  exchanging  ideas,  eating 
together,  swapping  shop  banter,  or  dream- 
ing together.  In  this  common  milieu  men 
are  meeting  machine,  and  certain  stresses 
and  strains  become  apparent  which  set  up 
conflicts  requiring  resolution.  This,  then, 
is  the  stage  on  to  which  is  brought  the 
industrial  health  service  whose  primary 
goal  is  to  keep  the  worker  on  the  job 
through  health  maintenance. 

Medicine  in  industry  has  come  a long  way 
from  the  century’s  turn  when  the  finger 
wrapping  “company  doc”  was  the  not  too 
desirable  member  of  his  professional  group. 
He  has  been  followed  by  the  alert  industrial 
health  physician  who  spends  his  full  time 
at  the  plant  site  attempting  to  keep  the 
working  man  well.  By  so  doing  he  pro- 
duces an  individual  more  economically 
sound  to  himself  and  to  his  employer. 


*This  document  is  based  on  work  performed 
under  Contract  Number  W-7405-eng-26  for  the 
Atomic  Energy  Project  at  Oak  Ridge  National 
Laboratory.  Read  before  the  Tennessee  State  Med- 
ical Association,  April  13,  14,  15,  1948. 


Whereas  industry  has  in  many  instances 
endeavored  to  point  up  its  activities  as 
humanitarian  in  drive,  the  fact  must  be 
faced  that  a business  is  established  to 
make  money  for  the  investors.  In  so  doing, 
prophylactic  measures  are  taken  to  guar- 
antee a labor  force  of  the  greatest  efficiency, 
the  least  turnover,  the  lowest  absenteeism, 
and  of  the  maximum  in  health.  Assisting 
management  in  this  mission  is  the  indus- 
trial health  department  whose  director  ever 
faces  a duality  of  purpose — interpreting 
company  policies  to  the  employees,  and  pro- 
tecting the  health  of  the  worker.  Strange- 
ly enough,  into  this  apparently  calloused 
setting  there  has  crept  a social  urge  or  con- 
science. By  maintaining  worker  health  one 
has  also  elevated  the  health  standards  of 
the  worker,  and  through  the  introduction 
of  preventive  medicine,  industrial  medicine 
has  succeeded  whereas  curative  medicine 
has  often  failed. 

The  child  who  does  not  know  what  makes 
the  dark,  is  afraid  of  it.  In  comparable 
vein,  those  who  do  not  know  the  functions 
carried  out  by  a health  service  in  industry, 
are  fearful  through  this  ignorance.  Clari- 
fication of  these  functions  seems  desirable, 
and  likewise  a better  understanding  of  the 
responsibilities,  which  are  two-sided,  of 
the  industrial  physician  to  the  practitioner 
and  vice  versa.  In  spite  of  the  fact  that 
seven  professional  journals  now  are  de- 
voted to  this  specialty,  the  non-industrial 
physician  rarely  sees  this  particular  litera- 
ture, and  therefore  does  not  know  of  the 
scope  or  endeavors  of  this  particular  medi- 
cal division  of  labor. 

Logically,  the  industrial  employee  shares 
in  the  facilities  of  the  plant  medical  pro- 
gram in  three  ways:  as  an  applicant  for 
employment,  as  an  employee  to  be  main- 
tained in  health,  and  as  an  ill  or  injured 
worker  requiring  therapeutic  medical  or 
surgical  services.  From  the  beginning  of 
the  individual’s  exposure  to  industry  the 
specialist  or  general  practitioner  begins  to 
benefit.  A complete  pre-placement  phys- 
ical appraisal  is  accomplished  which  con- 
sists not  only  of  the  routine  organ  inventory 
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and  examination  but  also  of  certain  diag- 
nostic laboratory  procedures  and  in  many 
instances,  a personality  appraisal.  At  the 
end  of  these  clinical  undertakings  the  in- 
dividual’s physical  capacities  are  estimated 
so  that  he  can  be  placed  in  employment 
wherein  the  physical  demands  of  the  job 
are  met  by  these  determined  capacities.  In 
this  manner,  the  square  peg  of  the  worker 
is  placed  in  the  square  hole  of  the  job,  and 
worker-job  fractures  should  be  reduced  to 
a minimum. 

During  these  examinations  certain  phys- 
ical findings  are  encountered  that  will 
place  the  applicant  in  one  of  the  following 
categories : 

Class  1 : Physically  qualified  for  any  po- 
sition. 

Class  2 : Physically  qualified  for  any  po- 
sition, but  has  minor  defects. 

Class  3 : Physically  qualified  for  special 
employment  only,  with  following  re- 
strictions: 1.  Must  wear  truss;  2.  Must 
wear  safety  spectacles;  3.  No  back 
bending;  4.  No  climbing  stairs  or  lad- 
der; 5.  No  heavy  lifting  (limited  to 

lbs.)  ; 6.  No  inside  work;  7.  No 

outside  work;  8.  No  sudden  tempera- 
ture changes;  9.  No  work  around  haz- 
ardous machinery;  10.  No  work  around 
moving  objects;  11.  No  work  around 
toxic  materials  (specify)  ; 12.  No  work 
in  cold  quarters;  13.  No  work  in  high 
places;  14.  No  work  in  hot  quarters; 
15.  No  work  in  noisy  quarters;  16.  No 
work  in  ivet  quarters;  17.  No  work 
involving  great  nervous  tension;  18. 
No  work  other  than  sedentary ; 19.  No 
work  with  dust  exposure;  20.  Not  to 
be  in  work  requiring  acute  hearing; 
21.  Not  to  be  in  work  requiring  acute 
vision;  22.  Not  to  be  on  shift  work; 
23.  Not  to  work  alone;  24.  Not  to  work 
with  other  employees,  and  25.  Details 
of  above . 

Class  4 : Physically  unqualified  for  posi- 
tion applied  for. 

With  the  high  percentage  of  candidates 
for  employment  presenting  certain  remedial 
defects  it  is  obvious  that  the  industrial 
physician  recommend  correction.  As  treat- 
ment of  this  nature  is  outside  the  province 
of  industrial  medicine,  these  employees  are 


referred  to  local  practitioners.  As  an  ex- 
ample, a young  man  of  21  was  employed 
recently  who  presented  20/100  visual  acu- 
ity, markedly  hypertrophied  tonsils,  and  a 
unilateral  inguinal  hernia.  For  the  latter 
condition,  surgical  correction  was  arranged 
through  the  Office  of  Vocational  Rehabili- 
tation, and  a qualified  surgeon  performed 
the  hernioplasty.  On  his  return  to  the 
laboratory  post-operatively  he  was  hired 
in  officially,  and  given  a probationary  pe- 
riod of  60  days  in  which  to  be  examined 
for  glasses  and  have  a tonsillectomy  done. 
These  were  accomplished  within  one  month, 
and  this  man  has  become  a valuable  em- 
ployee as  a chemical  operator.  Who  bene- 
fitted?  Obviously  the  man  himself,  for  he 
was  freed  of  disabling  defects  and  was  con- 
verted into  a dependable  wage  earner,  who 
in  turn  benefitted  the  laboratory.  With 
the  conditions  uncorrected  he  soon  would 
have  become  a dispensary  visit  recidivist, 
and  a drag  on  the  local  plant  economy. 
But,  thematically,  he  benefitted  a surgeon, 
an  otolaryngologist,  and  an  oculist.  This 
case  is  typical  of  so  many  appearing  in 
the  health  division.  Positive  findings  ap- 
pear— at  times  amazing  in  view  of  their 
duration  and  extent— whose  symptoms  re- 
quire alleviation,  and  become  a very  com- 
mon source  of  referral  to  a local  physician. 
The  value  is  not  short  lived  either,  for  if 
the  employee  is  new  to  the  community,  and 
he  values  the  help  given  by  the  new  doctor, 
he  quite  likely  will  remain  with  him  for 
several  years,  and  a long-lasting  doctor- 
patient  relationship  is  established. 

The  employee,  after  his  medical  indoc- 
trination, will  be  examined  periodically, 
either  for  a determination  of  health  status, 
because  of  certain  job  exposures  to  poten- 
tial health  hazards,  or  because  of  certain 
physical  findings  encountered  at  the  time 
of  the  pre-placement  physical  examination. 
Chronic  illnesses  or  conditions  such  as  dia- 
betes, nephritis,  hypertension,  arrested  tu- 
berculosis, varices,  or  changes  in  nutri- 
tional status  such  as  obesity  or  malnutri- 
tion are  rechecked,  and  referrals  are  ef- 
fected so  that  the  conditions  will  not  pro- 
gress and  effective  control  measures  may 
be  instituted  so  that  the  individual  will 
continue  to  remain  employable.  In  addi- 
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tion  to  periodic  examinations,  the  industrial 
worker  is  bombarded  constantly  with  health 
promotional  material  in  the  form  of  in- 
dividualized or  group  talks,  pamphlets, 
weekly  bulletins,  posters,  exhibits  and  the 
like,  so  that  he  becomes  much  more  health 
conscious  than  his  neighbor  who  is  em- 
ployed in  a small  shop  where  within-plant 
medical  services  are  not  available.  With 
a consciousness  implanted,  and  constantly 
being  nutured,  sooner  or  later,  he  will  report 
in  desiring  information  as  to  where  he  can 
find  a physician  in  this  specialty,  or  a “good 
general  man.” 

Case  finding  methods  find  some  of  their 
greatest  usefulness  in  industry,  where  sur- 
vey procedures  can  be  carried  out  for  thou- 
sands of  employees  in  order  to  run  down 
tuberculosis,  syphilis,  heart  disease,  visual 
defects,  or  impairments  of  hearing.  Through 
the  employment  of  the  miniature  chest  film, 
the  conducting  of  plantwide  serodiagnostic 
tests,  electrocardiograms,  audiograms,  and 
vision  examinations,  workers  are  found 
who  are  in  need  of  treatment,  and  as  be- 
fore, will  be  referred  to  the  local  medical 
profession  for  further  diagnosis,  treatment, 
and  follow-up  care.  Most  of  these  cases, 
were  it  not  for  the  introduction  into  in- 
dustry of  these  mass  survey  techniques, 
would  go  undetected  and  untreated,  and 
remain,  insofar  as  they  relate  to  commu- 
nicable, diseases,  public  health  menaces. 

When  the  employee  becomes  ill  or  is  in- 
jured, with  some  causal  relationship  to  the 
job  or  not,  he  will  be  sent  to  his  private 
physician  for  care.  Those  illnesses  or  in- 
juries that  can  be  treated  at  the  plant  dis- 
pensary with  a minimum  of  lost  work  time 
will  be  so  cared  for.  Every  day  patients 
will  be  sent,  and  most  frequently  via  com- 
pany transportation,  to  their  physicians, 
with  pneumonia,  persistent  sinusitis,  acute 
gastro-enteritis,  duodenal  ulcer,  arthritis, 
or  allergic  states  in  need  of  testing  pro- 
cedures (and  it  might  be  mentioned  that 
with  as  great  a frequency,  appointments 
are  made  for  the  dependents  of  the  em- 
ployee when  in  need  of  medical  attention). 
Certain  specialists,  particularly  orthoped- 
ists or  surgeons,  with  a critical  and  honest 
approach  to  their  work,  have  established 
good  liaison  with  the  physician  in  industry 


through  an  understanding  of  the  early  re- 
turn to  work  philosophy.  The  medical  di- 
rector of  a plan  must  be  discriminating  in 
his  choice  of  physician,  for  he  lives,  if  you 
will,  with  the  employee  eight  hours  a day 
at  the  work  scene,  whereas  the  private 
practitioner  sees  the  employee-patient  in- 
termittently, and  only  at  times  of  illness. 
If  errors  of  judgment  are  made  in  refer- 
ring employees,  it  is  the  medical  director 
and  not  the  off -plant  physician  who  must 
explain  the  inattentions,  the  brusqueness, 
the  ill  surgical  result,  or  the  failure  in 
medical  cure.  The  situation  is  very  com- 
parable to  that  of  the  dental  surgeon  many 
years  ago  who  claimed  he  never  had  a pa- 
tient develop  a Ludwig’s  angina  following 
extractions  in  a surgically  dirty  mouth. 
Naturally  enough  he  did  not,  for  with  the 
development  of  symptoms,  the  patient 
sought  a physician.  The  doctor  in  indus- 
try has  an  unequalled  opportunity  to  judge 
the  work  of  the  local  physicians,  for  no 
industrial  employee  is  ever  reticent  in  dis- 
cussing the  medical  attention  he  received. 

Very  occasionally  both  the  private  phy- 
sician and  the  one  in  industry  can  work 
mutually  towards  the  health  betterment  of 
the  individual  in  whom  they  are  both  in- 
terested. In  view  of  the  clinical  labora- 
tory and  radiologic  facilities  maintained  in 
the  average  industrial  health  service,  such 
diagnostic  procedures  as  may  be  desired 
by  the  practitioner  can  be  accomplished  by 
the  employee  while  at  work.  This  is  oc- 
casioned particularly  in  those  patients  of 
marginal  income  where  the  physician  may 
hesitate  prior  to  ordering  costly  laboratory 
work.  The  industrial  physician  is  more 
than  willing  to  render  this  service  and  for- 
ward the  results  promptly.  In  the  same 
vein,  it  might  be  explained  that  because  of 
the  intellectual  stimulus  accruing  those  of 
us  in  industry,  we  prefer  to  render  com- 
plete staff  work,  as  it  were,  by  “working 
up”  a patient  completely  before  referring 
him.  The  patient  then  reports  with  the 
results  of  the  clinical,  laboratory,  or  X-ray 
examinations,  and  in  the  case  of  the  latter, 
usually  with  the  films  themselves. 

The  outside  specialist  frequently  acts  in 
a consultant  capacity,  for  his  opinion  is 
desired  in  those  cases  where  determination 
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of  job  status  is  required,  or  corroboration 
of  diagnosis  is  desired  when  the  occupa- 
tional origin  of  an  illness  or  injury  is  to 
be  ascertained.  Most  industries  have  a 
group  form  of  life  insurance,  with  benefits 
payable  on  disability  or  retirement,  and  as 
the  plant  population  ages,  certain  individ- 
uals will  become  eligible  for  these  benefits. 
After  a preliminary  appraisal  of  physical 
status,  the  employee  usually  is  referred  to 
the  officially  designated  examiner  of  the 
carrier  for  final  determination  of  disability. 

The  medical  director  in  industry  is  of 
further  aid  to  the  local  profession  in  that 
he  has  been  able  to  observe  certain  behavior 
characteristics  of  the  worker  manifested 
while  on  the  job.  Some  large  industries 
have  staff  psychologists,  or  psychiatrists 
who  are  on  a part  or  full-time  basis.  An 
understanding  of  the  employee’s  behavioral 
or  personality  defects  is  available  and  will 
aid  greatly  in  allowing  the  physician  a full 
comprehension  of  the  psychogenic  factors 
that  are  playing  a role  in  the  somatic  symp- 
tomatology. Certain  psychometric  proced- 
ures are  carried  out  frequently  in  industry, 
with  or  without  a psychiatrist,  that  are 
invaluable  in  spotting  the  accident-prone 
individual,  the  one  not  likely  to  adjust  to 
group  living,  or  the  worker  with  strong 
psychosomatic  coloring,  such  as  a history 
of  allergy,  peptic  ulcer,  or  migraine.  This 
information  will  assist  the  physician  great- 
ly in  his  search  for  etiologies  and  is  al- 
ways available  for  his  use.  These  diag- 
nostic services,  then,  accomplish  two  pur- 
poses— they  aid  the  industry  in  effectuating 
accurate  job  placement  or  job  readjust- 
ment, and  build  a rich  lore  of  clinical  psy- 
chological information  that  will  facilitate 
the  diagnostic  hunt  either  by  the  private 
or  industrial  physician. 

Thus  far  there  has  been  a description  of 
services  emigrating  from  industry  to  pri- 
vate medicine.  Remaining  consistent  with 
the  subject,  the  responsibility  to  the  em- 
ployee-patient is  not  a unilateral  one,  for 
private  medicine  can,  in  return,  aid  the 
industrial  medical  director  in  accomplish- 
ing his  mission.  Of  the  greatest  help  that 
can  be  rendered  is  an  immediate  notifica- 
tion of  the  occupational  cause  of  any  illness 
or  injury  encountered  in  a plant  patient. 


Just  recently  a physician  was  seeing  an 
employee  during  a three  weeks’  hospitali- 
zation for  a bursitis  before  we  had  learned 
the  reason  for  his  absence.  The  bursitis 
had  resulted  very  definitely  from  a work 
contact,  and  it  was  extremely  difficult  to  ef- 
fect retro-actively,  his  compensation,  and 
correct  insurance,  safety  benefits,  unem- 
ployment, clinical,  and  absenteeism  records. 
Industry  is  carried  on  through  the  mecha- 
nism of  a closely  built  organizational  pat- 
tern wherein  the  medical  director  serves  in 
an  advisory  capacity.  If  he  does  not  have 
the  tools  with  which  to  do  the  job  accu- 
rately, he  is  in  the  same  position  as  the 
surgeon  attempting  a thyroidectomy  with- 
out hemostats.  It  all  plays  to  the  benefit 
of  the  employee,  who  after  all,  is  the  phy- 
sician’s patient.  Every  effort  should  be 
made  to  inform  the  industrial  health  serv- 
ice of  a causal  relationship  of  work  to  ill- 
ness, even  though  it  may  still  be  in  the 
supposititious  stage. 

We  have  had  the  unfortunate  experience, 
also,  of  referring  patients  for  consultation 
or  for  affirmation  or  negation  by  a special- 
ist of  the  wisdom  of  retaining  an  employee 
on  a certain  job  because  of  a disability, 
and  encountering  physicians  who  knew  lit- 
tle of  the  art  of  patient  handling.  Whereas 
we  had  informed  an  employee  of  our  opin- 
ion, and  had  sent  him  for  consultation,  we 
were  embarrassed  to  learn  that  the  con- 
sultant at  great  length  had  belittled  the 
clinical  judgment  demonstrated  and  had 
given  the  patient  a completely  diametric- 
ally opposed  opinion.  In  a group  of  people 
who  are  ever  malpractice  and  occupational 
illness  conscious,  this  is  an  act  very  stu- 
pidly conceived  and  executed.  If  the  opin- 
ion differs,  and  well  it  might,  the  practi- 
tioner should  have  the  understanding  to 
inform  the  patient  that  he  will  contact  the 
plant  doctor  who  referred  him.  Firstly, 
it  is  well  known  that  patients,  like  report- 
ers, rarely  quote  a physician  correctly,  and 
secondly,  let  the  one  who  is  paying  for  the 
consultation  learn  of  the  opinion  directly. 
One  welcomes  diversity  of  clinical  impres- 
sion, but  it  can  be  kept  very  well  en  famille. 

Doctors  object  to  paper  work,  it  is  un- 
derstood. Unfortunately,  though,  accurate 
records  are  the  life  of  an  industrial  health 
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service.  When  employees  are  referred  for 
medical  care,  particularly  in  the  case  of 
an  industrial  injury,  a written  report  is 
highly  desirable,  and  is  vital  to  the  full 
follow-up  of  the  patient.  One  orthopedist 
known  to  the  writer,  although  as  over- 
worked as  most,  submits  to  us  a complete 
written  report  of  the  history,  examination, 
findings,  and  operative  care  and  follow-up. 
That  is  establishing  extremely  intelligent 
relationships  between  industry  and  medi- 
cine, in  addition  to  manifesting  common 
professional  courtesy.  Obviously,  one  pre- 
fers to  send  additional  patients  to  an  un- 
derstanding and  cooperative  colleague.  This 
was  pointed  up  further  by  the  case  of  an 
employee  who  sought  medical  attention  for 
a duodenal  ulcer.  Because  interest  had 
been  manifested  in  the  case,  detailed  com- 
munications were  sent  by  both  the  internist 
and  surgeon  relative  to  the  patient’s  prog- 
ress after  a sub-total  gastrectomy  until 
the  employee’s  return  to  work.  This  is 
the  type  of  rapport  that  strengthens  the 
bond. 

Probably  the  biggest  cause  for  a disrup- 
tion of  emotions  is  illness  certification  as 
practiced  by  the  private  physician,  and  as 
seen  by  the  medical  director.  Employees 
completely  free  of  conscious-twinges  will 
request  his  doctor  to  certify  that  he  has 
been  ill  and  under  his  professional  care 
for  a certain  period  of  time.  And,  ordi- 
narily, a confirming  note  will  be  forthcom- 
ing. One  such  note  was  received  which 
alleged  that  the  employee  was  cared  for  dur- 
ing a certain  three  weeks’  period  of  illness. 
On  rechecking  with  the  writer  of  the  note, 
it  was  learned  that  actually  he  had  seen 
the  patient  for  20  minutes  in  the  office  on 
the  18th  day  of  this  period.  This  happens 
so  very  frequently,  and  many  physicians 
feel  no  guilt  on  certifying  care  retro-ac- 
tively  for  patients  seen,  essentially,  after 
the  fact.  The  doctor  may  feel  that  this 
builds  or  increases  his  relationship  with 
the  patient  but  with  it  goes  a loss  of  re- 
spect which  is  damaging  to  all  in  the  pro- 
fession. Furthermore,  this  practice  has  led 
to  our  being  unable  to  take  this  certificate 
at  face  value,  and  has  forced  us  to  contact 
the  physician  by  telephone  for  additional 


clarifying  details.  The  so-called  one  dollar 
or  two  dollar  letter  should  be  outlawed. 

In  keeping  with  this  is  the  request  by 
the  practitioner — that  the  employee  be 
taken  off  swing  shift,  or  be  transferred  to 
less  hazardous  work  because  he  has  any 
one  of  several  clinical  syndromes.  We 
would  welcome  the  opportunity  of  conduct- 
ing physicians  through  an  industrial  plant 
in  an  effort  to  point  out  the  intricacies  and 
variabilities  of  the  industrial  life.  How 
can  one  opinionate  on  the  hazardous  quality 
of  certain  work  when  that  work  scene  has 
never  been  visited?  How  can  requests  for 
job  changes  be  made  when  they  are  based 
solely  on  the  patient’s  statement?  This 
parallels  the  old  industrial  medical  saw  of 
the  diagnosis  of  plumbism  being  made  be- 
cause the  patient  was  a lead  worker.  The 
average  physician  never  sees  lead  poisoning 
— and  with  the  accurate  monthly  checks  of 
urine  and  blood  lead  levels,  and  determina- 
tion of  the  lead  content  of  the  shop  air, 
no  case  is  likely  to  develop.  One  begs  con- 
sideration of  a man’s  occupation  in  the 
clinical  study,  but  let  all  the  exposure  facts 
be  elicited  first.  Certification  of  illness, 
frequently  in  absentia,  or  requests  for  job 
change  should  be  carried  out  only  on  firm 
footing,  and  usually  there  is  none. 

In  attempting  to  maintain  the  worker  on 
his  job,  therefore,  both  the  industrial  phy- 
sician and  the  private  practitioner  share 
a responsibility.  One  can  be  of  tremen- 
dous help  to  the  other  once  an  under- 
standing is  reached  of  what  the  fellow- 
physician’s  goals  might  be  in  industry.  A 
plea  is  made  for  not  only  learning  of  the 
functions  of  the  industrial  health  services, 
but  also  of  seeing  men  at  work,  for  the 
man  sitting  in  a physician’s  consulting  room 
is  never  the  same  individual  pursuing  his 
life  trade  in  a plant.  As  we  have  learned 
to  join  the  psyche  to  the  soma,  let  us  also 
learn  to  correlate  occupation  with  disease. 
This  can  only  be  done  by  a mutual  effort  of 
both  the  intra-  and  extra-industrial  medical 
services,  and  when  this  is  accomplished,  the 
unilateral  characteristic  of  industrial  medi- 
cine will  have  disappeared. 

Summary  and  Conclusions 

1.  Industrial  health  services  in  the  highly 
industrialized  State  of  Tennessee  are  en- 
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deavoring  to  keep  the  worker  on  the  job 
through  health  maintenance. 

2.  The  stresses  and  strains  of  the  group 
living  of  industry  set  up  conflicts  requiring 
resolution  by  the  plant  health  department. 
This  represents  a long  journey  from  the 
early  “finger-wrapping”  days  of  the  indus- 
trial physician. 

3.  Through  a careful  and  complete  pre- 
placement physical  appraisal  an  accurate 
matching  of  the  worker  and  the  job  can 
be  effected.  Applicants  with  physical  de- 
fects, disqualifying  or  otherwise,  are  re- 
ferred to  local  practitioners  for  corrective 
therapy,  either  directly,  or  through  the 
Office  of  Vocational  Rehabilitation. 

4.  A constant  health  education  program 
in  industry  makes  the  employee  more  health 
conscious  than  the  worker  in  the  small 
plant,  and  thus  he  is  motivated  into  secur- 
ing needed  medical  care. 

5.  Case-finding  programs  aimed  at  iso- 
lating cases  of  syphilis,  tuberculosis,  and 
impaired  hearing  and  vision  create  addi- 
tional need  for  referrals  to  local  physicians. 

6.  The  industrial  health  service,  through 
its  laboratory  and  or  X-ray  facilities,  can 
assist  the  private  physician  by  accomplish- 


ing dianostic  procedures  at  his  request,  on 
marginal-income  employees. 

7.  Consultant  specialist  services  in  con- 
nection with  the  diagnosis  and  treatment 
of  occupationally  incurred  injuries  are  re- 
quired with  great  frequency  by  the  medical 
director. 

8.  In  the  field  of  return  services,  the  phy- 
sician outside  the  plant  can  endeavor  to 
accomplish  the  following: 

(a)  Inform  industry  of  possible  occupa- 
tional illness  relationships  existing  in  pa- 
tients under  his  care. 

(b)  Extend  courtesy  to  the  referring  in- 
dustrial physician  by  discussing  diagnostic 
problems  with  the  latter  directly  and  not 
via  the  employee-patient. 

(c)  Submit  complete  “surgeon’s  report” 
forms  frequently  and  promptly. 

(d)  Refrain  from  certifying  illnesses 
after  the  fact,  or  recommending  job  changes 
with  inadequate  knowledge  of  the  working 
conditions. 

9.  A mutual  effort  on  the  parts  of  the 
intra-  and  extra-plant  medical  services  to- 
wards better  understanding  of  industrial 
health  problems  will  eliminate  the  unilat- 
eral characteristic  and  responsibility  of  in- 
dustrial medicine. 
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EARLY  NEUROSURGERY  IN  NASHVILLE  AND  ITS  ENVIRONS* 


COBB  PILCHER,  M.D.,  Nashville 

If  the  pressure  is  fixed  and  stationary, 
the  brain  will  accommodate  itself  to  it, 

. . . but  if  the  pressure  rapidly  increases 
and  persists,  the  function  of  the  brain  and 
life  itself  will  be  extinguished. 

— W.  T.  Briggs,  1892.1 

The  first  surgical  operation  performed  in 
Nashville  was  a neurosurgical  procedure. 
Further,  the  ingenious  operation  was  al- 
most identical  in  design  and  purpose  with 
one  carried  out  by  a member  of  this  society 
within  the  past  few  weeks. 

James  Robertson  and  his  small  group  of 
pioneers  (“one  African  and  eight  Cauca- 
sian followers”-)  arrived  in  Nashville  about 
April  1,  1779.  On  the  11th  of  the  follow- 
ing January,  David  Hood  was  scalped  by 
Indians,  after  having  been  shot  and  left 
to  die.  He  was  found  by  men  who  “went 
out  from  the  forts.”  James  Robertson  “had 
seen  many  men  who  were  scalped  . . . and 
had  learned  from  a traveling  French  sur- 
geon how  to  treat  them.  This  was  to  per- 
forate the  outer  table  of  the  skull  with  a 
shoemaker’s  awl  over  the  whole  naked  sur- 
face. . . . Through  these  perforations, 
granulations  sprang  up  . . . and  formed 
a covering  to  the  denuded  skull.  . . .” 
David  did  get  well  and  lived  to  a good  old 
age.2 

James  Robertson’s  son,  Felix,  became  a 
prominent  physician  and  related  the  case 
of  David  Hood,  as  quoted  above,  in  his  ad- 
dress as  President  of  the  Medical  Society 
of  Tennessee,  in  1855. 

Alas,  however,  the  memories  of  other 
Nashville  physicians  were  not  so  long  and, 
since  they  had  no  medium  for  publication 
of  their  clinical  problems,  there  followed  a 
great  gap  in  our  knowledge  until  the  mid- 
dle of  the  nineteenth  century.  There  were 
few  physicians,  many  itinerant  quacks  and 
numerous  home-remedy  books  (e.  g.,  “The 
Cherokee  Physician  or  Indian  Guide  to 


*From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tennes- 
see. Presidential  address,  delivered  before  the 
Nashville  Surgical  Society,  November  11,  1948. 


Health”  and  “Gunn’s  Domestic  Medicine  or 
Poor  Man’s  Friend”).3  The  Medical  So- 
ciety of  Tennessee  was  organized  in  1830 
with  47  physicians  at  the  first  meeting,  but 
few  papers  were  read  or  adequate  records 
kept  until  1851. 

The  great  change  in  mid-century  was 
also  directly  traceable  to  James  Robertson. 
In  1784,  the  town  of  Nashville  was  officially 
established  by  the  North  Carolina  Legisla- 
ture, and  in  the  very  next  year,  Robertson 
secured  a charter  for  “Davidson  Academy,” 
which  subsequently  became  “Cumberland 
College.”  In  1824,  Philip  Lindsley,  after 
having  declined  the  presidency  of  the  Col- 
lege of  New  Jersey  (now  Princeton  Uni- 
versity), became  president  of  Cumberland 
College  and  began  to  plan  a great  univer- 
sity for  Nashville,  including  a medical 
school.1  Cumberland  College  became  the 
University  of  Nashville  and  finally,  in  1851, 
the  new  Medical  Department  opened  its 
doors. 

Overnight,  Nashville  became  a great 
medical  center,  thanks  largely  to  two  re- 
sults of  the  establishment  of  the  new  school. 
The  first  was  the  foundation  and  editing 
of  the  “Nashville  Journal  of  Medicine  and 
Surgery”  by  W.  K.  Bowling,  Professor  of 
Medicine.  The  second  was  the  advent  of 
two  giants  in  the  field  of  surgery — Paul  F. 
Eve,  Professor  of  Surgery,  and  William  T. 
Briggs,  Demonstrator  of  Anatomy  (and 
later  also  Professor  of  Surgery).  Eve  was 
45  years  old,  already  a famous  surgeon  and 
was  lured  to  Nashville  from  the  Chair  of 
Surgery  of  the  University  of  Louisville 
(where  he  had  succeeded  the  famous  Sam- 
uel Gross-').  Briggs  was  a young  man  from 
Bowling  Green,  Kentucky,  only  two  years 
out  of  the  great  medical  school  of  Transyl- 
vania University.6 

Eve  and  Briggs  dominated  surgery  in 
this  section  of  the  country  for  half  a cen- 
tury. Both  were  brilliant  surgeons,  editors 
of  medical  journals,  presidents  of  the  state 
society  and  of  the  American  Medical  Asso- 
ciation and  both  were  prolific  writers  and 
famous  teachers. 
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They  were  best  known  for  their  skill  as 
lithotomists,  but  both  were  fearless  and 
intelligent  pioneers  of  surgery,  who  per- 
formed every  operation  known  at  the  time 
and  contributed  many  new  surgical  devel- 
opments. 

It  is  not  generally  recognized,  however, 
that  they  were  both  intensely  interested  in 
the  surgical  disorders  of  the  nervous  sys- 
tem and  skilled  in  the  neurosurgical  pro- 
cedures of  their  time. 

Paul  F.  Eve  was  the  author  of  436  pub- 
lications.5 The  fourth  of  these,  published 
in  the  American  Journal  of  the  Medical 
Sciences  in  1833,  when  he  was  27  years 
of  age  (and  had  for  one  year  been  the 
first  Professor  of  Surgery  of  the  Medical 
College  of  Georgia),  was  entitled  “A  Case 
of  Compound,  Camerated  (Sic)  Fracture 
of  the  Cranium  Successfully  Treated  by  the 
Removal  of  Three  Pieces  of  the  External 
Table  of  the  Bone.”7 

After  he  came  to  Nashville,  his  neuro- 
surgical interest  was  continued.  In  1854, 
he  published  the  case  of  which  he  was 
most  proud — the  removal  of  the  crista  galli 
with  survival  of  the  patient  for  the  first 
time  in  history.8  The  patient  had  a severe 
frontal  fracture  and  lived  for  six  days 
after  operation.  Dr.  Eve  repeatedly  re- 
ferred to  it  as  a surgical  triumph.9 

In  the  same  year,  Dr.  Eve  reported  a 
remarkable  case  of  hydrocephalus  in  which 
the  patient’s  head  measured  34  inches  in 
circumference.10  The  hydrocephalus  had 
evidently  been  arrested  with  subsequent  re- 
appearance of  symptoms  of  progression. 
The  child  lived  until  the  age  of  15,  without 
being  able  to  hold  up  his  head,  but  could 
crawl  and  make  his  way  anywhere.  He 
finally  died  in  convulsions  and  “the  head 
was  surreptitiously  obtained.”  Dr.  Eve 
demonstrated  the  skull  and  subsequently 
deposited  it  in  the  “New  Anatomical  Mu- 
seum of  the  University  of  Nashville.” 

After  this  his  interest  in  and  treatment 
of  neurosurgical  conditions  continued. 
There  was  a paper  on  penetration  of  the 
orbital  plate  by  a fencing  foil  in  185811 
and  in  1860  he  reported  ligation  of  the 
carotid  artery  for  “aneurysm  by  anastomo- 
sis” of  the  face  and  head — a courageous 
procedure  at  the  time.12 


In  1868, 15  he  reported  three  cases  of  gun- 
shot wounds  of  the  vertebral  column  with 
pertinent  remarks  about  injury  of  the  spinal 
cord  which  could  be  used  as  a text  for 
medical  students  today.  Subsequent  re- 
ports of  bone  changes  in  the  skull  after 
gunshot  wounds,14  a bullet  found  in  the 
brain  seven  years  after  injury15  and  a 
“disc”  of  bone  driven  into  the  brain16  were 
published  in  journals  elsewhere. 

However,  he  did  not  neglect  to  cultivate 
local  fields,  for  in  1871  he  reported  in  the 
“Nashville  Journal  of  Medicine  and  Sur- 
gery” the  post-mortem  findings  in  a pa- 
tient who  had  fallen  dowm  a stairway  and 
fractured  his  skull.17  And  in  the  same 
journal18  he  wrote  of  trephining  a skull 
over  the  lateral  sinus.  The  same  case  was 
subsequently  reported  in  the  “Richmond 
and  Louisville  Medical  Journal,”19  as  was 
a similar  one  two  years  later.20 

In  addition  to  his  reports  of  his  own  sur- 
gical triumphs,  however,  Dr.  Eve’s  neuro- 
surgical influence  was  made  felt  in  two 
other  ways.  The  first  was  his  book,  “Re- 
markable Cases  in  Surgery,”9  published  in 
1857.  This  extraordinary  volume  of  858 
pages  of  fine  print  summarized  the  surgical 
literature  of  the  day  far  better  than  any 
more  formal  text.  Eve  made  fourteen  trips 
to  Europe,  knew  French  and  German  well, 
and  was  intimate  with  the  world’s  medical 
literature.  It  is  significant  that  he  devoted 
111  pages  of  his  book  to  surgery  of  the 
skull,  brain  and  spinal  “column.”  Further, 
he  inserted  editorial  comments  which  dem- 
onstrated his  superior  understanding  of  the 
physiological  problems  involved.  For  ex- 
ample, after  summarizing  the  case  of  a 
patient  in  whose  brain  the  breech-pin  of 
a gun  had  lodged  and  who  had  been  “over- 
powered by  the  loss  of  blood,”  Dr.  Eve  in- 
serts in  brackets  the  pertinent  inquiry, 
“Were  the  convulsions,  &c.,  the  effect  of 
the  loss  of  blood  or  of  effusion  within  the 
cranium  (i.e.,  hematoma)  ?” 

Paul  F.  Eve’s  other  great  contribution 
was  his  influence  upon  his  pupils  and  upon 
the  physicians  of  the  surrounding  area. 
His  unimpeachable  integrity,  as  suggested 
by  his  report  of  “Unsuccessful  Cases  in 
Surgery,”21  as  well  as  his  personal  knowl- 
edge and  skill  exerted  immeasurable  in- 
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fluence  upon  his  pupils  and  colleagues,  par- 
ticularly as  regarded  neurosurgical  mat- 
ters, in  which  he  was  referred  to  as  an 
authority.  Moreover,  some  of  his  contem- 
poraries in  his  early  Nashville  days  had 
ideas  of  their  own. 

Thus,  B.  W.  Avent22  of  Murfreesboro 
reported  a case  in  1851  in  which  he  had 
placed  a ligature  about  the  neck  of  a cere- 
bral hernia.  When  it  sloughed,  he  cau- 
terized the  base  “with  potash”  and  “com- 
pressed it  by  a metal  plate.”  The  patient 
died,  but  the  physician  had  employed  some 
of  the  devices  in  use  today. 

In  the  next  year,  F.  A.  Russworm,23  of 
Flewellin’s  X Roads,  Mississippi  reported 
in  the  “Nashville  Journal  of  Medicine  and 
Surgery”  the  use  of  the  suture  ligature 
for  cerebral  fungus,  with  death ; and  W.  L. 
Sutton24  of  Georgetown,  Kentucky,  related 
the  relief  of  status  epilepticus  by  chloro- 
form, the  wonder-drug  of  the  time.  A 
similar  result  with  chloroform  in  an  infant 
had  been  reported  in  1854  by  J.  H.  Davis25 
of  Cross  Plains,  Tennessee. 

In  1854,  T.  S.  Smith26  of  Murfreesboro 
reported  a case  of  gunshot  wound  of  the 
brain  who  lost  “not  less  than  1 or  1 1/2 
teaspoonfuls  of  brain”  and  who  recovered 
after  the  use  of  calomel,  1 gr.  every  hour 
for  two  days  with  intermediate  salts  every 
six  hours. 

In  1859,  S.  P.  Crawford27  reported  re- 
covery of  a patient  who  lost  two  ounces 
of  brain,  and  in  the  following  year  there 
appeared  in  the  “Nashville  Journal  of  Medi- 
cine and  Surgery”  the  paper  of  F.  M.  Roun- 
saville28  of  Bluffton,  Arkansas,  who  dealt 
with  the  problem  of  a child  with  a crush- 
ing wound  of  the  head  in  the  following 
fashion:  “I  then  had  a mechanic  of  our 
neighborhood  to  convert  one  of  my  small 
spatulas  into  a saw,  with  which  I divided 
the  resisting  angles  of  bone  and  elevated 
the  depressed  parts  with  a probe.  After 
cleansing  the  parts  well  and  trimming  the 
hair  from  the  pendant  scalp,  I drew  it  over 
the  bones  and  applied  an  adhesive  plaster. 
...  I then  covered  the  parts  with  Anely 
pulverized  charcoal.”  A fungus  developed, 
but  healing  Anally  occurred  and  the  child 
was  well  one  and  one-half  years  afterward. 

The  great  variation  in  dissemination  of 


medical  knowledge  in  these  early  days  is 
clearly  shown  in  two  consecutive  papers  in 
the  “Nashville  Journal  of  Medicine  and 
Surgery”  in  1858.  In  the  Arst,  F.  O.  Dan- 
nelly,29  of  Greenville,  Georgia,  reports  the 
clinical  and  post-mortem  Andings  in  an  ob- 
vious case  of  purulent  meningitis  as  though 
it  were  an  unheard  of  medical  curiosity. 
In  the  next  paper,  J.  F.  Townes,30  of  Farm- 
ville,  Tennessee,  casually  relates  the  his- 
tories of  Ave  cases  of  meningitis  as  an 
everyday  disease,  laying  stress  on  its  epi- 
demiologic aspects. 

Paul  F.  Eve's  last  paper  was  presented 
in  Philadelphia  in  1876,  just  one  year  be- 
fore his  death  at  the  age  of  71.  Long 
before  this,  however,  the  star  of  William 
T.  Briggs  had  begun  to  ascend  and  he  had 
shown  an  even  greater  interest  in  neuro- 
surgery than  had  Eve.  Like  Eve’s,  his 
surgery  of  the  nervous  system  was  essen- 
tially that  of  traumatic  cases,  but  he  ex- 
tended his  interest  and  surgical  attack  to 
late  post-traumatic  problems,  particularly 
those  of  epilepsy.  He  gave  much  thought 
to  and  wrote  much  about  the  underlying 
physiology  of  this  condition  and  the  dif- 
Aculties  of  its  surgical  treatment. 

His  Arst  paper  on  this  subject  was  pub- 
lished in  1866. 31  In  this  he  reported  four 
cases  of  operative  treatment  of  traumatic 
epilepsy,  one  an  eight-year  cure.  The  op- 
eration in  all  cases  consisted  of  removal 
of  depressed  bone  and  leaving  the  brain 
severely  alone.  He  emphasized  the  wisdom 
of  being  certain  of  the  site  of  injury 
through  unmistakable  external  evidence. 

A few  years  later,  the  “Nashville  Jour- 
nal of  Medicine  and  Surgery”  reviewed  a 
British  paper  on  trephining  for  epilepsy 
and  added  the  editorial  comment,  “There 
have  been  several  good  results  here  in  cases 
of  this  operation,  particularly  by  Dr. 
Briggs.”32  At  the  time,  Dr.  Briggs  was 
the  assistant  editor  of  the  journal. 

He  pursued  the  subject  himself,  however, 
and  in  1876  published  (in  three  parts)  his 
great  and  lengthy  paper  entitled,  “The  Tre- 
phine: Its  Uses  in  Injuries  of  the  Skull.”33 
This  paper  begins  with  a review  of  the 
history  of  cranial  surgery,  beginning  with 
Hippocrates,  and  demonstrating  a scholarly 
study  on  the  subject  and  a clear  under- 


48 


EARLY  NEUROSURGERY  IN  NASHVILLE  AND  ITS  ENVI RONS— Pilcher 


February,  1949 


standing  of  the  shortcomings  of  some  of 
his  predecessors. 

He  then  discusses  the  mechanics  of  blows 
on  the  head,  points  out  that  the  skull  may 
be  badly  damaged  without  serious  injury 
to  the  brain  and  vice  versa,  and  takes  up 
the  general  and  localizing  neurologic  phe- 
nomena that  may  follow  such  injuries,  in- 
cluding focal  convulsive  seizures. 

On  the  basis  of  this  background,  he  then 
considers  the  “objects  to  be  obtained  by 
the  trephine:  First,  to  prevent  ...  or  re- 
lieve irritation  ...  by  the  removal  of 
spiculae  . . . and  by  extracting  foreign 
bodies.  . . . Secondly,  to  relieve  the  symp- 
toms of  compression  of  the  brain,  whether 
caused  by  depressed  bone,  extra vasated 
blood  or  the  formation  of  pus.”  The  de- 
scription of  the  clinical  picture  of  middle 
meningeal  hemorrhage  is  clear  and  com- 
plete and  the  urgency  of  operation  in  such 
cases  is  emphasized. 

Two  other  case  reports  of  operations  on 
the  skull  were  published  by  Dr.  Briggs  in 
1876,34' 35  in  one  of  which  it  is  mentioned 
that  the  wound  was  closed  with  “silver 
sutures.” 

Again,  in  1884,  he  returned  to  the  sub- 
ject with  a long  paper  on  the  surgical  treat- 
ment of  epilepsy.36  He  recognized  clearly 
the  epileptogenic  effects  of  irregularities 
of  the  inner  surface  of  the  skull  caused  by 
depressed  fractures  and  advocated  opera- 
tive treatment  in  such  cases.  “A  person 
who  is  the  subject  of  accentuated  pressure 
upon  the  membranes  of  the  brain  from 
fractures  of  the  skull  is  like  one  who  has 
the  sword  of  Damocles  suspended  over  his 
head.”  He  fell  into  two  common  errors  of 
the  period — namely,  attributing  convulsions 
to  ultimate  effects  upon  the  medulla  ob- 
longata, and,  in  other  cases,  to  remote 
sources  of  irritation  (such  as  osteomye- 
litis of  the  tibia  in  one  case  which  he  re- 
lates). On  the  other  hand,  he  believed 
strongly  in  the  irritative  effects  of  spasm 
of  the  cerebral  arteries,  a hypothesis  which 
is  supported  by  some  authorities  at  the 
present  time. 

Other  cases  of  operations  for  epilepsy 
were  demonstrated  to  students  by  Dr. 
Briggs  in  188937  and  189338  and  the  re- 
ports of  these  operative  clinics  were  writ- 


ten by  “Larkin  Smith,  hospital  interne,” 
and  “W.  M.  Brazelton,  medical  student,” 
respectively.  In  the  latter  report,  Dr. 
Briggs  related  60  cases  of  operation  for 
epilepsy,  with  2 deaths  and  80  per  cent 
cures.  Since  the  case  demonstrated  was 
reported  as  a “perfect  cure”  after  having 
had  one  postoperative  seizure  and  only 
three  months  observation,  it  is  to  be  feared 
that  the  percentage  of  cures  is  open  to 
question. 

Between  these  case  reports,  in  1892,  Dr. 
Briggs  published  his  detailed  communica- 
tion entitled,  “Compression  of  the  Brain 
and  the  Province  of  the  Trephine,”1  from 
which  the  quotation  at  the  beginning  of 
this  paper  is  taken.  Here,  again,  he  showed 
a clear  understanding  of  the  hydrodynamic 
principles  of  intracranial  pressure,  already 
known  as  the  “Monro-Kellie  hypothesis.” 
He  reiterated  that  “fractures  of  the  skull 
are  dangerous  in  proportion  to  the  injury 
they  inflict  on  the  brain  and  its  mem- 
branes.” In  this  paper,  more  than  any 
other,  one  finds  the  remarkable  combination 
of  sound,  conservative  adherence  to  basic 
principles  on  the  one  hand  and  proof  of 
bold  and  skillful  attack  upon  proven  sur- 
gical problems  on  the  other. 

Evidence  of  the  latter  had  already  ap- 
peared in  his  attack  upon  two  other  neuro- 
surgical problems.  In  1872  he  reported39  a 
radical  procedure  for  trigeminal  neuralgia, 
in  which  the  infraorbital  nerve  and  spheno- 
palatine ganglion  were  isolated  through  the 
antrum  and  traced  back  through  the  outer 
orbital  border  to  the  foramen  rotundum. 
In  the  other  he  described  a reamputation 
of  the  leg  for  painful  stump  and  neuroma 
which  had  defied  more  conservative  treat- 
ment.40 

During  the  long  period  of  Briggs’  influ- 
ence, other  surgeons  of  the  area  were  also 
interested  in  neurosurgery. 

J.  F.  Weeds,41  an  army  surgeon  and 
friend  of  Dr.  Briggs,  in  1872  published  in 
the  Nashville  journal  a magnificent  paper 
on  intracranial  abscess.  He  reviewed  the 
literature,  collecting  214  cases.  Of  these 
only  three  recovered  and  two  of  these  were 
subdural  abscesses,  the  third  not  described 
as  to  location.  Weeds’  own  case,  remark- 
ably diagnosed  and  boldly  treated  by  stab- 
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bing  the  brain  through  a trephine  opening, 
was  the  first  case  of  intracerebral  abscess 
ever  reported  to  recover. 

In  1887,  J.  W.  Maddin42  of  Nashville 
reported  a patient  “who,  in  a difficulty  with 
several  of  his  neighbors  at  the  meeting  of 
the  local  literary  club,  had  been  struck  on 
the  head  with  a plank.  . . .”  Crushed  bone 
and  brain  tissue  were  removed,  a cerebral 
hernia  formed  and  receded,  and  the  defect 
was  then  repaired  with  a skin  graft  from 
the  patient’s  forearm. 

In  1892,  S.  B.  Fowler43  of  Gainesboro, 
Tennessee,  described  an  extensive  injury 
with  removal  of  nearly  half  of  the  calva- 
rium. He  stated  proudly  that,  “There  was 
considerable  suppuration,  but  no  other  bad 
symptom.”  Further,  in  the  same  year,  he 
improved  his  showing  by  describing44  two 
similar  cases.  In  one,  33  pieces  of  bone 
were  removed,  the  wound  was  irrigated 
with  bichloride  and  there  was  no  pus.  In 
the  other,  recovery  occurred  with  “very 
little  pus.” 

W.  T.  Williams,45  of  Cowan,  Tennessee, 
reported  a late  case  with  infected  hema- 
toma, and  in  1894  Sandy  Harrel,46  of  Rus- 
sellville, Kentucky,  described  an  anenceph- 
alic  monster  with  meningocele  which  looked 
“like  a chimpanzee.”  Since  the  mother  had 
dreamed  of  a chimpanzee,  Dr.  Harrel  felt 
called  upon  to  argue  eloquently  and  hu- 
morously against  the  theory  of  “maternal 
impression.” 

William  T.  Briggs,  who  had  been  Pro- 
fessor of  Surgery  in  the  University  of 
Nashville  since  Eve’s  resignation  in  1868, 
died  in  1894.  The  memorial  issue  to  the 
Nashville  journal  eulogized  him  at  great 
length  and  then  announced  the  succession 
of  his  son,  Charles  S.  Briggs,  to  the  Chair 
of  Surgery.47  (Other  changes  were  the 
promotion  of  O.  H.  Wilson  to  be  Demon- 
strator of  Operative  Surgery  and  Samuel 
S.  Briggs  to  be  Demonstrator  of  Anatomy. 
The  latter  was  to  be  assisted  by  a certain 
W.  H.  Witt,  “a  graduate  of  the  last  class.”) 

Charles  Briggs  also  took  over  the  “Nash- 
ville Journal  of  Medicine  and  Surgery”  as 
“Editor  and  Proprietor,”  and  made  it  his 
personal  organ.  Nearly  every  volume  con- 
tained not  only  reports  of  his  clinics,  but 
summaries  of  long  lists  of  successful  or 


unusual  operations  “at  a Private  Surgical 
Infirmary”  for  the  preceding  “season.” 

Many  of  these  cases  were  neurosurgical, 
and  in  most  he  followed  the  precepts  of 
his  illustrious  father.48- 49  In  one  case50  in 
which  the  lateral  sinus  was  torn,  the  wound 
had  to  be  packed  open  on  two  occasions. 
In  this  patient,  also,  small  wooden  plugs 
were  used  to  control  bleeding  from  large 
vessels  in  the  diploe  of  the  skull.  An  ex- 
cellent physiological  explanation  of  the 
blindness  which  occurred  in  one  eye  of  this 
patient  was  given  by  Dr.  George  Price. 

As  the  century  reached  its  close,  newer 
neurosurgical  subjects  began  to  find  their 
way  into  the  local  literature.  Charles 
Briggs51  removed  a sarcoma  of  the  scalp 
under  locally  injected  cocaine  anesthesia 
(first  used  in  Nashville  by  W.  T.  Briggs 
in  1884. 5-)  An  editorial53  discussed  acro- 
megaly and  gigantism  and  their  possible  re- 
lation to  the  pituitary  gland.  C.  W.  Lewis,54 
of  West  Nashville,  reported  a case  of  spina 
bifida,  but  treated  it  only  with  “com- 
presses,” with  a fatal  result.  Another  edi- 
torial55 discussed  the  wisdom  of  removing 
a portion  of  the  brain  itself  for  epilepsy, 
as  suggested  by  Manteuffel.  In  the  August, 
1896,  issue  of  the  Nashville  journal  is  the 
first  mention  of  the  X-rays  under  the  title 
“Cathode  Surgery,”  as  reported  from  To- 
ronto.56 

In  1897,  C.  A.  Robertson57  records  for 
the  first  time  in  Nashville  a deliberate  sur- 
gical attack  upon  a brain  tumor.  He  in- 
cluded a splendid  summary  of  the  existing 
knowledge  of  the  subject,  including  the 
pathology  of  cerebral  tumors  (most  were 
thought  to  be  either  tuberculous  or  syph- 
ilitic). His  patient  died,  but  he  was  not 
abashed,  for  he  knew  of  the  almost  uni- 
versally poor  results  attending  such  opera- 
tions elsewhere. 

Charles  Briggs58  attempted  to  remove  a 
bullet  from  the  spinal  canal  but  stopped 
without  doing  a laminectomy.  He59-  60  re- 
moved the  supraorbital  and  infraorbital 
nerves  for  trigeminal  neuralgia  and 
“stretched”  the  sciatic  nerve  at  open  op- 
eration for  sciatica.61 

E.  G.  Wood,62  of  Nashville,  in  1901  pub- 
lished a beautiful  paper  on  Jacksonian  epi- 
lepsy, in  which  he  indicated  a full  knowl- 
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edge  of  the  principles  of  cortical  irritation 
and  localization:  “It  may  be  said  that  in 
all  cases  Jacksonian  epilepsy  indicates  an 
irritative  lesion  of  the  sensori-motor  region 
of  the  cortex.”  He  described  a case  with 
attacks  beginning  in  the  thumb.  The  pa- 
tient was  operated  upon  by  Dr.  McGannon 
(just  rising  to  great  prominence  in  the 
community)  who  found  a cyst  under  the 
bone  in  the  expected  area. 

In  1902,  J.  B.  Murfree,63  of  Murfrees- 
boro, addressed  the  State  Medical  Associa- 
tion on  “Some  Observations  in  Brain  Sur- 
gery,” reporting  six  traumatic  cases.  The 
paper  is  a landmark  in  neurosurgery  in 
Middle  Tennessee,  not  only  because  of  its 
excellent  surgery  done  in  a rural  commu- 
nity, but  because  Dr.  Murfree  had  the  cour- 
age to  trust  his  aseptic  technic  and  close 
his  wounds  without  drainag 
nentlv  successful  results.  For  thisHiM 
roundly  criticized  in  the  discussion. 

Thus  Nashville  may  rntproud  (flf 
neurosurgery  of  the  last  ^century  here. 
Crude  though  it  was,  it  paralleled  and 
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This  record  is  due  largely  to  the  courage, 
the  knowledge  and  the  skill  of  a series  of 
surgical  leaders  who  were  the  peers  of  the 
world’s  great  surgeons  of  the  era.  Paul 
Eve  and  W.  T.  Briggs  were  the  masters, 
but  their  several  descendants  by  blood  or 
by  profession  were  worthy  followers. 

One  of  these,  Richard  Douglas,  was  said 
to  have  done  much  neurosurgical  operating, 
but  he  recorded  little  of  his  experience.  He 
did,  however,  in  his  “Charge  to  the  Grad- 
uating Class”64  in  1891  give  us  a theme 
which  might  well  have  been  the  guiding 
principle  of  his  distinguished  predecessors : 
“Medicine  is  a jealous  mistress.  To  re- 
tain her  distinguished  affection,  everything 
in  life  must  be  subservient  to  her  sway.  . . . 

“Lastly  and  above  all,  throw  all  the  might 
and  power  and  energy  of  your  being  into 
this  labor  of  your  life.  Attain  knowledge, 
for  in  the  possession  of  that  alone  lies  your 
only  hope  of  success. 

“The  heights  by  great  men  reached  and  kept 
Were  not  attained  by  sudden  flight, 
But  they,  while  their  companions  slept, 
Were  toiling  upward  in  the  night.”65 
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Special  Notice 

There  will  be  a called  meeting  of  the  House  of  Delegates  of  The  Ten- 
nessee State  Medical  Association  on  Monday,  April  11,  1949,  at  the  Read 
House,  Chattanooga.  The  meeting  will  be  called  to  order  at  9 :00  A.M.  for 
the  transaction  of  any  business  which  may  be  brought  before  it. 

The  regular  meeting  of  the  House  of  Delegates,  as  provided  by  the 
constitution,  will  be  held  Tuesday,  April  12,  at  2:00  P.M.  This  matter  will 
also  be  held  at  the  Read  House  in  Chattanooga. 

Any  unfinished  business  of  the  preceeding  day  and  voting  on  amend- 
ments to  the  constitution  will  be  brought  before  this  session. 

This  notice  constitutes  the  official  call  of  the  special  meeting  as  ordered 


by  the  Board  of  Trustees. 
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INTUSSUSCEPTION  IN  1831 

OWEN  H.  WILSON,  M.D.,  Nashville 

As  a boy  I remember  a thrilling  story 
about  my  grandfather  saving  a man’s  life 
by  untying  some  knots  in  his  intestines. 
In  1880  a biographical  sketch  in  the  His- 
tory of  Davidson  County  gave  these  meager 
details  of  Dr.  John  R.  Wilson,  probably 
written  by  his  son,  Dr.  W.  L.  Wilson: 

“He  was  born  in  South  Carolina  in  1799 
but  the  family  soon  moved  to  Rutherford 
County,  Tennessee.  He  read  medicine  un- 
der the  preceptorship  of  Dr.  Wilson  Yan- 
dell.  He  graduated  from  Transylvania 
University  in  1825,  and  while  there  was  a 
special  pupil  of  Dudley  and  Drake.  In 
1836  he  bought  a cotton  plantation  in  Yazoo 
County,  Mississippi,  but  returned  to  Ten- 
nessee to  practice  first  in  Rutherford,  then 
in  Davidson  County.  He  had  quite  a repu- 
tation as  a surgeon.  Among  the  most  dif- 
ficult of  his  surgical  experiences  was  an 
operation  for  the  relief  of  intussusception 
of  the  bowel,  an  operation  at  that  time  un- 
known to  surgery,  performed  on  a negro 
man  in  Rutherford  County.  The  patient 
recovered  and  lived  to  an  old  age.  The 
notes  of  the  operation  having  been  lost,  a 
more  extended  notice  cannot  be  given.” 

His  Davidson  County  home  and  farm  is 
now  the  Municipal  Airport,  and  when  in 
the  recent  war  it  became  necessary  to  ex- 
tend the  runways,  Dr.  Wilson’s  old  office 
was  razed.  In  it  were  found  his  diploma 
conferred  by  Transylvania  in  1825,  also  a 
day  book  used  during  his  Rutherford  County 
practice.  In  it  was  one  entry  November 
20,  1831,  “85.00  for  operation  of  ‘gastrot- 
omy’  on  Chas.  Dement’s  ‘N’  boy,”  and  also 
record  of  three  or  four  subsequent  visits. 
There  was  also  a letter  dated  January  5, 
1853,  from  his  brother-in-law,  Dr.  Thos. 
C.  Black  of  Rutherford  County,  urging  him 
to  report  some  of  his  unusual  cases,  noting 
especially  the  intussusception.  “With  re- 
gard to  Dement’s  negro,  that  case  occurred 
whilst  I was  living  in  McMinnville  and 
must  have  been  in  the  winter  of  1829-30, 
and  all  I know  is  from  hearsay.  My  recol- 
lection is  that  it  was  a case  of  Ileus  at- 
tended with  intussusception  in  which  all 
the  remedies  usually  tried,  embracing  bleed- 
ing, general  and  local,  blistering  and  all 


purgatives,  followed  by  the  anodyne  treat- 
ment, failed  to  relieve  and  an  operation  of 
gastrotomy  was  performed.  The  intussus- 
cepted  portion  of  the  bowel  found  and 
pulled  out,  breaking  up  pretty  firm  peri- 
toneal adhesions  which  had  taken  place 
between  the  upper  and  lower  portion  of 
the  bowel.  The  alvine  evacuations  imme- 
diately followed  and  the  patient  recovered 
speedily  and  as  long  as  Dement  owned  him 
continued  entirely  well.” 

Such  was  the  meager  and  uncertain 
knowledge  of  this  pioneer  operation  until 
a few  days  ago  Dr.  Amos  Christie,  head 
of  Vanderbilt  Pediatric  Department,  was 
browsing  among  old  books  and  found  a 
report  of  this  same  case  by  Dr.  Wilson’s 
student  apprentice  which  is  here  appended. 
Dr.  Christie  has  been  a frequent  visitor  at 
my  home  and  had  noticed  my  grandfather’s 
portrait  and  recognized  the  name.  The 
following  article  was  found  in  the  Amer- 
ican Journal  of  the  Medical  Sciences,  page 
263,  volume  18,  old  series,  but  it  was  ab- 
stracted from  December,  1835,  issue  of 
Transylvania  Journal  of  Medicine. 

John  R.  Wilson,  M.D.,  communicated  by 
Mr.  W.  W.  Thompson,  student  of  medicine: 

“The  facts  of  the  following  case  were 
recalled  to  my  mind  by  the  remarks  of  the 
Professor  of  Anatomy  and  Surgery  in  his 
late  lecture  on  the  diseases  of  the  intes- 
tines. The  propriety  of  an  operation  in 
cases  of  intussusception,  where  other  reme- 
dies had  failed,  was  suggested  by  the  pro- 
fessor, though  he  gave  no  directions  con- 
cerning the  mode,  leaving  that  to  the  judg- 
ment and  skill  of  the  operator. 

“This  operation,  novel,  I believe,  in  the 
annals  of  surgery,  was  performed  by  my 
friend  and  preceptor,  John  R.  Wilson,  M.D., 
then  of  Rutherford  County,  Tennessee,  now 
of  Mississippi,  between  the  25th  and  30th 
of  December,  1831,  and  with  complete  suc- 
cess. The  following  report  of  the  case  is 
given  from  memory,  but  is  substantially 
correct.  It  is  presumed  that  Dr.  Wilson  will 
at  some  future  day  favour  the  profession 
with  a more  circumstantial  report,  which 
cannot  fail  to  attract  considerable  attention. 

“The  subject  of  the  operation  was  a negro 
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man,  aged  about  twenty  years,  the  property 
of  Mr.  Charles  Dement.  The  patient  had 
laboured  for  seventeen  days  under  bilious 
colic,  and  stercoraceous  vomiting,  and  the 
other  more  alarming  symptoms  of  this  dis- 
ease had  appeared.  All  the  active  purga- 
tives were  administered  in  vain,  and  on  the 
evening  before  the  operation  was  resolved 
upon,  as  a dernier  resort,  some  ounces  of 
crude  mercury  were  given.  The  constipa- 
tion remaining,  with  the  other  formidable 
appearances,  it  was  plain  that  nothing  but 
the  knife  could  save  the  patient. 

“The  operation  was  performed  in  the 
following  manner : An  incision  was  made 
along  the  linea  alba,  commencing  above 
the  umbilicus  and  extending  two  or  three 
inches  below  it,  being  in  all  above  five 
inches  in  extent.  The  bowels  being  pro- 
truded through  the  wound,  that  portion  in- 
volved in  the  stricture  came  into  view.  It 
was  found  to  be  in  the  ileum.  The  bowel 
was  grasped  above  and  below  the  point  of 
obstruction,  and  after  several  efforts  of 
considerable  force,  the  adhesion  gave  way. 
The  exertion  necessary  to  break  up  the 
attachments,  it  was  feared,  might  lacerate 
the  intestine,  but  no  such  accident  followed. 
The  bowel  strangulated  was  of  a dark  livid 
appearance,  evidently  approaching  gan- 
grene, and  of  double  its  ordinary  size.  The 
vessels  of  the  omentum  were  also  deeply 
engorged  with  black  blood,  apparently  stag- 
nant. The  parts  seemed  to  be  on  the  verge 
of  mortification.  After  returning  the  in- 
testines into  the  abdomen,  having  carefully 
excluded  the  atmosphere  during  the  op- 
eration by  a warm,  moist  cloth  spread  over 
the  viscera,  the  wound  was  made  secure 
by  a few  stitches  with  the  needle  and  ad- 
hesive strips.  The  patient  was  put  to  bed, 


and  in  a very  short  time  voided  the  mer- 
cury which  he  took  the  evening  before. 
His  recovery  was  rapid  and  entire. 

“The  success  of  this  case,  in  which  the 
operation  was  so  long  deferred,  and  at 
last  performed  under  such  unfavourable  cir- 
cumstances, warrants  the  propriety  of  re- 
sorting to  it  in  the  disease,  and  proves  that 
relief  may  occasionally  be  afforded  by  this 
means,  when  all  others  have  failed.” — 
Transylvania  Journal  of  Medicine,  Decem- 
ber, 1 835.  A merican  Journal  of  the  Medical 
Sciences,  18,  Old  Series,  1836,  p.  263. 

Comments 

It  was  quite  a while  before  surgical 
treatment  of  this  condition  was  accepted. 
In  the  1872  edition  of  Dr.  Sam’l  D.  Gross’ 
“System  of  Surgery,”  he  says,  “I  have  no 
fancy  with  this  kind  of  interference.” 

In  the  three-volume  “System  of  Surgery” 
by  Holmes  of  St.  George’s  Hospital,  Lon- 
don, edited  1882  by  Packard,  we  find,  “The 
proposal  to  open  the  abdomen  should  not 
be  entertained.” 

Spence  of  Edinburgh  in  1876  says,  “I 
can’t  look  upon  the  operation  of  gastrot- 
omy  as  offering  much  chance.” 

In  Dr.  John  A.  Wyeth’s  “Textbook  of 
Surgery,  1887,”  he  says,  “The  only  means 
of  decreasing  the  heavy  mortality  of  in- 
tussusception is  abdominal  section.  Don’t 
delay.” 

John  Robertson  Wilson,  1799-1855,  was 
the  grandfather  of 

Owen  Harris  Wilson,  Vanderbilt,  M.D., 
1891 

Albert  Wynne  Harris,  Vanderbilt, 
M.D.,  1901 

The  great,  great-grandfather  of 

Basye  Kimbrough  Hibbett,  III,  Van- 
derbilt, M.D.  ( ?) , 1949. 
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The  Legislature’s  Answer 

A great  number  of  persons  all  over  Amer- 
ica are  wondering  what  Congress  will  do 
with  the  “Health  Question.”  The  President 
has  declared  himself  in  favor  of  some  kind 
of  a radical  change.  The  bill  of  the  Eight- 
ieth Congress  which  was  known  as  S 1320 
has  been  reintroduced  as  S 5 in  the  Eighty- 
First  Congress.  No  changes  except  in  dates 
of  effectiveness. 

In  past  years  we  have  published  whatever 
our  Congressmen  and  Senators  from  Ten- 
nessee desired  to  say  on  the  subject  of  so- 
cialized or  political  medicine.  These  letters 
have  been  brief,  but,  as  a rule,  the  Tennes- 
see delegation  left  no  doubt  that  it  was 
opposed  to  any  tinkering  with  medicine. 

In  this  issue  of  the  Journal  we  publish 
a paper  by  Senator  Estes  Kefauver.  This 
speech  was  written  to  be  delivered  before 
the  Hamilton  County  Medical  Society  dur- 
ing their  Clinical  Congress  last  fall.  Weath- 
er conditions  prevented  its  delivery. 

In  several  states  the  legislatures  have 
passed  joint  resolutions  memorializing  their 
Congressmen  and  Senators  to  oppose  regi- 
mentation of  the  medical  profession.  The 
Nebraska  Legislature  was  the  first  to  take 
such  action.  That  was  followed  by  Arkan- 
sas and  Tennessee.  We  give  the  text  of  the 
Tennessee  joint  resolution.  We  suggest 
that  doctors  all  over  the  state  write  or  see 
their  representatives  and  senators  and 


thank  them  for  the  position  taken  as  ex- 
pressed in  the  joint  resolution.  You  will 
find  it  much  easier  to  thank  a person  for  a 
favor  rendered  than  to  ask  him  to  do  you 
a favor. 

Of  course,  such  joint  resolutions  passed 
by  legislatures  will  have  a very  great  effect 
in  Congress.  The  legislator  is  much  nearer 
his  small  constituency  than  a congressman 
or  senator  can  be.  The  state  legislator  is 
right  down  at  the  “grass  roots,”  and  few, 
if  any,  congressmen  will  turn  a deaf  ear  on 
a joint  resolution  which  passes  in  his  home 
state. 

We  hope  other  states  will  take  like  ac- 
tion. 


Participating  Physicians 

Before  this  issue  of  the  Journal  is  re- 
ceived, every  doctor  of  medicine  in  Tennes- 
see will  receive  a letter  urging  that  the 
physician  sign  an  enclosed  agreement  to 
participate  in  the  “Tennessee  Medical  Care 
Plan.” 

It  is  well  to  enumerate  the  benefits  and 
duties  of  such  participating  physicians, 
even  though  it  means  repetition  of  the  mat- 
ter already  published. 

As  stated  above,  every  doctor  of  medicine 
in  Tennessee  is  invited  to  sign  the  agree- 
ment to  become  a participating  physician. 
Those  who  are  not  members  of  the  Associa- 
tion agree  to  abide  by  the  rules  and  regula- 
tions the  same  as  members  of  the  Associa- 
tion. It  would  be  unjust  to  discriminate 
against  nonmembers,  and  legal  complica- 
tions might  result  in  any  other  course. 

As  the  policies  will  cover  Surgery,  Ob- 
stetrics, and  Fractures  in  office,  home,  hos- 
pital, or  elsewhere,  many  of  the  general 
practitioners,  living  near  or  far  from  hos- 
pitals, will  perform  services  covered  by  the 
Schedule.  Even  in  the  larger  towns,  those 
physicians  who  do  little  or  no  Surgery,  Ob- 
stetrics, or  Orthopedics  will  be  benefited  by 
the  plan  and  such  physicians  should  partic- 
ipate. In  the  first  place,  the  plan  is  spon- 
sored by  their  Association  and  therefore 
they  should  cooperate.  In  the  second  place, 
with  surgical  bills  cared  for  by  the  insur- 
ance plan,  the  patients  will  be  able  to  pay 
for  medical  attention.  Then  in  the  third 
place,  we  are  assured  that  even  at  the  be- 
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ginning  some  companies  will  offer  riders 
covering  medical  care.  So  the  “Non-Sur- 
gical”  doctors  will  be  benefited  by  partici- 
pating. 

The  companies  which  are  to  offer  policies 
will  make  every  effort  to  simplify  and  min- 
imize the  amount  of  “paper  work”  required 
of  the  physicians.  It  may  even  be  possible 
to  use  one  form  for  all  companies.  Each 
person  insured  will  have  an  identification 
card,  and  it  will  probably  be  true  that  rec- 
ord of  work  done  for  the  beneficiaries  of 
these  policies  will  be  less  than  is  necessary 
for  “private  patients.” 


Resume  of  Sessions  of  the  Board  of 
Trustees  and  the  Prepaid  Insurance 
Committee 

Meetings  of  the  Board  of  Trustees  and 
the  Prepaid  Insurance  Committee  were  held 
concurrently  in  Nashville  January  30.  Ac- 
tion highlights  are  summarized. 

Board  of  Trustees 

1.  Created  a special  Committee  on  Vet- 
erans’ Affairs.  This  committee,  through 
cooperation  with  other  state  societies,  will 
seek  certain  changes  in  procedure  of  the 
Veterans  Administration  in  paying  for  med- 
ical and  hospital  benefits  for  nonservice  con- 
nected disabilities. 

2.  Adopted  a program  of  public  informa- 
tion and  education  designed  to  acquaint  the 
public  with  the  evils  of  socialized  medicine 
and  to  promote  a state-wide  program  of 
health  improvement.  Allied  agencies  will 
be  asked  to  cooperate. 

3.  Elected  Dr.  W.  C.  Chaney,  Memphis, 
as  the  representative  of  the  Tennessee  State 
Medical  Association  on  the  fifty-three-phy- 
sician Coordinating  Committee  on  Public 
Relations  of  the  American  Medical  Associa- 
tion. 

4.  Rescinded  a previous  action  which  re- 
quired the  payment  of  the  American  Medi- 
ical  Association  assessment  of  $25  as  a con- 
dition of  membership  in  the  State  Associa- 
tion. 

5.  Adopted  a resolution  petitioning  the 
American  Medical  Association  to  allocate  a 
substantial  amount  of  its  public  relations 
funds  raised  by  the  assessment  to  state  so- 


cieties which  will  adopt  and  undertake  a 
suitable  program  at  the  state  level. 

6.  Was  advised  that  Tennessee  would  be 
entitled  to  the  third  delegate  to  the  Ameri- 
can Medical  Association,  since  certified 
membership  now  stands  at  2,027. 

Prepaid  Insurance  Committee 

1.  Completed  details  for  launching  the 
insurance  program  by  March  1. 

2.  Established  an  executive  committee  of 
five  for  handling  supervisory  details  of  the 
insurance  program. 

3.  The  committee  will  attempt  to  enlist 
all  physicians  in  Tennessee  as  “participat- 
ing physicians”  during  February.  Mean- 
while, insurance  companies  will  submit  con- 
tracts for  approval. 

4.  Agreed  that  the  supplying  of  “assign- 
ment of  benefit”  forms  to  participating 
physicians  should  be  done  by  the  Tennessee 
State  Medical  Association. 

5.  Moved  to  invite  colored  medical  soci- 
eties, local  and  state,  to  support  and  partic- 
ipate in  the  insurance  program. 

6.  Ruled  that  payment  for  anesthesia  un- 
der the  insurance  program  will  be  made 
only  to  a doctor  of  medicine  OTHER  than 
the  operating  surgeon. 


New  York  Newspaper  Gives  Doctors  a 
Break 

In  a recent  editorial,  entitled  “Why 
Smear  the  Doctors?”  the  New  York  Daily 
News  spanked  Federal  Security  Adminis- 
trator Ewing  for  attacking  the  doctors  be- 
cause they  are  fighting  for  their  rights. 

The  editorial  recalled  Mr.  Ewing’s  re- 
marks in  a New  York  speech  about  the 
American  Medical  Association’s  $25  assess- 
ment against  its  members. 

“That  is  smear  language,  name-calling, 
an  effort  to  line  up  public  opinion  against 
the  opponent  before  he  has  had  a chance  to 
open  his  mouth,”  the  newspaper  said,  add- 
ing: 

“It  is  not  fair  play.  We  think  it  is  bad 
tactics.  We  feel  sure  it  cannot  contribute 
to  an  intelligent  solution  of  the  problem  of 
extending  adequate  medical  care  to  the 
whole  U.  S.  population.” 

Continuing,  the  News’  editorial  said : 

“We’d  like  some  hardpan,  factual  infor- 
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mation,  for  instance,  on  such  questions  as 
these : 

“If,  under  the  proposed  system,  a patient 
can  choose  his  own  doctor,  what  happens 
when  some  popular  physician  is  swamped 
with  customers  and  an  unpopular  one  in  the 
same  community  finds  time  hanging  heavy 
on  his  hands? 

“How  are  hypochondriacs  (people  who 
think  they’re  sick  most  of  the  time  but 
aren’t)  to  be  kept  from  overloading  the 
setup?  Same  as  to  chiselers,  malingerers, 
and  people  who  would  just  love  to  move  into 
hospitals  for  good  long  rests  if  the  govern- 
ment would  pay  the  bills? 

“Suppose  doctors  here  and  there  sabotage 
the  plan  by  prescribing  unnecessary  and 
expensive  medicines,  or  unneeded  specta- 
cles, false  teeth,  trusses,  etc. 

“These  and  many  other  surprises  are 
cropping  up  in  England,  where  the  Labor 
Government  has  recently  installed  a state 
medicine  system.  Costs  are  ballooning 
above  original  estimates,  while  Health  Min- 
ister Aneurin  Bevan  screams  alibis  and 
oaths. 

“It  would  be  helpful,  we  feel,  if  Mr.  Ew- 
ing and  his  compulsory  health  insurance 
friends  would  let  the  public  know,  in  plain 
English,  what  if  any  precautions  are  taken 
in  their  plans  against  some  sad  and  very 
costly  repetitions  of  the  British  mishaps. 

“After  all,  this  public  health  problem  is 
a serious  one,  and  the  main  object  is  to  get 
it  solved  correctly  the  first  time.  Smearing 
the  American  medical  profession — which 
incidentally  leads  the  world  in  skill,  tech- 
nics, and  scientific  alertness — can  hardly 
help  toward  that  end.” 


West  Virginia  Doubles  Its  Support 

Charles  Lively,  Executive  Secretary  of 
the  West  Virginia  State  Medical  Associa- 
tion, reported  that  at  a meeting  of  all  mem- 
bers in  Charleston  recently  the  state  asso- 
ciation voted  unanimously  to  support  not 
only  the  A.  M.  A.  assessment  program  but 
an  expanded  program  of  public  relations  of 
its  own. 

The  state  association  voted  unanimously 
to  support  the  A.  M.  A.  assessment  of  $25 
against  each  member,  and,  in  addition,  the 


Council  unanimously  voted  an  additional 
assessment  of  $25  against  each  member  in 
the  state  for  use  by  the  public  relations  com- 
mittee for  education  and  publicity  purposes 
and  “such  other  purposes  as  may  be  deemed 
necessary  by  the  committee.” 

The  Council  hopes  to  provide  for  West 
Virginia  a public  relations  program  to  aug- 
ment the  national  program  of  the  American 
Medical  Association. 


Tentative  Program  of  the  One  Hundred 
Fourteenth  Annual  Meeting 

Tentative  program  of  the  One  Hundred 
Fourteenth  Annual  Meeting  of  the  Tennes- 
see State  Medical  Association,  Read  House, 
Chattanooga,  April  12,  13,  1949. 

The  Program  Committee  has  accepted  the 
following  essayists  and  titles  of  papers  to 
be  read  at  the  meeting. 

Guest  Speakers 

Thomas  J.  Dry,  M.D.,  Rochester,  Minne- 
sota, Associate  Professor  of  Medicine,  Mayo 
Clinic,  “The  Treatment  of  Congenital  Heart 
Failure.”  Invited  by  the  Tennessee  Pediat- 
ric Society. 

Colonel  James  H.  Forsee,  Chief  of  Sur- 
gical Service,  Fitzsimons  General  Hospital, 
Denver,  Colorado,  “Surgical  Treatment  of 
Malignant  Lesions  of  the  Gastro-Intestinal 
Tract.” 

D.  G.  Miller,  Jr.,  M.D.,  Secretary,  Ken- 
tucky Academy  of  General  Practice,  Mor- 
gantown, Kentucky,  “For  What  Type  Prac- 
tice Should  the  Physician  Be  Trained?  If 
for  General  Practice,  What  Should  He  Be 
Prepared  to  Do?” 

Lawrence  Reynolds,  M.D.,  Detroit,  Michi- 
gan, “Polvpsis  of  the  Colon.”  Guest  of  the 
Tennessee  Radiological  Society. 

Colonel  Elbert  DeCoursey,  Washington, 
D.  C.,  “Medical  Aspects  of  Atomic  Explo- 
sion.” 

P.  A.  Davis,  M.D.,  President,  American 
Academy  of  General  Practice,  Akron,  Ohio. 
Guest  of  the  Tennessee  Academy  of  General 
Practice. 

Essayists 

George  K.  Carpenter,  M.D.,  Nashville, 
“Trauma.” 
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James  R.  Ely,  M.D.,  Knoxville,  “Interest- 
ing Vascular  Lesions.” 

Clarence  E.  Gillespie,  M.D.,  Memphis, 
“Differential  Diagnosis  of  Lesions  of  the 
Breast.” 

Joseph  W.  Johnson,  M.I).,  Chattanooga, 
“Psychiatric  Problems  Met  in  General  Prac- 
tice.” 

Leland  M.  Johnston,  M.D.,  Jackson,  “Im- 
portant Points  in  the  Differential  Diagnosis 
of  Jaundice.” 

R.  L.  Sanders,  M.D.,  Memphis,  “When  a 
General  Practitioner  Needs  a Surgeon.” 

Symposia 

University  of  Tennessee,  Obstetrical 
Staff,  “Obstetrical  Symposium.”  Frank  E. 
Whitacre,  M.D.,  Moderator. 

Vanderbilt  University  Medical  Staff, 
“Headaches  of  the  General  Practitioner 
Symposium.”  R.  H.  Kampmeier,  M.D., 
Moderator. 

Night  Sessions 
Tuesday,  April  12 

Presidential  Address  by  H.  W.  Qualls, 
M.D.,  Memphis. 

R.  L.  Sensenich,  M.D.,  President,  Amer- 
ican Medical  Association,  South  Bend,  In- 
diana. 

Louis  A.  M.  Krause,  M.D.,  Baltimore, 
Maryland,  guest  of  the  President  of  the 
Tennessee  State  Medical  Association. 

Wednesday,  April  13 

Banquet  in  honor  of  President  Qualls. 

Recognition  of  the  Fifty-Year  Members. 

Presentation  of  gavels  to  the  Past-Presi- 
dents. 


DEATHS 


Charles  F.  Mooney,  M.D.,  Knoxville; 
University  of  Louisville  School  of  Medicine, 
1900;  aged  seventy-eight;  died  December 
19,  1948. 


George  Elbert  Bogart,  M.D.,  Sherwood ; 
Vanderbilt  University  School  of  Medicine, 
1908;  aged  sixty-five;  died  January,  1949. 


SECRETARY'S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
. . icviN  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


More  than  three  hundred  leaders  in  the 
industrial  medicine  and  hygiene  fields  at- 
tended the  Ninth  Annual  Congress  on  In- 
dustrial Health,  sponsored  jointly  by  the 
Council  on  Industrial  Health  of  the  Amer- 
ican Medical  Association  and  the  Division 
of  Industrial  Hygiene  of  the  U.  S.  Public 
Health  Service. 

The  Congress  was  held  in  Chicago  Janu- 
ary 18,  19.  It  was  concluded  that  a wide- 
spread application  of  our  present  knowledge 
of  preventive  medicine,  environmental  hy- 
giene, and  safety  engineering  could  make 
an  enormous  contribution  to  the  welfare  of 
workers  and  to  a stable  industry,  capable 
of  joint  planning  and  mutual  consideration 
by  management,  labor,  and  the  health  pro- 
fessions. It  was  felt  that  the  understanding 
of  the  problems  of  workers  possessed  by 
physicians  engaged  in  industry  was  not  be- 
ing used  to  full  advantage  as  helpful  guides 
in  the  broad  programs  of  medical  care  now 
in  formation. 

The  important  work  of  the  Congress  was 
performed  by  panel  committees  made  up 
from  the  major  professional  groups  active 
in  the  field,  with  invited  representatives 
from  labor  and  management.  The  full  po- 
tential of  industrial  medicine  had  hardly 
been  touched,  and  its  greater  realization 
depends  upon  better  understanding  by  the 
industrial  physician,  private  practitioners, 
public  and  voluntary  health  services,  indus- 
trial commissions,  and  rehabilitation  serv- 
ices. All  have  a part  to  play,  and  teamwork 
was  considered  to  represent  the  key  to 
greatly  improved  performance. 


Propaganda  at  Taxpayers’  Expense 
Mr.  Ewing’s  lengthy  and  elaborate  book- 
let, “The  Nation’s  Health — A Ten-Year 
Program,”  evidently  has  been  mailed  to 
many  or  all  Rotary  Club  presidents  in  the 
United  States  at  taxpayers’  expense. 

The  booklet,  which  contains  186  pages 
and  is  considered  more  or  less  the  “bible” 
for  social  planners  in  their  fight  for  com- 
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pulsory  sickness  insurance,  was  originally 
intended  to  be  sold  for  $1.  The  last  page 
carries  this  information : “U.  S.  Govern- 
ment Printing  Office,  1948;  for  sale  by  the 
Superintendent  of  Documents,  U.  S.  Gov- 
ernment Printing  Office,  Washington,  D.  C. ; 
price,  $1.” 

Here  is  what  one  Rotary  Club  president 
said  in  a letter  to  me  after  he  received  the 
booklet : 

“I  haven’t  read  it  [the  booklet]  over,  but 
in  the  preface  Mr.  Ewing  states  he  is  de- 
pending on  civic  clubs  such  as  ours  to  help 
pave  the  way.  It  might  be  explained  how 
the  taxpayers’  money  is  being  spent  in  put- 
ting out  such  an  elaborate  treatise  for  polit- 
ical propaganda  purposes.” 

If  it  is  a fact  that  the  Federal  Security 
Administration  mailed  a $1  government 
publication  to  approximately  4,200  Rotary 
Club  presidents  in  the  United  States,  prob- 
ably in  addition  to  thousands  of  other  civic 
club  presidents,  there  is  little  wonder  why 
a Congressional  committee  recently  began 
squawking  about  the  money  which  the  fed- 
eral government  is  spending  for  “sheer 
propaganda  designed  to  influence  public 
thinking  and  to  bring  pressure  on  Con- 
gress.” 

In  its  final  report  of  the  Eightieth  Con- 
gress, the  House  Executive  Subcommittee 
on  Publicity  and  Propaganda  said  there  is 
“considerable  overstaffing  in  the  press- 
relations  offices  of  a number  of  government 
agencies”  and  that  many  press-relations 
employees  are  utilized  by  lobbyists  “in  fur- 
therance of  propaganda  drives.” 


Four  A.  M.  A.  people — President  R.  L. 
Sensenich  of  South  Bend ; Elmer  Hender- 
son, Louisville,  Kentucky,  Chairman  of  the 
Board  of  Trustees;  Ernest  B.  Howard,  As- 
sistant Secretary;  and  Donald  G.  Ander- 
son, Secretary  of  the  Council  on  Medical 
Education  and  Hospitals — will  attend  a six- 
day  meeting  of  the  Pan-American  Medical 
Confederation  at  Lima,  Peru.  The  party 
will  make  the  trip  by  air,  leaving  Chicago 
on  February  18  and  returning  on  February 
27. 

The  Confederation  will  be  made  up  of 
two  separate  meetings — the  second  Medical 
Social  Congress  and  the  first  Congress  on 


Medical  Education.  Representatives  from 
nearly  every  country  will  attend  the  ses- 
sions. 

The  purpose  of  the  meeting  is  to  improve 
the  standards  of  medical  education  in  Latin 
America  and  to  define  and  discuss  the  rela- 
tions of  Latin-American  societies  to  the 
American  Medical  Association  and  the 
World  Medical  Association. 

The  meeting  was  originally  planned  for 
December  6-13,  but  was  postponed  because 
of  the  uncertain  political  situation  in  Peru 
at  that  time. 


New  Films  Added  to  A.  M.  A. 

Library 

The  A.  M.  A.  Committee  on  Medical  Mo- 
tion Pictures  has  procured  two  new  16  mm. 
prints,  including  “Polio  Diagnosis  and  Man- 
agement,” black  and  white,  sound,  2,290 
feet,  one  reel,  showing  time  forty-seven 
minutes.  This  movie,  on  which  there  is  a 
$4  service  charge,  deals  with  a careful  re- 
view of  the  diagnostic  signs  of  early  and 
more  advanced  poliomyelitis. 

The  second  film  is  entitled  “Examination 
of  the  Breast  for  Early  Cancer,”  color, 
sound,  590  feet,  one  reel,  showing  time  thir- 
ty minutes.  This  film,  on  which  there  is  a 
$3  service  charge,  depicts  briefly  the  various 
phases  for  examination  of  the  female  breast 
to  determine  the  presence  of  early  cancer. 
Both  films  are  procurable  from  the  commit- 
tee in  A.  M.  A.  headquarters. 


Report  of  the  Committee  on  Rebates 

At  the  St.  Louis  Interim  Session  of  the 
House  of  Delegates  of  the  American  Medical 
Association,  November  30  to  December  3, 
1948,  the  report  of  the  Committee  on  Re- 
bates was  referred  to  the  Reference  Com- 
mittee on  Miscellaneous  Business,  which 
reported  to  the  House  of  Delegates  as  fol- 
lows : 

Report  of  Committee  on  Rebates 

“Your  committee  has  given  prolonged 
consideration  to  this  matter  and  approves 
that  portion  of  the  report  which  states  that 
the  House  of  Delegates  reiterates  condem- 
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nation  of  the  practice  of  any  member’s  ac- 
cepting rebates,  and  that  the  House  of  Dele- 
gates condemns  also  the  practice  of  giving 
rebates  by  a member.  It  urges  that  the 
different  state  societies  in  those  states  in 
which  such  practices  are  not  now  illegal 
give  serious  consideration  to  the  introduc- 
tion of  legislation  making  the  practice  of 
rebating  to  or  by  physicians  illegal. 

“Your  committee  recommends  further  to 
the  component  county  societies  that  on  the 
receipt  of  a bona  fide  complaint  the  disci- 
plinary committee  of  that  society  hold  a 
hearing  and  endeavor  to  make  an  investi- 
gation of  the  doctor’s  records  and  accounts 
at  society  expense,  and  that  a record  of  such 
hearing  and  examination  be  kept  for  the 
information  of  the  state  society  and,  if 
necessary,  for  the  Judicial  Council  of  the 
American  Medical  Association.” 

The  report  of  the  Reference  Committee 
was  adopted  by  the  House  of  Delegates. 

The  complete  report  of  the  Committee  on 
Rebates  was  published  in  the  December  18, 
1948,  issue  of  The  Journal,  beginning  on 
page  1176. 

The  recommendations  of  the  Reference 
Committee  are  brought  to  your  attention 
for  appropriate  action. 

I am  informed  by  the  Bureau  of  Legal 
Medicine  and  Legislation  that  in  1947  legis- 
lation was  introduced  in  California,  Con- 
necticut, and  Florida  proposing  to  make  the 
acceptance  of  rebates  a ground  for  disci- 
plinary action  against  the  recipient.  None 
passed.  You  may  wish  to  reread  a current 
comment  that  appeared  in  The  Journal  for 
August  17,  1946,  on  page  1357,  in  which 
was  reproduced  a 1944  law  that  was  enacted 
in  New  York  relating  specifically  to  the 
practice  of  rebating. 

George  F.  Lull,  M.D. 
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The  A.  M.  A.  825  Assessment 
In  executive  session  on  Sunday,  January 
13,  1949,  the  House  of  Delegates  of  the 
Washington  State  Medical  Association 
unanimously  approved  a resolution  assess- 
ing each  active  member  of  the  state  asso- 
ciation twenty-five  dollars  for  the  year  1949, 


in  accordance  with  the  recent  action  taken 
by  the  American  Medical  Association. 

Proceeds  of  this  assessment  are  to  be 
forwarded  to  the  American  Medical  Asso- 
ciation for  use  in  connection  with  its  gen- 
eral educational  and  public  relations  pro- 
gram. 

It  was  made  clear  that  this  money  is  not 
to  be  used  for  lobbying  purposes  before  the 
Congress,  but  rather  will  be  used  in  an 
educational  campaign  to  bring  before  the 
American  people  the  progress  of,  medicine 
in  the  United  States  and  the  advantages  to 
the  public  in  the  system  of  free  choice  be- 
tween doctor  and  patient. 

Dr.  Donald  G.  Corbett,  Spokane,  a dele- 
gate to  the  A.  M.  A.  from  Washington  state, 
in  explaining  the  purpose  of  the  assessment, 
and  the  need  to  combat  the  flood  of  propa- 
ganda being  released  by  Oscar  Ewing, 
Federal  Security  Administrator,  to  obtain 
public  support  for  a national  compulsory 
health  program,  read  a letter  from  a prom- 
inent British  physician  practicing  in  Nor- 
wich, England,  which  stated,  in  part,  as 
follows : 

“Warned  by  the  British  example,  the 
American  Medical  Association  is  raising  a 
fund  of  money  from  its  140,000  members 
to  oppose  any  government-controlled  health 
program.  A nation-wide  campaign  is  con- 
templated to  impress  on  the  American  pub- 
lic the  ‘advantages  of  the  American  system 
in  securing  a wide  distribution  of  a high 
quality  of  medical  care.’  If  any  Americans 
remain  unconvinced  by  the  campaign,  the 
fund  should  be  used  to  pay  the  expenses  of 
a deputation  to  visit  Britain  and  see  what 
state-controlled  medicine  means  in  practice. 
Their  report  taken  back  to  America  would 
be  more  than  sufficient  to  persuade  doctors 
and  patients  alike  to  stubbornly  resist  any 
change  in  their  relationship. 

“Britain  has  been  made  the  ‘corpus  vile’ 
for  one  of  the  most  disastrous  experiments 
in  nationalization,  an  experiment  from 
which  even  the  Communist  rulers  of  many 
countries  behind  the  iron  curtain  have 
shrunk.” 

Our  objective,  as  doctors,  is  to  constantly 
endeavor  to  improve  the  quality  of  medical 
care  and  its  availability  to  the  people  on  a 
sound  prepaid  basis.  Our  country  is  al- 
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ready  the  most  fortunate  of  all  nations  in 
the  quality  and  cost  of  medical  care  for  the 
people.  It  would  not  be  right  for  us  to  sit 
idly  by  and  permit  social  planners  to  lower 
the  standards  and  quality  of  medical  care 
for  our  citizens,  which  is  exactly  what  has 
happened  in  every  country  where  medicine 
has  been  socialized.  It  is  our  duty  to  take 
the  facts  to  the  American  people  before  it 
is  too  late.  This  is  the  purpose,  and  the 
only  purpose,  for  the  use  of  the  funds  our 
doctors  will  contribute. — H.  E.  Nichols, 
M.D.,  Washington  State  Medical  Associa- 
tion. 


Physicians  Are  Urged  to  Hit  Socializa- 
tion by  Improving  Service 
State  Medical  Group  President  Offers  Four- 
teen-Point Plan  to  Doctors  Here;  Would 
Keep  Fees  Fair;  Suggests  That  Any  Re- 
ported Overcharge  Be  Revieived  by  So- 
ciety’s Officials;  Wants  “All-Hour  Call” 
Setup. 

The  public  should  be  told  that  the  Mem- 
phis and  Shelby  County  Medical  Society 
wants  to  hear  about  exorbitant  doctor  bills. 

This  is  one  of  the  major  recommendations 
made  by  Dr.  H.  W.  Qualls,  President  of  the 
Tennessee  Medical  Society,  in  a fourteen- 
point  plan  suggested  to  Memphis  doctors. 

The  plan,  referred  to  as  the  “Qualls 
Plan,”  covering  several  highly  controver- 
sial subjects  in  the  medical  profession,  was 
published  recently  in  the  Memphis  Medical 
Journal. 

Dr.  Qualls  offers  the  plan  as  a way  Mem- 
phis doctors  can  better  serve  the  public  and 
offset  the  nation-wide  movement  for  social- 
ized medicine.  Publication  of  the  plan  offi- 
cially places  it  before  the  local  society  for 
its  consideration. 

Should  Be  Available 

“The  Medical  Society  should  let  the  peo- 
ple know  it  wants  the  charging  of  all  exor- 
bitant fees  reported  to  the  House  of  Dele- 
gates through  the  secretary  of  the  society,” 
Dr.  Qualls  said. 

This  means  that  if  a person  felt  he  was 
overcharged,  he  could  call  the  Medical  So- 
ciety secretary  and  his  complaint  would  be 
registered.  The  House  of  Delegates  would 


decide  if  there  had  been  an  overcharge  and 
do  something  about  it. 

The  State  President  also  thinks  the  Med- 
ical Society  should  take  action  to  make  doc- 
tors available  to  the  public  at  all  hours  of 
the  day  or  night. 

He  suggests  that  the  society  run  “a  prom- 
inent advertisement”  in  the  telephone  books 
telling  people  how  they  can  secure  a doctor 
if  their  regular  physician  cannot  make  the 
call.  He  also  suggests  that  doctors  willing 
to  answer  “calls  at  all  hours”  register  for 
the  calls  with  the  Doctors  Exchange  of  the 
Doctors  Service  Bureau. 

This  suggestion  is  in  answer  to  com- 
plaints by  some  citizens  that  their  physician 
refused  to  answer  night  calls,  and  they  were 
unable  to  find  another  doctor. 

Urges  Larger  Classes 

Medical  leaders  believe  that  a scarcity  of 
physicians  is  the  cause  of  much  of  their 
grief. 

Dr.  Qualls  suggests  that  the  Medical  So- 
ciety “insist  that  medical  schools  graduate 
larger  classes.”  Coupled  with  this  is  a fur- 
ther suggestion  that  the  schools  devote  more 
training  to  practical  courses  and  less  to 
technical  courses  “that  will  never  be  used.” 

He  also  believes  that  young  physicians, 
just  completing  their  internship,  should  be 
required  to  have  five  years  of  general  prac- 
tice before  becoming  eligible  for  further 
specialized  training. 

Another  suggestion  is  that  nurses  and 
hospitals  be  encouraged  to  cooperate  in  a 
program  of  “part-time  nursing  care  at  low- 
er prices.”  For  instance,  one  nurse  could 
serve  four  beds  in  large  hospital  rooms,  or 
four  patients  in  adjoining  rooms.  This 
would  be  intended  to  provide  care  at  a cost 
low-income  patients  could  afford. 

Dr.  Qualls  believes,  too,  that  Memphis 
physicians,  through  the  society,  should  “let 
the  people  know  that  we  intend  for  them 
to  have  adequate  medical  service  at  a price 
commensurate  with  their  income.” 

He  thinks  the  society  should  advertise 
through  the  press,  if  necessary,  “the  neces- 
sity of  cooperation  with  medical  schools, 
specialty  boards,  doctors,  nurses  and  hospi- 
tal administrators,  and  of  installing  a vol- 
untary insurance  program  that  will  give 
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the  people  adequate  medical  care  commen- 
surate with  their  income.” 

Finally,  he  suggests  that  the  society 
should,  if  possible,  convince  the  people  that 
“socialized  medicine  or  government  medi- 
cine” is  not  the  answer  to  their  medical 
problems. — Harry  Woodbury,  in  Memphis 
Commercial  Appeal,  January  21,  19 49. 


The  material  appearing  in  our  Statistical 
Bulletin  is  quoted  from  time  to  time  in  your 
Journal  and  the  medical  literature  gener- 
ally. It  occurs  to  me  that  many  of  your 
readers  would  be  interested  to  receive  this 
monthly  publication,  which  is  available 
without  charge  to  physicians.  You  may 
wish  to  print  a notice  to  this  effect  in  your 
Journal. 

I am  enclosing  a copy  of  the  December 
number  and  of  the  table  of  contents  for  the 
past  to  indicate  the  scope  of  the  field  we 
cover. 

Louis  I.  Dublin, 

Second  Vice-President  and  Statistician, 
Metropolitan  Life  Insurance  Company,  1 
Madison  Avenue,  Neiv  York  10,  Neiv 
York. 


Dear  Dr.  Hardy: 

At  the  last  meeting  of  the  Wilson  County 
Medical  Society  in  Lebanon,  a motion  was 
made,  and  endorsed  by  a unanimous  vote, 
instructing  the  newly  elected  President,  Dr. 
J.  P.  Leathers,  to  appoint  a committee  of 
three  members  to  represent  the  society  in 
all  matters  pertaining  to  the  proposed  leg- 
islation regulating  the  practice  of  Medicine 
in  the  U.  S.  A, 

Drs.  Sam  McFarland,  J.  H.  Tilly,  and  I 
were  selected  as  members  of  the  above- 
mentioned  committee,  and  we  feel  that  our 
first  duty  is  to  inform  the  American  Medical 
Association,  through  the  Tennessee  State 
Medical  Association,  that  all  members  of  the 
Wilson  County  Medical  Society  are  willing 
and  anxious  to  .join  in  a unified  program 
in  a fight  to  preserve  the  freedom  of  the 
Medical  Profession  and  protect  and  perpet- 
uate the  rights  and  privileges  of  every 
American  citizen. 

Every  member  of  the  Wilson  County 
Medical  Society  has  responded  to  the  spe- 


cial assessment  which  was  requested  by  the 
delegates  of  the  American  Medical  Asso- 
ciation at  the  time  of  their  recent  meeting 
in  St.  Louis. 

Until  such  time  as  we  are  given  the  green 
light  by  those  who  have  been  given  the 
authority  to  formulate  plans  for  unified 
action,  we  are  standing  by.  In  the  mean- 
time we  are  anxious  to  have  all  the  infor- 
mation available  in  order  that  we  may  be 
better  prepared  to  comply  with  any  orders 
that  may  be  given  us  in  the  future. 

Most  respectfully  yours, 

G.  M.  Allison,  M.D.,  Chairman. 


Ewing — Lobbyist 

If — as  stated  by  Representative  Forest 
Harness  and  restated  by  various  other  Con- 
gressmen, as  reiterated  on  the  pages  of  the 
Congressional  Record — the  “Federal  Secu- 
rity Administration”  is  the  leading  lobbyist 
for  socialized  medicine,  the  charge  justifies 
congressional  attention.  Administrator  Os- 
car Ewing  should  be  held  to  account. 

Mr.  Truman  has  included  in  his  budget 
recommendations  an  outlay  for  social- 
ized medicine — or  mandatory  “health  in- 
surance,” as  he  calls  it — and  has  figured 
heavily  on  a tax  increase  with  exactly  that 
in  mind.  He  submits  the  tax  program  ex- 
actly as  if  Congress  had  enacted  socialized 
medicine.  The  multiplication  of  “Social  Se- 
curity” taxes  which  he  proposes  would  ul- 
timately impose  a burden  running  from 
eight  billion  dollars  to  fourteen  billion  dol- 
lars on  the  nation’s  pay  rolls,  met  in  part 
by  the  employer  and  in  part  by  the  em- 
ployee. And  if  he  has  a “mandate”  for  that, 
it  can  be  only  the  mandate  of  Mr.  Ewing 
and  his  associates  on  the  bureaucratic  rolls 
in  question. 

It  is  understandable  that  these  would  like 
to  take  over  medicine,  adding  this  supervi- 
sion to  the  various  areas  of  jurisdiction 
already  in  their  hands.  It  would  expand  by 
that  much  the  personnel  and  jurisdictional 
weight  swung  by  them,  and  they  are  lobby- 
ing in  its  behalf. 

On  the  subject  of  lobbying,  we  repeat,  no 
set  of  lobbyists  exceeds  in  these  activities 
and  attempted  pressure  on  Congress  the 
lobbyists  of  the  government  itself ; and  a 
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principal  one  of  them  is  Oscar  Ewing. — 
Reprinted  f rom  The  Nashville  Banner,  Jan- 
uary 21,  19  i 9. 


Wigs  for  Britain 

We  are  sure  that  every  American  taxpay- 
er will  observe  with  considerable  delight 
the  diligence  with  which  Great  Britain’s 
socialist  government  is  utilizing  the  billions 
of  dollars  in  American  money  sent  to  it  for 
that  nation’s  economic  recovery. 

How  nice  it  is  to  know,  for  a small  ex- 
ample, that  the  British  Ministry  of  Health 
is  supplying  approximately  100,000  bald- 
headed  men  with  toupees  at  a cost  of  ap- 
proximately $4,000,000,  plus  around  $400,- 
000  a year  in  government  expenditures  to 
keep  those  wigs  in  good  condition. 

We  are  certain,  of  course,  that  the  British 
will  be  able  to  emerge  from  the  depths  of 
economic  despair  much  more  readily  and 
with  considerably  less  danger  of  catching 
cold  from  exposure  of  bare  noggins  to  the 
beastly  “weathaw”  in  those  parts. 

Now  that  hair  is  assured  for  every  head, 
free  gratis,  compliments  of  a paternalistic 
socialism,  everything  is  bound  to  be  all 
right — at  least  if  Uncle  Sam  keeps  the 
wherewithal  coming. 

There  we  have  an  example  of  the  levels 
to  which  socialistic,  all-embracing  bureauc- 
racy can  go.  The  British,  who  once  proudly 
wore  their  own  wigs,  if  they  chose,  are  not 
expected  by  their  government  to  wear  their 
own  collars  any  more.  The  government 
collar  is  firmer,  and  clamps  tighter,  and 
(they  say)  doesn’t  cost  anything. 

The  line  for  “free”  government-issue 
headache  powders  forms  on  the  left,  please. 
— Nashville  Banner,  January  7,  19^9. 


Lebanon,  Tennessee, 
February  4,  1949. 

Dr.  W.  M.  Hardy,  Secretary, 

Tennessee  State  Medical  Association, 
Nashville,  Tennessee. 

Dear  Dr.  Hardy: 

A few  days  ago  I asked  for  permission 
to  talk  to  a regular  meeting  of  the  county 
teachers  numbering  about  300  on  “Politi- 


cal and  Government  Medicine,”  emphasiz- 
ing the  following: 

1.  Compulsory  pay  roll  tax  that  has  no 
cash-in  value  and  will  be  levied  and  pooled 
in  the  federal  treasury  whether  needed  for 
illness  or  not. 

2.  Records  of  illness  would  be  open  to 
social  service  workers  and  others  connected 
with  administering  political  medicine. 

3.  Cost  of  medical  care  less  than  that 
spent  for  liquor,  cigarettes,  amusements, 
vacations,  and  luxuries. 

4.  Stated  that  thirty-one  teachers  who 
were  patients  of  mine  in  1948  paid  amounts 
ranging  from  $3  to  $44,  averaging  $11.50 
and  contrasted  this  with  $200  or  $300  that 
would  eventually  be  deducted  each  year 
from  the  pay  roll  whether  sick  or  not. 

5.  Asked  them  to  remember  NRA,  WPA, 
OPA,  WPB,  WLB,  AAA,  and  other  agencies 
and  asked  them  if  they  thought  in  an  emerg- 
ency they  could  get  the  doctor  they  wanted 
without  telegraphing  Washington,  contact- 
ing the  national  board,  regional  board, 
district  board,  state  board,  local  board,  and 
having  every  politician  in  the  county  placed 
between  them  and  the  meeting  of  their  im- 
mediate need. 

6.  Asked  if  they  wanted  any  more  deduc- 
tions from  their  salaries. 

7.  Suggested  that  the  federal  govern- 
ment, if  it  intended  to  interfere  with  our 
work,  help  by  allocating  small  amounts  to 
states,  and  in  turn  to  the  counties,  for  peo- 
ple unable  to  pay  doctors ; social  service 
workers  to  investigate  applications,  and 
have  a nonpolitical  local  committee  pass  on 
merits  of  same. 

8.  Told  of  experiences  I had  had  with 
government  hospitals  demonstrating  that 
paper  work  was  considered  more  important 
than  the  welfare  of  the  patient. 

The  members  passed  a unanimous  reso- 
lution disapproving  of  “any  kind  of  pay 
roll  deduction  or  compulsory  tax”  to  trans- 
mit to  both  senators  and  congressmen. 

Why  cannot  a doctor  in  each  county  in 
each  state  do  this  and  get  similar  expres- 
sions of  opinion?  If  they  did,  I don’t  think 
we  would  ever  have  to  worry  again  about 
such  monstrous  proposals. 

Yours  very  truly, 

R.  C.  Kash,  M.D. 
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Orientation  Course  in  Allergy 

The  American  Academy  of  Allergy,  in 
cooperation  with  the  University  of  Georgia, 
will  sponsor  an  orientation  course  in  allergy 
from  March  7 through  March  11,  1949,  at 
the  University  Medical  School  in  Augusta, 
Georgia.  This  course  is  under  the  direction 
of  Dr.  Leo  H.  Criep,  assisted  by  other 
fellows  of  the  American  Academy  of  Al- 
lergy, and  a distinguished  faculty. 

The  course  is  intended  for  internists  and 
general  practitioners,  dermatologists,  rhi- 
nologists,  and  laryngologists.  The  course 
content  will  be  exceedingly  practical  and 
directly  applicable  to  the  practice  of  most 
physicians  doing  general  medicine.  It  will 
include  lectures  and  clinical  demonstrations 
on  allergens,  hay  fever,  bronchial  asthma, 
diagnosis  and  treatment,  diagnosis,  etiol- 
ogy, pathology  and  immunology  of  allergy, 
allergic  rhinitis,  atopic  dermatitis  and  other 
significant  manifestations  in  the  field. 

Enrollment  is  open  to  anyone  interested 
and  the  fee  is  fifty  dollars.  Applications 
and  inquiries  should  be  addressed  to  the 
Executive  Office  of  The  Acadamy,  208  East 
Wisconsin  Avenue,  Milwaukee  2,  Wisconsin. 


United  Mine  Workers  of  America 
Welfare  and  Retirement  Fund 
Area  Medical  Office 
166  Vi  Blount  Avenue 
Knoxville  15,  Tennessee 
January  27,  1949 

Dear  Dr.  Hardy: 

This  letter  is  addressed  to  you  as  a brief 
explanation  of  the  function  of  the  Medical, 
Health,  and  Hospital  Service  of  the  United 
Mine  Workers  of  America,  Welfare  and  Re- 
tirement Fund.  An  Area  Medical  Admin- 
istrative Office  has  been  established  in 
Knoxville  to  serve  the  State  of  Tennessee, 
Southeastern  Kentucky,  and  Southwestern 
Virginia.  I am  sure  that  it  is  in  the  interest 
of  the  fund  and  the  medical  profession  gen- 
erally that  the  physicians  to  whom  we  refer 
our  beneficiaries  as  the  program  enlarges 
should  have  a very  clear  conception  of  what 
we  are  attempting  to  do. 


As  you  may  know,  the  Welfare  and  Re- 
tirement Fund  was  established  as  the  result 
of  negotiations  between  the  United  Mine 
Workers  and  the  various  bituminous  coal 
operators.  The  fund  is  a trust  fund  gov- 
erned jointly  by  representatives  of  labor, 
management,  and  the  public. 

The  particular  function  of  this  medical 
service  of  the  fund  is  to  insure  that  medical 
and  hospital  care  of  good  quality  are  pro- 
vided to  its  hundreds  of  beneficiaries.  We 
shall  provide  initially  for  those  on  disability 
benefits  and  ultimately  assume  the  respon- 
sibility for  those  who  now  receive  their 
care  by  the  contract  check-off  system. 

To  provide  these  services  we  propose  to 
utilize  the  services  of  private  physicians  and 
existing  hospitals  on  terms  that  are  fair  and 
satisfactory  to  both  of  us.  Relative  to  hos- 
pital charges,  it  is  the  desire  of  this  service 
to  derive  an  agreement  for  an  all-inclusive 
per-diem  charge  based  on  ward  or  semi- 
private care.  We  will  approve  of  additional 
charges  for  private  rooms,  special  nurses, 
expensive  drugs,  etc.,  when  such  is  pre- 
scribed as  a medical  necessity.  Agreements 
rather  than  contracts  are  being  negotiated 
with  hospitals  on  this  basis  as  time  permits. 

It  is  proposed  to  arrange  for  professional 
services  on  a fee-for-service  basis.  We  have 
not  set  a fee  schedule  and  hope  not  to  be 
compelled  to  do  so.  In  determining  the  fee, 
it  would  seem  not  too  much  to  expect  that 
the  physician  will  consider  the  fact,  that  he 
will  receive  a fee  for  every  one  of  our  cases 
which  he  treats.  A large  number  of  these 
would  be  charity  cases  except  for  the  fund ; 
others  could  pay  only  a very  small  propor- 
tion of  the  regular  charge.  As  far  as  these 
cases  are  concerned,  it  would  seem  unneces- 
sary to  base  the  charges  on  the  theory  that 
they  must  cover  the  cost  of  charity  patients. 
There  will  be  large  numbers  of  cases — the 
fee  for  each  will  be  paid  in  full  and  prompt- 
ly- 

The  following  details  of  the  mechanics  of 
the  administration  will  be  of  interest.  It 
is  not  the  plan  to  extend  home  and  office 
care  to  patients  at  the  present  time.  All 
hospitalization  and  medical  treatment  will 
be  furnished  on  the  basis  of  prior  written 
authorization  with  the  exception  of  emer- 
gency cases,  when  we  expect  to  be  notified 
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within  twenty-four  hours.  Retroactive 
charges  for  services  contracted  without  ref- 
erence to  this  office  cannot  be  honored.  The 
procedure  to  be  followed  by  the  patient  in 
securing  authorization  for  medical  care  is 
as  follows: 

1.  Patient  secures  from  the  Secretary  of 
Local  Union  a Request  Form  for  Medical 
Care  Assistance  and  Physician’s  Statement 
Form. 

2.  Request  Form  for  Medical  Care  Assist- 
ance is  filled  out  and  forwarded  to  the  Dis- 
trict Office  for  certification.  The  address  is 
shown  on  the  form. 

3.  Patient  furnishes  Physician’s  State- 
ment Form  to  physician  in  charge  of  case. 
Physician  will  complete  form  and  forward 
it  to  the  Knoxville  Area  Medical  Office. 

4.  Upon  receipt  of  both  forms  in  the  Area 
Medical  Office  the  authorization  will  be  for- 
warded to  appropriate  physicians,  hospitals, 
etc. 

5.  Upon  completion  of  services  the  au- 
thorization form  is  submitted  by  physicians 
as  a statement  of  services  rendered  and  is 
forwarded  to  this  office  to  be  placed  in  line 
for  payment. 

This  program  is  designed  and  intended 
to  relieve  some  of  the  more  distressing  prob- 
lems of  these  people.  There  is  no  illusion 
that  a panacea  has  been  discovered.  We  are 
sincerely  committed  to  a study  of  the  prob- 
lem of  the  Medical  and  Hospital  Care.  It 
is  possible  that  experience  may  demonstrate 
the  necessity  of  providing  additional  and 
more  specialized  facilities  for  meeting  the 
needs,  but  this  will  come  from  knowledge 
gained  through  present  procedure  and 
through  the  availability  of  funds.  In  this 
we  not  only  welcome  but  invite  recommen- 
dations for  improvement  of  our  service. 

Medical  societies  and  leading  members  of 
the  medical  profession  have  given  assurance 
of  their  desire  to  demonstrate  the  practica- 
bility of  the  program  and  make  it  a success. 
With  an  enterprise  of  such  far-reaching 
significance  it  is  the  hope  of  the  fund  that 
the  physicians  and  hospitals  of  this  country, 
with  the  aid  of  their  organizations,  will  join 
in  an  undertaking  to  render  high  standards 
of  medical  and  hospital  care  at  as  reasonable 
cost  as  such  quality  of  care  could  be  fur- 


nished under  any  system  that  could  be  de- 
vised. 

You  are  invited  to  write  or  contact  the 
Area  Medical  Officer  in  Knoxville  at  any 
time  at  your  convenience,  at  which  time  I 
will  be  happy  to  discuss  any  of  these  mat- 
ters with  you  personally. 

Yours  sincerely, 

John  D.  Winebrenner,  M.D., 

Area  Medical  Administrator. 


House  Joint  Resolution  No.  6 
(By  Uhlhorn) 

Whereas,  A plan  has  been  devised  to  put 
socialized  medicine  into  effect  in  the  United 
States ; and 

Whereas,  This  compulsory  national 
“health  insurance”  program  is  not  the  so- 
lution to  the  problem  of  providing  better 
health  service  for  the  sick  and  lame  of  our 
great  state  and  nation,  but  that  the  real 
shortages  are  in  health  resources  such  as 
the  supplying  of  greater  hospitals  and  more 
doctors  for  numerous  communities; 

Now,  therefore,  Be  it  resolved  by  the 
House  of  Representatives  of  the  Seventy- 
Sixth  General  Assembly,  the  Senate  con- 
curring, That  we  go  on  record  as  opposing 
socialized  medicine  in  all  of  its  phases,  and 
that  we  request  and  urge  the  Senators  and 
members  of  the  House  of  Representatives 
representing  Tennessee  in  the  Congress  of 
the  United  States  to  resist  legislation  set- 
ting up  socialized  medicine; 

Be  it  f urther  resolved,  That  a copy  of  this 
resolution  be  spread  upon  the  Journal  in 
the  House  of  Representatives  and  the  Sen- 
ate ; that  the  Clerk  of  the  House  is  instruct- 
ed to  forward  a copy  of  this  resolution  to 
each  of  our  United  States  Senators  and  Con- 
gressmen from  Tennessee,  which  will  carry 
the  seal  of  the  state. 

Adopted  February  3,  1949. 

McAllen  Foutch, 

Speaker  of  the  House  of  Representatives. 

Approved  February  4,  1949. 

Walter  M.  Haynes, 
Speaker  of  the  Senate. 
Gordon  Browning, 
Governor. 
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John  K.  Crawford,  M.D.,  announces  the 
opening  of  offices  at  2318  West  End  Avenue, 
Nashville,  Tennessee.  Practice  limited  to 
Plastic  and  Reconstructive  Surgery. 


MEDICAL  SOCIETIES 


Greene  County  Medical  Society 

The  Greene  County  Medical  Society  met 
at  the  Brumley  Hotel  January  4 at  6 :30 
P.M. 

The  President,  Dr.  Hal  Henard,  presided. 
The  Secretary  read  a letter  from  the  Secre- 
tary-Editor of  the  Tennessee  State  Medical 
Association  regarding  the  $25  assessment 
of  the  A.  M.  A.  The  local  President  asked 
if  there  were  any  discussions  on  the  assess- 
ment. As  there  seemed  to  be  some  differ- 
ence of  opinion  regarding  the  A.  M.  A.  as- 
sessment, President  Henard  suggested  that 
each  member  handle  the  payment  of  the 
assessment  as  they  choose. 

Next  was  the  appointment  of  a Commit- 
tee on  Community  Action,  as  was  suggested 
by  the  War  Department.  Drs.  Coolidge, 
Ellenburg,  and  McGuffin  were  appointed. 

The  guest  speaker  was  Dr.  A.  H.  Lancas- 
ter, dermatologist  of  Knoxville,  who  dis- 
cussed some  of  the  more  common  types  of 
skin  disorders. 

Adjourned. 

V.  Robert  Bottomly,  M.D., 

Secretary-Treasurer. 


Davidson  County 

January  25:  “Anemias,”  by  Dr.  Edgar 
Jones.  Discussion  by  Drs.  F.  T.  Billings, 
Dr.  Lanier  Wyatt,  and  Dr.  William  Darby. 

February  8 : “Mechanism  of  Pain  in  Pel- 
vic Disease,”  by  Dr.  W.  Claiborne  Williams. 

“Reconstructive  Surgery  of  Hand : Case 
Reports,”  by  Dr.  Ben  Fowler. 

Scheduled  for  February  22:  “Diagnosis 
of  Acute  Abdominal  Emergencies,”  by  Dr. 
Murray  B.  Davis.  Discussion  by  Dr.  Elkin 
Rippy,  Dr.  L.  W.  Edwards,  and  Dr.  W.  C. 
Dixon. 


Knox  County 

January  18:  “Malrotation  of  the  Intes- 


tinal Tract,”  by  Dr.  Henry  Christian.  Dis- 
cussion by  Dr.  M.  C.  Bowman. 

February  1:  “Tumors  of  the  Bladder,” 
by  Dr.  Moses  Howard.  Discussion  by  Dr. 
William  Muse. 


List  of  Officers  for  1949 

Anderson  County: 

G.  B.  Brown,  La  Follette,  President 

R.  C.  Pryse,  La  Follette,  Secretary-Treas- 
urer 

Dickson  County: 

L.  C.  Jackson,  Dickson,  President 
W.  A.  Crosby,  Dickson,  Vice-President 
Mary  Baxter  Cook,  Dickson,  Secretary- 
Treasurer 
Giles  County: 

F.  B.  Hulme,  Pulaski,  President 
J.  U.  Speer,  Pulaski,  Vice-President 

R.  W.  Money,  Pulaski,  Secretary-Treas- 
urer 

Hamblen  County: 

L.  W.  Nabers,  Morristown,  President 

S.  C.  Fain,  Jefferson  City,  Vice-President 
D.  J.  Zimmermann,  Morristown,  Secre- 
tary-Treasurer 

Henry  County: 

R.  Graham  Fish,  Paris,  President 
A.  C.  Dunlap,  Paris,  Vice-President 
J.  Ray  Smith,  Paris,  Secretary-Treasurer 

Knox  County: 

John  H.  Lesher,  Knoxville,  President 
Jarrell  Penn,  Knoxville,  President-Elect 
Joe  L.  Raulston,  Fountain  City,  Vice- 
President 

Ralph  H.  Monger,  Knoxville,  Secretary- 
Treasurer 

Lincoln  County: 

W.  S.  Joplin,  Petersburg,  President 

T.  A.  Patrick,  Fayetteville,  Vice-Presi- 
dent 

J.  M.  McWilliams,  Fayetteville,  Secretary 
Putnam  County: 

W.  A.  Hensley,  Cookeville,  President 

K.  L.  Haile,  Cookeville,  Vice-President 
Thurman  Shipley,  Cookeville,  Secretary 

Weakley  County: 

A.  A.  Sparkman,  Martin,  President 
R.  W.  Brandon,  Jr.,  Martin,  Secretary 
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Hir 

Greene  County 
The  regular  monthly  meeting  of  the 
Greene  County  Medical  Society  met  Febru- 
ary 1,  1949,  at  6:30  P.M.,  in  the  General 
Morgan  Room  of  the  Hotel  Brumley  of 
Greeneville,  Tennessee. 


The  meeting  was  called  to  order  by  the 
President,  Dr.  Hal  Henard. 

Dr.  J.  G.  Hawkins  introduced  the  guest 
speaker,  Dr.  John  Shelton  Reed,  of  Kings- 
port, Tennessee,  who  gave  a very  interest- 
ing discussion  on  the  “Management  of  the 
Prostatic  Patient.” 

Dr.  Boatright,  also  of  Kingsport,  was  a 
guest  of  the  society  for  the  evening. 

No  further  business,  the  meeting  ad- 
journed. 

V.  R.  Bottomley,  M.D., 

Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  annual  meeting  of  the  Georgia  So- 
ciety of  Ophthalmology  and  Otolaryngology 
will  be  held  at  the  General  Oglethorpe  Hotel 
in  Savannah  on  March  4-5,  1949. 

The  distinguished  lecturers  and  their 
tentative  subjects  are : Dr.  Paul  A.  Chandler 
of  Boston,  Glaucoma  Management;  Dr. 
Jack  S.  Guyton  of  Baltimore,  Cataract 
Management;  Dr.  Oscar  C.  E.  Hansen-Pruss 
of  Durham,  Allergy  of  the  Upper  Respir- 
atory Tract;  Dr.  Marvin  F.  Jones  of  New 
York,  Management  of  Ear  Problems  in 
Children  and  An  Otological  Survey;  Dr. 
Ralph  O.  Rychener  of  Memphis,  External 
Eye  Diseases  and  Dacryocystitis ; Dr. 
Fletcher  D.  Woodward  of  Chalottesville, 
Problems  in  Laryngology. 


A New  Proctologic  Organization  has  been 
established  by  charter  in  New  York  State. 
This  organization  is  known  as  the  Interna- 
tional Academy  of  Proctology.  Charter 
Membership,  Associate  Fellowship  and  Fel- 
lowship are  now  open. 

Further  information  and  applications 
may  be  obtained  by  writing  to  Alfred  J. 


Cantor,  M.D.,  43-55  Kissena  Blvd.,  Flush- 
ing, New  York. 


More  than  one  thousand  physicians  inter- 
ested in  allergy  from  North  America  and 
abroad  are  expected  at  the  Palmer  House 
from  2 P.M.  Thursday,  April  14,  to  5:30 
P.M.  Sunday,  April  17.  Everyone  who 
comes  is  urged  to  bring  his  wife  and  any 
office  personnel  interested  in  the  various 
phases  of  allergy.  Both  members  and  non- 
members are  urged  to  attend  and  are  re- 
quired to  register  and  receive  a badge. 
There  will  be  no  charge  for  registration. 
There  will  be  over  twenty  scientific  exhibits 
and  forty  technical  exhibits  of  interest  to 
allergists. 

For  further  information  write  Fred  W. 
Wittich,  M.D.,  Secretary-Treasurer,  The 
American  College  of  Allergists,  423  LaSalle 
Medical  Building,  Minneapolis  3,  Minneso- 
ta. 


The  American  Academy  of  General  Prac- 
tice announces  a panel  of  twenty  outstand- 
ing clinical  teachers  who  will  present  lec- 
tures at  the  first  Annual  Scientific  Assem- 
bly, to  be  held  in  Cincinnati  at  the  Nether- 
land  Plaza  Hotel  March  7,  8,  and  9.  The 
following  doctors  will  speak: 

Walter  C.  Alvarez,  Rochester 

M.  Edward  Davis,  Chicago 

Paul  A.  Davis,  Akron 

John  E.  Dees,  Durham 

Charles  A.  Doan,  Columbus 

Joseph  A.  Freiberg,  Cincinnati 

Lowell  S.  Goin,  Los  Angeles 

Francis  C.  Grant,  Philadelphia 

Tinsley  R.  Harrison,  Dallas 

Robert  A.  Kehoe,  Cincinnati 

John  A.  Kolmer,  Philadelphia 

Karl  A.  Meyer,  Chicago 

Norman  F.  Miller,  Ann  Arbor 

Francis  D.  Murphy,  Milwaukee 

Franklin  D.  Murphy,  Kansas  City 

Walter  J.  Reich,  Chicago 

Howard  A.  Rusk,  New  York 

Tom  D.  Spies,  Birmingham 

Philip  Thorek,  Chicago 

Herman  G.  Weiskotten,  Syracuse 

Scientific  sessions  of  the  Assembly  will 
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be  held  on  all  three  days  of  the  meeting. 
The  program  is  a broad  one,  selected  by 
general  practitioners,  for  general  practi- 
tioners, and  featuring  topics  of  down-to- 
earth  value  to  the  man  in  general  practice. 

The  Academy  extends  the  invitation  to 
attend  to  all  members  of  the  American  Med- 
ical Association. 

For  reservations  write  Subcommittee  on 
Hotels,  American  Academy  of  General 
Practice,  910  Dixie  Terminal  Building,  Cin- 
cinnati 2,  Ohio. 


American  Cancer  Society,  Inc. 

The  American  Cancer  Society,  in  con- 
junction with  the  National  Cancer  Institute 
of  the  U.  S.  Public  Health  Service,  will  spon- 
sor a National  Cancer  Conference  at  the 
Hotel  Peabody,  Memphis,  Tennessee,  Feb- 
ruary 25,  26,  27,  1949.  This  conference 
will  be  composed  of  from  300  to  400  invited 
delegates — the  country’s  outstanding  clini- 
cians, investigators,  professional  and  lay 
educators  in  cancer',  and  cancer  control  offi- 
cials— meeting  in  general  sessions  as  a 
group  and  in  small  round-table  panels  to 
discuss  quite  frankly  many  of  the  contro- 
versial aspects  of  cancer  and  to  offer  such 
constructive  criticism  in  the  cancer  control 
program  currently  underway  in  this  coun- 
try as  may  be  necessary. 

The  purpose  of  this  letter  is  to  cordially 
invite  you  and  the  physicians  of  the  Ten- 
nessee State  Medical  Association  to  attend 
the  conference  and  audit  any  or  all  of  the 
sessions  which  are  of  most  interest  to  you. 

Brewster  S.  Miller, 

Assistant  Director, 
Professional  Education  Section. 


The  National  Society  for  the  Prevention 
of  Blindness  will  hold  a THREE-DAY  NA- 
TIONAL CONFERENCE,  March  16,  17, 
and  18,  1949,  at  the  Hotel  New  Yorker,  New 
York  City.  The  theme  of  the  meeting  will 
be  THE  BATTLE  AGAINST  BLINDNESS 
—THE  NEXT  40  YEARS,  and  the  follow- 
ing subjects  will  be  discussed : Eye  Problems 
in  Middle  Life;  The  Eyes  of  Children  and 
Young  Adults;  Vision  in  Industry;  Medical 
Advances  in  Sight  Conservation ; Glaucoma 
— A Community  Problem. 


Persons  directly  or  indirectly  concerned 
with  eye  health  and  safety  will  find  this 
conference  of  interest.  Details  concerning 
the  program  may  be  obtained  by  writing 
directly  to  the  Society  at  1790  Broadway, 
New  York  19,  N.  Y. 

Important 

The  American  Board  of  Ophthalmology 
wishes  to  announce  that  it  does  not  evaluate, 
approve,  or  disapprove  any  ophthalmic 
residency  toward  fulfilling  the  requirements 
for  candidates  for  board  examinations.  Any 
candidate  who  qualifies  for  the  board  exam- 
ination and  completes  the  prerequisites  as 
outlined  in  the  booklet  of  information  will 
be  accepted.  A copy  of  this  booklet  can  be 
obtained  from  the  Secretary  of  the  Amer- 
ican Board  of  Ophthalmology,  56  Ivie  Road, 
Cape  Cottage,  Maine. 
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ANESTHESIA 

By  H.  M.  Ausherman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Relationship  of  the  Anesthesiologist  to  the  Hos- 
pital. J.  R.  Miller,  M.D.,  Hartford,  Conn. 

J.A.M.A.,  Vol.  139,  No.  1,  January,  1949. 

The  author  states  in  the  first  paragraph  the 
object  of  his  paper,  which  is:  (1)  That  the  anesthe- 
siologist should  be  a member  of  the  professional 
staff,  and  his  relations  to  the  hospital  should  be  on 
the  same  footing  as  other  members  of  the  staff  and 

(2)  If  his  income  is  in  any  way  regulated  by  the 
hospital  management,  it  should  be  with  the  advice 
and  consent  of  a staff  committee  of  senior  phy- 
sicians for  which  he  suggests  the  name  “prudential 
committee.”  The  meaning  of  prudential  which  ap- 
pears is  “watchful  of  one’s  own  interests,”  em- 
phasizing the  other  meaning  also  found  in 
Webster’s  dictionary,  “sane  and  temperate  judg- 
ment, and  wisdom  that  conduces  to  moral  virtue.” 
Such  a committee,  in  order  to  be  useful,  should  be: 
(1)  Trusted  alike  by  staff  and  management,  (2) 
Small,  not  more  than  three,  and  (3)  Senior  in  age 
but  still  active.  The  best  the  staff  has  to  offer 
is  none  too  good  for  this  job. 

In  training  centers,  such  as  university  clinics 
and  famous  private  clinics,  young  physicians  who 
seek  opportunity  to  develop  in  a specialty  con- 
sider three  important  items:  (1)  Rich  clinical  ex- 
perience, (2)  Opportunity  for  advancement,  and 

(3)  Financial  reward.  It  will  be  a step  backward 
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when  this  order  is  reversed.  The  temptation  is 
always  present  in  all  apprenticeships  for  young 
physicians  to  be  exploited.  It  is  bad  enough  if  one 
physician  profits  unduly  from  another,  but  it  is 
intolerable  if  such  profits  accrue  to  nonprofessional 
persons,  or  even  to  non-profit  institutions,  to  pay 
for  new  facilities  or  to  recoup  losses  in  other  de- 
partments of  the  institution.  Physicians  can  rely 
on  physicians  to  maintain  quality  of  medical  care 
even  in  the  face  of  diminishing  returns,  but  there 
is  concern  among  physicians  regarding  the  eager- 
ness of  hospital  management  to  derive  profits  from 
medical  services  in  order  that  it  may  erase  the 
red  ink  on  their  books  in  the  strictly  hospital 
service  departments.  These  deficits  should  not  be 
borne  by  special  groups  of  physicians  and  their 
patients  but  rather  by  the  community. 

Dr.  MeCuskey  has  shown  that  in  order  to  pro- 
vide only  one  physician  anesthesiologist  for  each 
hospital,  we  are  lacking  three  thousand  anesthesi- 
ologists. Therefore,  if  the  middle-sized  community 
hospital  wishes  to  avail  itself  of  the  professional 
services  of  a trained  anesthesiologist,  it  must  do 
so  on  a part  time  basis,  as  they  now  do  in  the  case 
of  pathologists  and  roentgenologists.  The  larger 
institutions  must  share  these  skills  with  the 
smaller  institutions  to  make  surgery  safer  for  more 
difficult  anesthesia  risks.  Here  is  a definite  need 
for  a “prudential  committee”  in  each  hospital. 

This  problem  has  received  increasing  attention 
by  the  specialist  groups,  by  hospital  associations, 
by  Blue  Cross  and  Blue  Shield  and  by  state  medi- 
cal societies. 

One  of  the  best  reviews  to  date  is  a report  by 
the  council  of  the  Massachusetts  Medical  Society, 
commissioned  to  study  special  services.  The  com- 
mittee was  comprised  of  representatives  of  the 
anesthesiologists,  the  pathologists,  the  roentgenol- 
ogists, the  Blue  Cross,  the  Blue  Shield,  the  hospi- 
tal associations  and  the  Massachusetts  Medical 
Society.  Its  unanimous  report  defines  medical 
services  as  “services  other  than  administrative, 
rendered  by  a registered  physician,  directly  or  in- 
directly, to  or  in  behalf  of  an  individual  patient 
for  the  obtainment  and  interpretation  of  data,  in- 
cluding consultation  and  advice,  for  the  diagnosis, 
treatment  and  prevention  of  disease.”  The  com- 
mittee made  the  following  recommendations  for  the 
establishment  of  proper  relations  between  phy- 
sicians and  hospitals: 

1.  Medical  costs  of  hospital  care  should  be 
separate  from  non-medical  costs  and  should  appear 
thus  separated  on  the  statement  submitted  to  the 
patient. 

2.  Bills  for  all  medical  services  should  be 
rendered  in  the  name  of  the  physician  or  physicians 
performing  the  services. 

3.  A basic  principle  in  the  establishment  of 
charges  should  be  that  each  department  be  self 
supporting.  This  principle  should  be  so  applied 
that  neither  the  hospital  nor  the  physician  render- 
ing the  service  will  exploit  the  patient  or  each 
other. 


4.  Fees  for  all  medical  services  collected  by  the 
hospital  should  be  established  by  a joint  action  of 
a representative  committee  of  the  staff  and  the  gov- 
erning body  of  the  hospital. 

5.  The  basis  of  financial  arrangement  between 
hospital  and  physician  may  be  salary,  commission, 
fees,  or  such  other  method  as  will  best  meet  the 
local  situation  with  due  regard  to  the  need  of  the 
patient,  the  community,  the  hospital,  and  the 
physician. 

This  subject  is  so  new  that  large  community 
hospitals,  which  are  thoroughly  committed  to  train- 
ing of  residents  in  anesthesia,  have  not  yet  estab- 
lished mechanisms  which  might  be  used  as  a guide 
for  organization  of  such  departments.  No  staff 
committee  understands  the  detailed  relationship  of 
hospital  management  and  all  the  salaried  phy- 
sicians who  were  members  of  the  staff.  The  same 
may  be  said  of  the  roentgenologist  and  the  pathol- 
ogist. 

It  is  here  that  the  “prudential  committee”  of  the 
hospital  staff  is  suggested  as  being  a useful 
mechanism  for  this  purpose.  This  committee 
should  be  trusted  by  management  and  staff  alike. 
Its  sole  duty  should  be  responsibility  for  the  in- 
terest of  the  hospital,  the  staff  and  the  employed 
physicians  in  the  adjustment  of  their  fiscal  relation- 
ship and  in  wisely  developing  them  to  meet  the 
needs  of  the  community  in  the  changing  and  com- 
plicated world  in  which  we  live.  If  every  hospital 
could  have  such  a “prudential  committee,”  en- 
dowed with  foresight,  temperate  judgment  and 
wisdom  that  conduces  to  moral  virtue,  we  should 
move  forward  with  confidence,  knowing  that  we 
can  adjust  our  present  difficulties  and  meet  suc- 
cessfully the  calls  of  the  future. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Surgical  Treatment  for  Coarctation  of  the  Aorta. 
Robert  E.  Gross,  Boston.  Journal  of  the  Ameri- 
can Medical  Association,  Vol.  139,  No.  5,  pp.  285- 
292,  January  29,  1949. 

This  paper  gives  the  author’s  experience  with 
sixty  cases  of  coarctation  of  the  aorta. 

Coarctation  of  the  aorta  is  a congenital  obstruc- 
tion of  the  lumen  of  the  aorta.  It  is  four  or  five 
times  more  common  in  males  than  in  females  and 
can  be  quickly  recognized  during  life  by  careful 
examination.  The  seriousness  of  the  prognosis  has 
not  been  generally  appreciated. 

Reference  is  made  to  an  earlier  paper  in  which 
104  autopsy  cases  of  coarctation  of  the  aorta  were 
studied.  Of  these  approximately  one  quai’ter  lived 
a long  life  with  little  or  no  incapacitation.  About 
one  quarter  died  from  bacterial  endocarditis  or 
aortitis,  usually  with  steptococcus  viridans.  In 
about  one  quarter  sudden  death  was  caused  from 
rupture  of  the  aorta,  and  in  one  quarter  death  was 
caused  by  the  hypertensive  state  (deaths  from  car- 
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diac  failure  being  about  twice  as  common  as  those 
from  intracranial  hemorrhage).  The  average  age 
at  death  was  thirty-five  years;  and  if  patients 
dying  of  incidental  causes  were  excluded,  those 
who  died  from  coarctation  of  the  aorta  or  one  of 
its  complications  averaged  thirty  years  at  death. 

Physical  findings  important  in  the  diagnosis  of 
coarctation  include  the  following:  reduction  of 
arterial  pulsations  in  the  lower  part  of  the  body, 
higher  blood  pressure  in  the  arms  than  in  the  legs, 
difference  of  pressure  in  the  two  arms  greater  than 
thirty  millimeters,  evidence  of  collateral  circulation 
such  as  notching  of  the  inferior  edges  of  the  ribs, 
heart  murmurs  which  show  a good  deal  of  variation 
but  usually  consist  of  a systolic  murmur  over  the 
precordium  transmitted  through  to  the  back. 

The  common  location  for  coarctation  is  just 
beyond  the  distal  end  of  the  aortic  arch.  For  exact 
confirmation  of  diagnosis,  angiocardiography  is 
most  useful,  direct  injection  into  the  arterial  side 
of  the  circulation  giving  the  best  results. 

Technical  details  of  the  surgical  operation  are 
discussed  and  are  not  included  in  this  review. 

Sixty  patients  with  coarctation  of  the  aorta  have 
been  operated  on. 

They  varied  in  age  from  five  to  thirty  years.  In 
general,  age  of  the  patient  has  an  important  rela- 
tion to  the  postoperative  result,  since  in  older 
subjects  more  advanced  sclerotic  changes  are  pres- 
ent in  the  arterial  wall.  Small  children  should  not 
be  operated  on. 

In  sixty  patients  there  were  seven  deaths,  and 
in  six  patients  there  was  exploration  only  without 
other  operative  procedure.  In  forty-one  patients 
there  was  complete  relief  of  hypertension.  In 
three  patients  there  was  fair  relief  of  hypertension. 
In  one  patient  there  was  no  relief  of  hypertension. 
Of  the  seven  deaths,  only  one  was  directly  connected 
with  the  aortic  abnormality;  and  the  author  be- 
lieves that  this  will  be  the  operative  risk  if  patients 
are  properly  selected  and  if  proper  caution  in 
selection  of  anesthesia  and  technique  of  the  oper- 
ation are  used. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Adenocarcinoma  of  the  Cervix  and  of  the  Cervical 
Stump.  Bayard  Carter,  M.D.,  Walter  L.  Thomas, 
M.D.,  and  Roy  T.  Parker,  M.D.,  Durham,  North 
Carolina. 

The  incidence  of  adenocarcinoma  of  the  cervix 
or  of  the  cervical  stump  was  3.4  per  cent  in  a 
series  of  1,441  patients  with  carcinomas  of  the 
cervices  or  of  the  cervical  stumps  who  were  regis- 
tered in  the  ten  years,  1938  to  1947.  (From  the 
Department  of  Obstetrics  and  Gynecology,  Duke 
University  School  of  Medicine.)  Forty-two  of  the 
adenocarcinomas,  when  first  seen,  were  stage  II, 
III,  or  IV.  Histologic  grading  was,  in  all  proba- 
bility, inaccurate,  but  the  incidence  of  undifferen- 


tiated carcinomas  was  high.  The  average  duration 
of  symptoms  before  the  patients  were  seen  was 
nine  months;  the  average  delay  in  diagnosis  and 
the  starting  of  treatment  was  ten  months.  There 
were  eleven  (twenty-two  per  cent)  patients  in  this 
series  of  fifty  who  had  adenocarcinomas  of  the 
cervical  stumps.  This  incidence,  with  our  high 
incidence  of  squamous-celled  carcinomas  in  cervical 
stumps,  strengthens  our  conviction  that  panhys- 
terectomies are  preferable  to  supravaginal  hyster- 
ectomies. “Adequate”  X-ray  and  radium  therapy, 
as  the  only  method  of  treatment,  was  given  eighteen 
patients.  Two  (11.1  per  cent)  are  living;  one  has 
lived  thirty-six  months,  and  one  ninety-six  months 
with  no  evidence  of  disease.  The  other  sixteen 
patients  are  either  in  the  terminal  stages  of  the 
disease,  are  dead,  or  are  lost  and  counted  as  dead 
of  cancer.  Five  patients  had  radical  hysterecto- 
mies or  radical  removals  of  the  cervical  stumps  and 
radical  pelvis  lymphadenectomies.  Cancer  was 
found  in  the  cervices  of  four  patients,  in  the  uterus 
and  vagina  in  one,  and  in  the  pelvic  lymph  nodes  in 
four.  All  of  these  patients  died  of  cancer.  Seven 
patients  had  radical  hysterectomies  and  radical 
pelvic  lymphadenectomies.  In  one  the  left  iliac 
nodes  showed  cancer;  in  the  other  six  there  were 
no  positive  nodes.  This  patient  with  positive  nodes 
has  lived  sixty  months,  and  two  other  patients  have 
lived  sixty-four  and  seventy-two  months,  respec- 
tively, without  evidence  of  cancer.  The  four  other 
patients  have  lived  twenty-four,  eight,  eight,  and 
seven  months,  respectively,  without  evidence  of 
cancer.  There  were  no  deaths  in  this  series  from 
either  irradiation  therapy  or  from  operations.  Of 
the  thirteen  (twenty-six  per  cent)  patients  living 
at  present  without  evidence  of  disease,  only  six 
(twelve  per  cent)  have  reached  or  passed  the  five- 
year  limit  at  which  we  list  the  patients  as  “pre- 
sumptive” cures. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Ultrasonic  Sickness.  Crit  Pharris.  American  In- 
dustrial Hygiene  Association  Quarterly,  Vol.  9, 
No.  59,  September,  1948. 

Ultrasonic  sickness,  or  suprasonic  sickness,  is 
composed  of  a series  of  indefinite  symptoms  and 
findings  resulting  presumably  from  exposure  to 
noise  frequently  of  the  ultrasonic  ranges.  Ultra- 
sonic sirens  and  jet  engines  have  produced  the 
condition.  The  advent  of  the  jet  method  of  travel 
points  up  the  necessity  for  an  understanding  of  the 
possible  benefits  of  harm  to  fliers. 

Two  schools  of  thought  exist  currently,  in  that 
one  believes  that  the  suprasonic  field  produces  no 
unusual  physical,  physiological,  or  neurological 
events,  whereas  the  other  feels  that  a serious  prob- 
lem exists.  At  the  present  time  the  Army  and 
Navy  and  several  universities  are  studying  the 
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problem  here  and  abroad.  As  to  terminology,  there 
seems  to  be  a tendency  to  use  the  word  “suprasonic” 
in  describing  speed  of  travel,  and  “ultrasonic”  in 
referring  to  range  of  hearing.  Useful  ranges  of 
hearing  are  200  to  18,000  cycles  per  second.  It  is 
still  not  clear  as  to  whether  ultrasonic  frequencies 
are  more  detrimental  to  hearing  at  given  intensities 
than  the  audible  or  infra-audible. 

Occupational  exposures  have  been  accompanied 
by  intensities  up  to  140  decibels.  Intensities  in  the 
cockpit  of  a jet  craft  course  to  110  decibels.  This 
however,  is  not  essentially  unlike  that  produced  by 
piston-type  engines.  The  noise  of  jet  planes  con- 
tains a higher  portion  of  middle  frequencies  (500 
to  2,000  cycles  per  second)  than  does  the  noise  from 
reciprocating  engines.  Standard  flying  helmets 
afford  protection  against  this.  During  experiments 
men  have  been  placed  at  various  positions  about  a 
plane  and  have  experienced  such  temporary  effects 
as  hearing  loss,  fatigue,  dizziness,  and  unsteadiness 
of  gait.  One  hundred  Royal  Air  Force  pilots  and 
fitters  were  studied  for  six  months,  and  the  prin- 
cipal complaints  included  deafness,  together  with 
tinnitus,  unpleasant  sensations  in  the  ear  during 
running  of  the  engines,  giddiness,  discomfort,  and 
weakness.  Audiograms  and  electroencephalograms 
revealed  nothing  of  significance. 

Present-day  knowledge  of  the  effects  of  frequen- 
cies indicates  that  the  effects  can  be  grouped  into 
those  felt,  those  heard,  and  those  neither  felt  nor 
heard  (ultrasonic).  Other  than  for  hearing  loss, 
about  all  that  is  left  of  ultrasonic  sickness  is  psy- 
chological, although  this  type  of  disorder  may  be 
quite  important.  Reduction  of  noise  at  its  source 
is  now  being  studied  in  order  to  attain  comfortable 
human  tolerance  without  acoustical  and  personal 
protective  aids.  The  author  discusses  the  use  of 
soundproofing  and  ear  defenders,  resilient  foot 
pads,  and  thick  clothing. 

As  to  job  placement,  partial  and  progressive 
hearing  loss  contraindicates  placement  on  such 
jobs.  Evaluation  of  temperamental  fitness  should 
be  accomplished  for,  in  the  noisy  environment,  the 
psychosomatic  consequences  of  malplacement  will 
appear.  Thei-e  should  be  a job  follow-up  to  deter- 
mine changes  in  hearing  acuity  every  few  months. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Penicillin  in  Drops  for  Prophylaxis  Against  Oph- 
thalmia Neonatorum:  A Single  Instillation 

Method.  H.  Charles  Franklin,  South  M.  D.,  Vol. 
41  pp.  320-326,  April,  1948. 

In  a previous  communication  the  author  reported 
that  penicillin  in  drops  had  been  found  to  be 
effective  in  the  prophylaxis  of  ophthalmia  neona- 
torum when  a method  of  multiple  instillation  was 
used.  That  method  required  four  instillations:  one 
immediately  after  birth  and  one  daily  for  each  of 
the  first  three  days  of  life.  Mechanical  cleansing 


of  the  eyes  was  carried  out  before  the  first  in- 
stillation. The  present  study  was  undertaken  to 
evaluate  the  use  of  only  one  instillation  of  peni- 
cillin with,  as  before,  mecbanical  cleansing  of  the 
eyes. 

For  a five-month  period  (beginning  February  1, 
1947)  penicillin  in  drops  was  used  for  prophylaxis 
in  the  eyes  of  each  newborn  infant  delivered  at  the 
John  Gaston  Hospital,  Memphis,  Tennessee.  A 
concentration  of  2,500  units  per  cc.  of  sterile 
isotonic  sodium  chloride  was  used.  Sterile  isotonic 
sodium  chloride  solution  was  used  for  irrigation  of 
the  eyes.  Prophylaxis  of  the  eyes  of  each  newborn 
infant  was  carried  out  in  the  delivery  room  within 
one  hour  after  birth.  The  eyelids  and  adjacent 
area  of  the  newborn  infant  were  cleansed  of  con- 
taminating secretions  by  gently  wiping  with  a 
large  ball  of  sterile  cotton  from  the  inner  canthus 
outward.  The  eyes  were  closed  at  the  time.  Gauze 
was  then  used  on  the  fingers  for  traction  to  hold 
the  eyelids  while  each  eye  was  flushed  thoroughly 
with  sterile  isotonic  solution  of  sodium  chloride. 
Four  drops  of  penicillin  solution  were  then  instilled 
into  the  conjunctival  sac  of  each  eye.  When  an  in- 
fant exhibited  pus  in  its  eyes  during  the  neonatal 
period,  a culture  was  taken  from  the  conjunctival 
sac  of  each  eye. 

A total  of  1,177  infants  was  studied  in  the 
nursery.  All  neonatal  deaths  occurring  among  the 
infants  born  during  the  period  of  investigation 
were  excluded.  Thirteen  (1.1  per  cent)  of  the 
1,177  infants  exhibited  pus  in  one  or  both  eyes 
after  penicillin  prophylaxis.  All  degrees  of  pus, 
no  matter  how  slight,  were  included.  The  day  of 
life  upon  which  pus  was  first  observed  varied  from 
the  third  to  the  twelfth  day,  the  average  being  7.2. 
The  incidence  of  1.1  per  cent  of  infants  exhibiting 
pus  in  the  eyes  while  in  the  nursery  is  low  as  com- 
pared to  the  incidence  after  silver  nitrate  prophy- 
laxis (6.0  per  cent).  All  cultures  of  the  thirteen 
infants  who  exhibited  pus  in  the  nursery  were 
positive.  Two-thirds  of  the  organisms  isolated 
were  staphylococci. 

Abnormalities  other  than  the  presence  of  pus 
were  evaluated.  Two  hundred  infants  were 
followed  to  note  the  incidence  of  eyelid  swelling, 
conjunctival  redness,  and  watery  discharge.  The 
degree  of  abnormality,  slight,  moderate  or  severe, 
was  graded.  During  these  days  swelling  of  the 
eyelids  was  noted  in  20  per  cent  of  the  infants; 
conjunctival  redness  in  thirty-seven  per  cent;  and 
watery  discharge  in  0.5  per  cent.  Moderate  and 
severe  degrees  only  of  these  abnormalities  were 
noted  in  this  analysis. 

At  the  time  of  the  public  health  nurses’  exami- 
nations at  the  patients’  homes,  between  the  14th 
and  17th  day,  pus  was  found  in  the  eyes  of  2.9 
per  cent  of  the  infants.  Other  abnormalities,  con- 
junctival redness,  swelling  of  the  eyelids  or  a 
watery  discharge,  were  noted  in  1.5  per  cent  by 
the  public  health  nurses. 

There  was  no  known  instance  of  conjunctivitis 
caused  by  the  gonococcus,  either  in  the  nursery  or 


72 


ABSTRACTS  OF  CURRENT  LITERATURE 


February,  1949 


at  home,  in  the  series  or  the  previously  reported 
series  using  4 instillations.  The  combined  series 
constitute  a total  of  2,138  infants  studied  after 
treatment  with  penicillin  prophylaxis. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Local  Sulphonamide  Therapy  of  Dendritic  Ulcer. 
II.  L.  Hughes.  Archives  of  Ophthalmology,  June, 
1948. 

A series  of  16  cases  of  dendritic  ulcer  of  the 


cornea  treated  locally  with  sulfonamide  compounds 
is  presented.  The  mode  of  treatment  was  to  instil 
six  per  cent  “albucid”  (azosulfamide)  ointment 
three  times  a day  and  paint  the  entire  corneal  sur- 
face once  daily  with  thirty  per  cent  solution  of 
azosulfamide. 

As  Sorsby  pointed  out,  the  good  results  obtained 
with  sulfonamide  therapy  raise  the  question 
whether  dendritic  ulcer  is  to  be  regarded  as  a 
herpetic  virus  infection.  It  is  possible  that  the 
high  concentration  reached  with  local  treatment  is 
effective  against  the  virus. 
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THE  DESTRUCTION  OP  RETINAL  ANGIOMAS  BY  DIATHERMY* 

PHILIP  MERIWETHER  LEWIS,  M.D.,  Memphis 


Angiomas  of  the  retina  are  rather  rare, 
but  the  condition  is  of  such  importance 
that  every  ophthalmologist  should  be  fa- 
miliar with  it.  Undoubtedly  retinal  angio- 
matosis, or  Von  Hippel’s  Disease,  is  less 
rare  than  indicated  by  the  literature  which 
contains  fewer  than  200  cases.  The  use 
of  diathermy  coagulation  has  become  very 
frequent  among  eye  surgeons  in  the  past 
fifteen  years.  The  pioneer  work  and  teach- 
ing of  Clifford  Walker  in  this  country  did 
much  to  establish  its  value  and  popularize 
its  use.  Coagulation  by  diathermy  is  pe- 
culiarly suitable  for  dealing  with  angiomas 
of  the  retina. 

In  the  early  stages  of  the  disease,  before 
extensive  degenerative  changes  have  oc- 
curred, the  fundus  picture  is  dramatic  and 
unforgettable.  It  is  unmistakable  to  an 
ophthalmologist  who  has  once  seen  one,  or 
who  has  studied  color  photographs  or  paint- 
ings of  the  condition.  As  Bedell  has  pointed 
cut,  the  presence  in  the  retina  of  greatly 
dilated,  parallel  blood  vessels  usually  de- 
note angiomatosis.  That  the  vessels  are 
not  always  parallel  will  be  shown  in  the 
subsequent  kodachrome  slides.  It  is  true 
that  both  the  artery  and  vein  have  the  same 
origin  and  terminus,  but  their  courses  be- 
tween these  two  points  may  be  very  tor- 
tuous and  far  from  parallel.  The  appear- 
ance of  the  angioma  itself  varies  consider- 
ably. In  one  case  reported  here  the  tumor 


*Read  before  the  Tennessee  Academy  of  Ophthal- 
mology and  Otolaryngology,  Nashville,  April  12, 
1948. 


was  a purplish  gray  color  and  in  the  other 
it  was  of  a light  reddish  brown.  Far  ad- 
vanced cases  have  been  confused  with  ret- 
inoblastomas, Coat’s  disease,  endophthal- 
mitis, aneurysm  and  several  other  conditions. 
Intraocular  hemorrhage  and  secondary 
glaucoma  may  occur  and  make  the  diag- 
nosis very  difficult. 

A retinal  angioma  is  a growing  tumor, 
a definitely  progressive  thing,  which  in  the 
vast  majority  of  cases  will  eventually  de- 
stroy vision  and  even  the  eyeball  itself. 
Therefore  treatment  at  an  early  stage  is 
to  be  greatly  preferred  over  blindness  and 
subsequent  enucleation. 

Treatment 

As  soon  as  the  diagnosis  of  angiomatosis 
is  made  it  should  be  explained  to  the  pa- 
tient that  a serious  condition  is  present 
and  that  surgery  is  necessary.  If  the  case 
is  an  early  one,  a good  prognosis  may  be 
given,  but  if  vision  is  already  seriously  im- 
paired by  extensive  degenerative  changes 
in  the  macula  region,  it  is  unlikely  that 
useful  vision  will  be  restored.  However, 
the  saving  of  the  eyeball  from  destruction 
should  be  of  sufficient  importance  to  the 
patient  to  “sell  them”  on  the  operation. 
When  the  patient  consents  to  operation  a 
careful  localization  of  the  tumor  should  be 
done.  Its  position  in  the  globe  should  be 
plotted  on  a sketch,  showing  the  meridian 
and  also  the  location  in  relation  to  the 
equator,  ora  serrata,  disk,  retinal  vessels, 
etc.  Fortunately,  angiomas  of  the  retina  are 
usually  located  far  forward  in  the  periph- 
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ery  which  makes  them  readily  accessible 
to  operative  exposure  and  to  treatment  with 
diathermy. 

Before  local  treatment  is  started,  careful 
general  physical  and  neurological  examina- 
tion should  be  made  to  determine  that  other 
and  more  serious  angiomatous  involvement 
is  not  present  elsewhere  in  the  body.  The 
brain,  particularly  the  cerebellum,  is  likely 
to  be  involved.  If  so,  the  condition  should 
then  be  termed  Lindau’s  and  not  Von  Hip- 
pel’s  disease,  and  a neurosurgeon  should 
first  remove  or  destroy  the  growth  in  the 
brain.  If  recovery  occurs,  the  angioma  of 
the  retina  may  then  be  attacked.  Neither 
of  my  cases  had  intracranial  involvement, 
although  one  required  very  careful  study 
to  rule  it  out. 

Roentgen  ray  therapy  and  radium  appli- 
cations have  been  used  with  varying  suc- 
cess. In  1939,  Weve1  reported  the  first  use 
of  surface  coagulation  and  punctures  with 
diathermy.  In  1941,  Kaye2  reported  two 
cases  treated  successfully  by  Stallard  with 
a combination  of  katholysis  and  diathermy. 
My  first  case  was  done  on  November  7th, 
1941,  with  the  assistance  of  Dr.  R.  0. 
Rychener.  We  thought  that  it  was  the  first 
case  so  treated  in  America,  and  it  was  re- 
cently referred  to  as  such  by  Bockhoven 
and  Levatin3  in  their  article  in  the  Archives 
of  Ophthalmology  for  October,  1947.  Ac- 
tually Fralick,4  on  April  29,  1941,  per- 
formed the  first  diathermy  destruction  of 
a retinal  angioma  in  this  country,  but  did 
not  report  it  until  October,  1942,  in  his 
discussion  of  my  paper  on  this  subject  be- 
fore the  American  Academy  of  Ophthal- 
mology and  Otolaryngology. 

The  technique  used  in  the  diathermy  de- 
struction of  retinal  angiomas  is  essentially 
the  same  as  used  for  retinal  detachments. 
Punctures  with  micropins  into  and  imme- 
diately around  the  angioma  are  necessary. 
Repeated  observations  with  a giant  ophthal- 
moscope should  be  made  during  the  opera- 
tion. A moderate  degree  of  surface  coagu- 
lation of  the  sclera  is  advisable.  It  is 
probably  neither  necessary  nor  wise  to 
coagulate  the  large  artery  or  vein. 

Case  Reports 

Case  1.  As  this  case  has  been  previously 


reported,5  only  a brief  summary  will  be 
given  and  the  kodachrome  fundus  photo- 
graphs exhibited  to  show  the  appearance 
before  operation  and  at  various  periods 
since  that  time. 

The  patient  was  a healthy,  white  male 
of  25  years.  He  had  recently  noticed  that 
the  vision  in  his  right  eye  was  poor.  On 
routine  homatropine  refraction  the  true 
condition  was  discovered.  In  addition  to 
the  typical  enormously  enlarged  vessels, 
and  a single  angioma  far  forward  in  the 
“3:30”  meridian,  there  were  marked  de- 
generative changes  in  and  around  the  mac- 
ula. Vision  was  only  8/200.  Following 
operation  the  large  vessels  disappeared,  the 
angioma  was  replaced  by  scar  tissue,  but 
the  vision  did  not  improve.  It  remained 
the  same  for  one  year,  and  then  gradually 
diminished  to  2/200  eccentricly.  The  gen- 
eral condition  of  the  patient  has  remained 
excellent.  The  eye  appears  slightly  smaller 
than  the  other  and  a scarcely  noticeable 
exotropia  is  present.  (Kodachrome  photo- 
graph.) 

Case  2.  This  case  has  also  been  reported'5 
and  the  following  is  a summary,  which  in 
addition  brings  her  condition  up  to  date. 
Recent  kodachrome  fundus  photographs  are 
shown  as  well  as  those  made  before  and 
after  operation. 

The  patient  was  a white  female  of  34 
years.  She  had  noticed  blurry  vision  of 
the  left  eye  for  two  weeks  and  was  suf- 
fering from  severe  headaches.  Examina- 
tion revealed  the  typical  appearance  of 
enormously  dilated  vessels  leading  to  a 
reddish,  brown  tumor,  about  1%  times  the 
size  of  the  disk,  situated  anterior  to  the 
equator  in  the  6 o’clock  meridian.  Com- 
plete general,  neurological  and  laboratory 
examinations  were  negative.  Vision  was 
reduced  to  20/100,  but  there  were  no  de- 
generative changes  present. 

Operation — On  September  6,  1944,  the 
area  was  exposed  by  separating  and  re- 
tracting the  inferior  rectus  and  Tenon’s 
capsule  along  with  the  conjunctiva.  One 
Walker  micropin  was  inserted  on  each  side 
of  the  6 o’clock  meridian,  3mm.  anterior  to 
the  equator.  Ophthalmoscopic  examination 
showed  these  pins  to  be  located  just  at  the 
posterior  border  of  the  angioma.  Micro- 
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pins  were  then  placed  on  either  side  of  the 
tumor  and  the  entire  area  between  these 
four  pins  was  studded  with  punctures.  A 
total  of  15  Walker  pins  were  used  with  45 
milliamperes  of  current. 

Postoperative  Course — A large  retinal 
detachment  below  was  discovered  on  the 
second  postoperative  day.  It  gradually  in- 
creased and  numerous  hemorrhages  oc- 
curred. On  the  twentieth  postoperative 
day  a second  diathermy  procedure  was  per- 
formed. A ban-age  of  micropins  was  in- 
serted surrounding  the  site  of  the  angioma. 
Surface  diathermy  was  applied  and  scleral 
puncture  with  a Graefe  knife  released  con- 
siderable clotted  blood.  Following  this  the 
vitreous  was  so  hazy  with  blood  that  five 
months  elapsed  before  fundus  pictures 
could  be  made.  Even  then  they  were  in- 
distinct. Ten  months  after  operation  vision 
had  improved  to  20/40  and  the  fundus 
could  be  seen  fairly  clearly.  The  angioma 
was  completely  destroyed.  In  its  former 
site  and  surrounding  it  was  densely  pig- 
mented scar  tissue.  The  size  of  the  former 
artery  and  vein  was  indicated  by  white 
fibrous  sheaths,  but  the  column  of  blood  in 
each  was  greatly  reduced.  In  April,  1947, 
vision  was  20/30,  corrected  by  a plus  75 
cylinder  axis  90  to  20/20,  and  Jaeger  No.  1 
with  normal  accommodation.  The  eye 
functioned  normally  and  the  patient  was 
unaware  of  the  defect  present  in  the  su- 
perior visual  field.  There  was  a definite 
flattening  of  the  eyeball  below,  probably 
due  to  contraction  of  the  sclera  from  coagu- 
lation. 

The  final  pictures  shown  and  the  last 
examination  were  made  on  March  1,  1948. 
The  eye  then  had  normal  vision  for  dis- 
tance and  near  and  functioned  perfectly. 
The  vitreous  was  clear.  The  fundus  was 
normal  except  for  the  irregular  scarring, 
pigmentation,  and  atrophy  of  the  anterior 
portion  of  the  retina  below.  The  blood 
columns  in  the  thick  white  fibrous  sheaths 
were  still  visible,  but  were  small.  There 
was  no  suggestion  of  a recurrence  of  the 
angioma.  The  patient  in  March,  1948,  was 
in  better  health  than  she  had  been  for 
several  years. 

Summary  and  Conclusions 

Two  patients  with  single  angiomas  of 


the  retina  were  treated  by  coagulation  with 
diathermy.  Postoperative  observation  ex- 
tended for  six  and  one-half  years  and  three 
and  one-half  years  respectively. 

The  first  case  was  too  far  advanced  to 
restore  vision,  but  an  eyeball  that  retains 
a little  sight  and  which  appears  practically 
normal  constitutes  a worthwhile  result. 
The  second  case  resulted  in  perfect  func- 
tion and  appearance. 

It  is  felt  that  the  destruction  by  dia- 
thermy is  at  present  the  best  method  of 
dealing  with  the  retinal  angiomas.  If  un- 
dertaken at  an  early  stage  the  prognosis 
is  good. 
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DISCUSSION 

H.  C.  SMITH,  M.D.  (Nashville) : In  being  invited 
to  discuss  this  paper,  I am  reminded  of  the  meeting 
of  the  State  Society  which  was  held  in  Knoxville 
in  1931.  There  I was  called  upon  to  discuss  a 
paper  by  Dr.  Ellett  and  Dr.  Rychener  on  the  treat- 
ment of  retinal  detachment,  which  I felt  was  the 
first  presentation  upon  that  subject  offered  to  this 
society.  I had  been  in  practice  less  than  a year, 
and  although  during  my  training,  I had  had  an 
introduction  to  the  Gonin  method  of  treating  ret- 
inal detachment,  no  case  had  come  my  way. 

I am  glad  to  say  that  diathermy  supplanted  the 
actual  cantery  in  the  treatment  of  detachments  so 
shortly  thereafter  that  I used  the  Gonin  method 
only  once  or  twice  before  the  change. 

Now,  seventeen  years  later,  I find  myself  again 
attempting  to  discuss  a paper  which  presents  its 
subject  for  the  first  time  to  this  society;  and  again 
the  procedure  described  is  one  which  I have  not 
employed. 

Dr.  Lewis  has  enjoyed  an  unusual  opportunity 
in  having  been  able  to  use  diathermy  in  the  treat- 
ment of  two  cases  of  retinal  angioma  in  so  short 
a period  of  time.  The  average  ophthalmologist 
meets  such  a condition  quite  rarely. 
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Most  are  familiar,  through  years  of  experience 
with  diathermy  coagulation  for  retinal  detachment, 
with  all  that  he  described  in  technique.  We  are 
particularly  aware  of  the  import  of  his  words 
regarding  painstaking  localization  of  the  angioma. 
The  result  which  he  reports  in  each  of  his  cases 
is  amply  evident  of  the  care  with  which  he  pro- 
ceeded. 

In  the  second  case,  I feel  something  should  be 
said  for  patience  and  perseverence  in  the  presence 
of  disappointing  developments.  The  eye  might 
have  been  abandoned  when  so  large  a detachment 


of  the  retina  appealed.  Perhaps  the  impetus  which 
comes  from  early  venture  with  a newly-described 
method  in  surgery  could  be  credited  here.  At  any 
1 ate,  it  can  be  said  that  the  reward  was  worth 
the  effort. 

I expect  that  Dr.  Rychener,  who  participated  in 
at  least  one  of  Dr.  Lewis’  cases,  will  contribute 
far  more  in  his  discussion  of  the  paper  than  I 
could.  Certainly  the  society  is  fortunate  in  having 
heard  this  report  upon  such  an  unusual  ophthalmic 
procedure. 
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VIRUS  HYPOTHESIS 

FRED  R.  HASELTON,  M.D.,  Nashville 

This  paper  is  not  a report  of  research 
findings  or  evidence,  but  a presentation  of 
a concept  which  is  the  outgrowth  of  a pro- 
jection of  the  imagination  into  the  realm  of 
ultra-microscopic  biology. 

The  object  of  this  discourse  is  to  stimu- 
late thinking  and  research  along  a certain 
line  by  workers  with  more  brains  and  fa- 
cilities than  have  I with  which  to  work. 

At  the  present  time  the  virus  group  is 
the  ghost  that  haunts  the  unwary  and  the 
weary,  striking  the  unsuspecting  and  in- 
nocent bystanders  as  well  as  the  partici- 
pants in  the  strife  of  life. 

The  pools  of  virus  infections  or  interme- 
diate hosts  are  unknown.  Their  potency 
and  affinity  for  specialized  tissues  can  be 
evaluated  only  by  their  effect.  Medical 
men,  as  well  as  the  lay  public,  are  baffled 
by  pandemics  and  epidemics,  and  most  of 
all  by  sporatic  isolated  cases.  Many  of 
these  cases  have  no  history  of  contact  with 
a victim  with  a recognized  similar  disease 
within  an  accepted  incubation  period.  This 
condition  can  be  partially  explained  by  the 
belief  that  many  individuals  may  harbor  a 
subclinical  disease  to  which  one  with  less 
resistance  to  the  organism  may  fall  victim 
after  contact.  This  I believe  to  be  particu- 
larly true  in  the  case  of  the  “common  cold” 
and  poliomyelitis.  We  call  them  carriers. 

Then,  may  we  hypothesize  that  a virus 
causing  a specific  disease  entity  is  a product 
of  the  symbiotic  growth  of  two  or  more 
organisms,  all  or  any  of  which  may  be 
pathogenic  or  nonpathogenic.  We  might 
even  consider  the  possibility  of  the  patho- 
genicity of  such  a combination  being  locked 
by  an  asymbiotic  factor  which,  when  elimi- 
nated by  an  environmental  influence,  re- 
leases the  pathogenic  product  we  call  a vi- 
rus, causing  characteristics  of  a recognized 
disease  entity. 

Considering  the  “common  cold”  for  ex- 
ample, we  may  take  the  pneumococcus, 


staphylococcus,  streptococcus,  and  influenza 
bacillus  normally  found  in  an  attenuated 
form  in  the  nasal  mucous  membrane.  Do 
they  when  growing  symbiotically  neutralize 
each  other’s  virilance?  Are  they  held  in 
check  by  a penicillin  like  fungus,  which  de- 
pends for  its  growth  on  the  vigor  of  the 
nasal  mucous  membrane?  When  that  vigor 
is  reduced  by  fatigue  or  extreme  lowering 
of  body  temperature,  does  the  fungus  die 
or  become  weakened  and  release  the  beasts 
to  prey  upon  the  weakened  victim  after 
their  by-product,  a virus,  has  opened  the 
portal  of  entry? 

Considering  poliomyelitis,  can  we  sup- 
pose that  certain  organisms  with  predilec- 
tion for  nerve  tissue  are  involved  in  a sim- 
ilar chain  of  events?  Of  the  organisms 
whose  toxins  attack  the  nerve  tissue,  we 
immediately  think  of  the  tetanus  bacillus 
and  the  meningococcus.  Is  the  tetanus  bac- 
illus sporified  by  a streptomicin-like  fun- 
gus? Could  it,  when  existing  in  the  human 
system  in  the  presence  of  the  dormant  men- 
ingococcus, suddenly  be  released  by  can- 
cellation of  an  inhibitory  fungus  or  other 
organism  to  symbiotically  produce  a toxin 
with  affinity  for  the  nerve  tissue,  institut- 
ing the  disease  entity  known  to  us  as  polio- 
myelitis? How  close  akin  to  poliomyelitis 
is  rabies? 

We  could  go  on  and  on  through  the  list  of 
virus  diseases  and  theorize  upon  the  inter- 
relationships of  organisms  affecting  the 
glands,  the  bone  marrow,  the  skin,  etc.  We 
may  well  wonder  why  epidemic  curves  rise 
and  fall,  and  why  certain  diseases  are  en- 
demic in  certain  areas. 

If  you  cannot  conceive  of  infinity  of  time 
and  space,  you  had  better  forget  the  hypoth- 
esis that  I have  just  presented,  or  your 
brain  will  be  numb  and  you  may  get  so 
fatigued  that  you  may  become  the  victim 
of  a dormant  symbiotic  combine  of  which 
you  may  be  the  unsuspecting  host. 
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W.  A.  SEELEY,  Nashville* 

Three  public  school  systems  of  Tennes- 
see have  to  date,  as  a part  of  their  voca- 
tional education  program  for  out-of -school 
youth  and  adults,  established  a program  of 
training  in  cooperation  with  the  local  hos- 
pitals which  is  designed  to  prepare  persons 
for  the  nursing  service.  Upon  completion 
of  this  one  year  of  training  the  students 
are  eligible  to  take  the  state  examination 
and  become  licensed  practical  nurses.1 

Since  inaugurating  the  program  in  April, 
1947,  in  Nashville  the  eighth  class  or  a 
total  of  297  white  and  negro  students  have 
begun  their  training.  Of  this  number,  four 
groups,  or  79  persons,  have  completed  their 
year’s  training,  passed  their  state  examina- 
tions, and  become  licensed. 

A program  was  started  at  Kingsport  in 
October,  1947,  that  has  enrolled  four  classes, 
or  a total  of  56  women.  Six  of  the  first 
group  completed  their  training  and  passed 
their  state  examination  late  in  October  and 
received  their  licenses. 

The  Memphis  City  Board  of  Education 
established  a program  similar  to  that  at 
Nashville  at  the  Memphis  Vocational  School 
for  Whites  and  at  the  Booker  T.  Wash- 
ington High  School  for  Negroes  in  Sep- 
tember, 1948.  The  second  classes  have  re- 
cently began  their  training,  while  the  first 
groups  have  started  their  hospital  experi- 
ence. 

Chattanooga  is  expecting  to  start  a sim- 
ilar program  within  the  next  month  or  so, 
or  as  soon  as  the  space  problem  can  be 
worked  out. 

The  programs  in  each  of  these  larger 
cities  is  under  the  direction  of  a coordinator 
and  two  teachers,  one  for  white  students 
and  the  other  for  negro  students,  who  con- 
duct the  twelve  weeks  of  concentrated  train- 
ing in  the  school.  The  coordinators  interview 
and  select  the  students,  assist  the  instruc- 
tors in  conducting  their  classes,  place  the 
students  in  the  cooperating  hospitals,  and 
coordinate  their  on-the-job  experience  and 
training  while  they  are  there. 


’ State  Supervisor  of  Trade  and  Industrial  Edu- 
cation, State  Department  of  Education. 


The  minimum  qualifications  of  both  the 
coordinators  and  teachers  are: 

(a)  Be  a registered  nurse  with  at  least 
two  years  advanced  study. 

(b)  Have  at  least  two  years  nursing  ex- 
perience. 

(c)  Complete  within  five  years  after  em- 
ployment 27  or  30  quarter  hours  of 
industrial  education  teaching  meth- 
ods of  procedure. 

(d)  Have  the  personality  characteristics 
necessary  to  do  the  job. 

(e)  Coordinators  in  addition  will  be  ex- 
pected to  have  taught  in  a practical 
nursing  program  two  years. 

The  entire  program  in  each  center  is  con- 
ducted under  the  supervision  and  direction 
of  the  local  director  of  vocational  education 
and  is  financed  by  the  respective  local  board 
of  education  as  a part  of  the  public  school 
program.  Through  their  cooperative  ar- 
rangement with  the  State  Board  for  Voca- 
tional Education  they  may  receive  some 
support,  both  financial  and  supervisory, 
from  the  trade  and  industrial  education 
service  of  the  latter.  Funds  appropriated, 
both  state  and  federal,  for  vocational  edu- 
cation in  Tennessee  may  be  used  in  reim- 
bursing the  local  board  for  a part  of  their 
expenses  as  an  aid  to  them  in  conducting 
the  program  in  accordance  with  the  stand- 
ards as  outlined  in  the  State  Plan  for  Vo- 
cational Education. 

Advisory  committees  have  been  organ- 
ized in  each  of  the  centers  by  the  local 
directors  of  vocational  education  to  assist 
with  and  advise  the  school  officials  in  the 
organization  and  conduct  of  the  program. 
The  personnel  of  the  committees  may  vary 
from  community  to  community  but  in  the 
main  they  will  consist  of  one  or  more  rep- 
resentatives of  the  superintendents  of  the 
hospitals,  the  medical  associations,  the 
nursing  associations,  the  school,  and  other 
interested  groups  in  the  locality. 

Very  close  cooperation  is  maintained 
with  the  State  Committee  on  Nursing  Edu- 
cation and  Nursing  Practice,  whose  job  it 
is  to  aid  in  the  certification  of  each  school, 
and  its  instructors,  to  examine  and  license 
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the  graduates,  and  in  general  help  in  the 
maintenance  of  the  highest  standards  pos- 
sible to  the  end  that  the  best  needs  of  the 
citizens  of  Tennessee  may  be  met.\  The 
State  Nurses  Association  cooperates  in  the 
program  by  carrying  the  licensed  practical 
nurses  on  their  registry  available  for  call 
of  doctors  and  hospitals  when  needed. 

In  accordance  with  demands  and  the 
availability  of  funds,  tentative  plans  call 
for  the  eventual  establishment  of  a total 
of  four — three  persons  and  two  or  perhaps 
three  single  teacher-coordinator  programs 
in  the  larger  cities  of  the  state  by  local 
boards  of  education.  Then  through  an  itin- 
erant teacher-coordinator  to  extend  such 
services  to  the  smaller  communities  and 
their  hospitals  as  the  needs  demand. 

Such  an  itinerant  coordinator  would  con- 
duct a class  of  twelve  weeks  in  one  com- 
munity center  for  interested  students  of 
the  region,  then  place  them  in  the  cooper- 
ating hospitals  of  the  area  for  their  on- 
the-job  in-service  training.  After  the  stu- 
dents are  all  placed  and  well  established  in 
the  hospital  phase  of  their  training,  the 
coordinator  would  move  on  to  the  next  re- 
gional center  and  conduct  a class,  etc.,  going 
back  periodically  to  give  each  group  some 
coordination,  offer  any  help  possible  and 
to  see  whether  or  not  the  students  are  pro- 
gressing satisfactorily. 

The  term  “practical  nurse”  has  attained 
the  distinction  of  an  accepted  definition : 

“A  practical  nurse  is  a person  trained  to  care 
for  subacute,  convalescent,  and  chronic  patients 
requiring  nursing  service  at  home  or  in  institu- 
tions, who  works  under  the  direction  of  a licensed 
physician  or  a registered  professional  nurse,  and 
who  is  prepared  to  give  household  assistance  when 
necessary.  A practical  nurse  may  be  employed 
by  physicians,  hospitals,  custodial  houses,  public 
health  agencies,  industries,  or  by  the  lay  public.2 

“A  trained  practical  nurse  is  given  systematic 
preparation  for  her  occupation.  This  preparation 
differs  widely  from  that  for  home  nursing,  which 
is  often  a part  of  a home  economics  course  in 
homemaking.  The  training  of  a practical  nurse 
resembles  that  of  a professional  nurse,  but  im- 
portant differences  lie  in  the  short  term  of  prep- 
aration which  the  practical  nurse  undergoes,  the 
limited  range  of  skills  which  she  learns,  and  the 
relatively  strong  emphasis  on  skill  of  performance, 
together  with  the  relatively  slight  emphasis  on 
theory  characteristic  of  her  preparation.  The 
types  of  cases  for  which  the  practical  nurse  is 
prepared  to  care  are  limited;  and  emphasis  is 


placed  on  the  necessity  of  her  working  always 
under  the  supervision  of  a licensed  physician  or 
of  a registered  professional  nurse.”3 

In  order  to  accomplish  these  objectives, 
the  following  outline  of  the  training  pro- 
gram is  followed  rather  closely  in  the  sev- 
eral programs  of  the  state : 

I.  Units  of  Organized  Instruction  (30 
hours  daily,  5 days  per  week  in  the 
school)  Hrs. 

A.  Behavior  and  working  relations 

(ethics)  30 

B.  Personal  and  community  health  20 

C.  Elementary  nursing  164 

1.  Elementary  microbiology 

2.  Elementary  anatomy 

3.  Nursing  skills 

4.  Patient  care. 


D.  Mother  and  child  care  24 

E.  Care  of  the  aged  and  chronically  ill  20 

F.  Recreational  therapy  12 

G.  Food  preparation  and  nutrition  80 

H.  Home  management  10 


Total — (12  weeks) — Hours  360 


II.  Vacation — Not  less  than  one  week. 


III.  Hospital  Experience  Hrs.  of  Inst. 


A.  Medical  service  16 

B.  Surgical  service  16 

C.  Pediatric  service  8 

D.  Obstetrical  service  8 

E.  Assigned*  4 


Practice 
8 weeks 
8 weeks 
4 weeks 
4 weeks 
2 weeks 


Total  52  hrs.  26  weeks 


*Ninety-six  hours  (equivalent  of  two  weeks)  may  be  spent 
in  the  Out-patient  Department  or  Sterile  Supply  Room. 

IV.  Clinics,  Convalescent  and  Private  Home  Ex- 
perience.f 

A.  Aged  and  chronically  ill  patients. 

B.  Convalescent  and  semi-acutely  ill  pa- 
tients. 

C.  Tuberculous  patients. 

D.  Mild  mental  illness. 

V.  Vacation — One  Week  During  Last  Three 
Months. 


Grand  total  training  time — 12  months. 

tBecause  of  the  shortness  of  the  terms  of  some  of  these 
experiences  and  difficulties  of  continuous  placement,  an  addi- 
tional twelve  weeks  of  more  advanced  work  of  this  type  may 
be  arranged  for  between  the  coordinator  and  the  cooperating 
hospitals. 

To  date  the  program  seems  to  have  func- 
tioned rather  nicely  through  the  cooperative 
arrangements  that  have  been  established. 
A number  of  problems  have  arisen,  but  in 
the  main  these  have  not  been  of  any  conse- 
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quence  that  the  advisory  committee  groups 
will  not  be  able  to  work  out.  Probably  the 
biggest  problem  that  has  had  to  be  faced 
by  the  advisory  committee  is  that  of  space 
and  facilities  to  handle  the  various  groups. 
Continued  cooperation,  however,  on  the 
part  of  all  groups  concerned  with  the  pro- 
gram should  iron  these  out  in  the  not  too 
distant  future. 

The  cooperation  and  enthusiasm  ex- 
tended has  been  most  whole-hearted  and  is 
most  appreciated  by  all  concerned  with  the 
program. 

Through  this  effort,  and  the  high  stand- 
ards adhered  to,  a gradual  improvement  in 
the  quality  of  persons  enrolling  and  com- 
pleting the  course  has  already  been  noted. 


with  even  a few  college  graduates  taking 
the  work.  This  is  as  it  should  be  if  the 
licensed  practical  nurse  is  to  take  her  place 
in  the  care  of  the  sick  and  improvement  of 
the  health  of  the  citizens  of  our  state. 
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USE  OF  METHADONE1  TO  COMBAT  WITHDRAWAL  SYMPTOMS  OF 
"DILAUDID"  ADDICTION:  CASE  REPORT 
BRUCE  R.  POWERS,  M.D.,  F.A.C.P.,  Knoxville 


“Dilaudid,”  dihydromorphinone  hydro- 
chloride, is  a synthetic  alkaloid  described 
first  in  1923.-  It  is  primarily  an  analgesic 
and  has  tolerance  and  addiction  features. 
It  has  potent  analgetic  effects,  but  is  less 
sedative  than  is  morphine. 

Methadone,  6 - dimethvlamino  - 4 - 4 - di- 
phenyl-heptanone-3,  is  a synthetic  anal- 
i gesic  having  some  properties  of  morphine. 
The  general  pharmacology  and  therapeutic 
uses  of  the  drug  are  not  described  here, 
but  it  may  be  mentioned  that  the  average 
dose  is  5-10  mg.  by  mouth  or  intramuscu- 
larly every  4 to  8 or  more  hours  for  pain. 
For  the  purpose  of  this  case  report  it  has 
been  found  that  the  drug  is  capable  of  pro- 
ducing tolerance  to  analgetic  and  sedative 
effects  after  prolonged  administration.3  It 
is  also  capable  of  producing  definite  phys- 
ical dependence  though  most  reviews  em- 
phasize that  it  is  considerably  less  dan- 
gerous in  this  phase  than  is  morphine, 
'■‘pantopon”  and  “dilaudid.” 

Troxil4  has  been  able  to  abruptly  dis- 
continue the  use  of  methadone  in  patients 
(20)  who  had  received  the  drug  for  two 
to  three  months  and  found  no  withdrawal 
symptoms  in  this  group.  Three  patients 
had  used  the  drug  for  one  year  and  were 
able  to  decrease  or  omit  the  drug  without 
discomfort.  She  also  has  been  able  to 
substitute  and  withdraw  methadone  in  ad- 
diction syndromes  of  morphine,  meperidine, 
“pantopon”  and  “dilaudid.”  She  does  not 
draw  conclusions  with  regard  to  addiction. 

Mr.  Anslinger/  commissioner  of  nar- 
cotics, states  that  there  is  increasing  evi- 
dence of  addicts  using  methadone  to  gratify 
addiction.  Addicts  have  told  investigators 
that  methadone  has  the  same  general  ef- 
fect on  them  as  does  morphine  or  heroin. 
It  is  mentioned  in  this  correspondence  that 
withdrawal  symptoms  are  definite  though 
less  severe. 

Euphoria  has  seldom  been  experienced 
except  in  previously  addicted  individuals. 
It  has  also  been  found  that  withdrawal 
symptoms  where  the  drug  is  discontinued 
are  less  severe  than  are  those  produced  by 


morphine,  “pantopon”  and  “dilaudid.” 
Methadone  will  in  large  part  alleviate  the 
severe  symptoms  of  narcotic  drug  with- 
drawal and  the  following  case  report  de- 
scribes the  substitution  of  this  drug  for 
“dilaudid”  with  subsequent  withdrawal  of 
methadone. 

This  patient  is  a 34-year-old  white  fe- 
male who  willingly  gave  a history  of  reg- 
ular use  of  “dilaudid”  for  five  or  more  years. 
She  stated  that  she  had  a malignant  con- 
dition in  her  abdomen  which  necessitated 
the  use  of  this  drug.  She  gave  a history 
of  attacks  of  abdominal  pain,  nausea  and 
vomiting.  She  stated  that  she  obtained 
about  20  “dilaudid”  tablets  of  2 mg.  (1/32 
gr.)  every  three  days,  thus  taking  about 
six  doses  of  2 mg.  daily.  This  was  self  ad- 
ministered in  the  right  deltoid  region. 

She  had  a series  of  abdominal  operations 
beginning  in  June,  1941,  which  included  a 
gall  bladder  drainage,  an  operation  for 
pyloric  stenosis,  removal  of  her  gall  blad- 
der and  followed  by  four  operations  for 
adhesions.  This  operative  saga  was  ob- 
tained from  the  patient  and  not  checked 
through  hospital  records. 

She  had  not  menstruated  for  two  and 
one-half  years.  She  had  two  living  chil- 
dren both  in  adolescence.  She  had  little 
sexual  desire  during  her  period  of  addic- 
tion. No  history  of  venereal  disease  was 
given. 

She  stated  all  narcotic  drugs  had  come 
from  physicians  and  no  attempt  had  been 
made  to  check  or  eliminate  her  continued 
use  of  “dilaudid.” 

Upon  study  she  appeared  to  be  chroni- 
cally ill,  middle  aged  and  markedly  under- 
nourished (wt.  88  lbs.).  Upon  most  visits 
she  was  emotionally  composed  and  coop- 
erative. On  two  occasions  prior  to  hos- 
pital admission  she  was  crying  and  com- 
plaining of  nausea,  vomiting,  abdominal 
pain  and  need  for  “dilaudid.”  I originally 
suggested  to  her  that  she  had  no  real  need 
for  continued  use  of  “dilaudid”  and  dis- 
cussed with  her  the  advisability  of  en- 
tering the  hospital  for  treatment.  She  was 
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told  that  there  was  a new  drug  available 
which  would  lessen  withdrawal  symptoms. 
She  agreed  to  this  plan  and  was  given  suf- 
ficient “dilaudid”  to  carry  her  for  three  or 
four  days  until  hospital  accommodations 
were  obtained.  I know  that  she  obtained 
additional  “dilaudid”  during  this  waiting 
period. 

Positive  physical  findings  were  rather 
scarce.  There  were  numerous  puncture 
wounds  of  her  right  deltoid  region,  and 
on  the  day  following  admission  a fluctuant 
mass  developed  here  which  was  incised  and 
drained,  followed  by  rapid  healing.  The 
skin  and  muscles  of  her  abdomen  were 
flaccid  and  there  were  five  or  six  healed  sur- 
gical scars.  All  easily  accessible  body  cav- 
ities were  examined.  Routine  blood  and 
urine  samples  were  within  normal  limits. 

Substitution  and  withdrawal  plan  is 
given  as  follows : 

Hosp.  day  Medication 

1.  “Dilaudid”  2 mg.  q 4 hrs. 

2.  “Dilaudid”  2 mg.  q 8 hrs. 

Methadone  7.5  mg.  q 8 hrs. 

3.  “Dilaudid”  2 mg.  q 12  hrs. 

Methadone  7.5  mg.  q 4 x 12  hrs. 

4.  “Dilaudid”  discontinued. 

Methadone  7.5  mg.  q 6 hrs. 

8.  Methadone  7.5  mg.  3 x daily. 

Normal  saline  1 cc.  1 x daily. 

12.  Methadone  7.5  mg.  2 x daily. 

Normal  saline  1 cc.  2 x daily. 

16.  Normal  saline  1 cc.  4 x daily. 

Methadone  discontinued. 

Multicebrin  1 capsule  three  times  daily 
was  given  during  her  entire  hospital  stay. 
Seconal  .1  g.  capsule  was  given  at  bedtime 
begining  the  fourth  hospital  day. 

During  this  period  she  was  comfortable 
and  only  slightly  nervous  subjectively  or 
objectively.  She  had  headache  for  several 
days.  She  continued  to  be  constipated  for 
the  first  ten  or  more  hospital  days.  On  the 
16th  hospital  day  which  was  one  day  fol- 
lowing discontinuance  of  all  narcotics  she 
became  irritable,  restless  and  called  for 
“hypos.”  She  was  given  an  additional 
sterile  injection,  but  this  did  not  relieve 
her ; one  dose  of  5 mg.  methadone  gave  re- 
lief of  nervousness.  Two  days  later  she 
complained  of  palpitation  and  shortness  of 


breath.  Her  pulse  rate  was  108  and  res- 
pirations were  satisfactory  as  to  depth  and 
rate.  She  was  given  .12  gm.  sodium  lu- 
minal and  no  narcotic.  A note  made  Sep- 
tember 26  states,  “complaining  of  severe 
pain  in  upper  abdomen  and  is  slightly  ten- 
der, no  masses  felt  and  no  nausea.  Bowel 
movements  loose.”  She  was  comfortable 
the  following  day.  Roentgenogram  of  the 
gastro-intestinal  tract  (9-28-48)  showed 
“a  normal  functioning  enterostomy  open- 
ing with  complete  obstruction  of  the  pyloro- 
duodenal  area.  Three  hours  after  inges- 
tion of  the  barium  meal  there  was  only  a 
slight  residue  left  in  the  stomach.” 

The  patient  was  discharged  September 
30  after  25  days  in  the  hospital.  She  had 
no  narcotics  for  nine  days  and  appeared 
and  claimed  to  be  comfortable.  She  was 
no  longer  constipated  and  she  had  a men- 
strual period  for  the  first  time  in  two  and 
one-half  years.  She  was  seen  at  weekly 
intervals  in  the  office  and  continued  to  feel 
well.  She  had  gained  from  88  to  107 
pounds.  At  no  time  has  she  requested  any 
narcotic. 

Summary 

At  patient  is  described  who  had  taken 
“dilaudid”  regularly  (daily)  for  five  years. 
Her  immediate  addiction  was  apparently 
relieved  using  methadone  to  alleviate  with- 
drawal symptoms  followed  by  withdrawal 
of  methadone.  Signs  of  physical  depend- 
ence were  mild  with  this  plan  of  treatment. 
No  prognosis  is  given  regarding  a later 
relapse. 
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OFFICERS’  AND  COMMITTEE  REPORTS 

Report  of  Treasurer 

REPORT  OF  EXAMINATION,  YEAR 
ENDED  DECEMBER  31,  1948 

The  Chairman  and  Board  of  Directors,  Tennessee  State 

Medical  Association,  Nashville,  Tenn. 

Sirs: 

We  have  made  an  examination  of  the  Cash  Receipts 
and  Disbursements  records  of  the  Tennessee  State  Med- 
ical Association,  Nashville,  Tennessee,  for  the  year  end- 
ed December  31,  1948.  The  results  of  our  examination 
are  presented  in  the  following  comments  and  on  the 
Exhibit  and  Schedules  designated  as  follows: 

Exhibit  “A”— Statement  of  Cash  Receipts  and  Disburse- 
ments, Year  Ended  December  31,  1948. 

Schedule  A-l — Cash  in  Banks. 

Schedule  A-2 — Statement  of  Income  by  Months. 

Schedule  A-3  Disbursements,  Medical  Journal. 

Schedule  A-4  -Salaries  and  Wages. 

Schedule  A-5 — General  Expenses. 

Schedule  A-6  Board  of  Trustees,  Committee  and  Con- 
vention Expenses 

Schedule  A-7  Social  Security  Tax  Expense  Paid. 

Schedule  A-8  Investments,  Etc. 

Cash  in  Banks— $5,396 .31 — was  verified  direct  with 
the  depositories.  All  cash  receipts  appearing  on  the 
records  were  traced  into  the  depositories.  Cash  dis- 
bursements were  verified  by  examination  of  all  cancelled 
checks  as  to  signatures  and  endorsements;  the  amounts 
and  payees  thereon  being  compared  with  the  entries  in 
the  disbursement  record. 

Investments—  $63,626.69 — The  Association  has  funds 
invested  in  the  total  amount  of  163,626.69  at  December 
31,  1948.  Investments  consisted  of  the  following  items: 


First  Mortgage  Real  Estate  Notes. . $45,670.69 

U.  S.  Bonds— Series  “F"  (Maturity  Value  $9, 400.09) 6,950.00 

U.  S.  Bonds — Series  “G” 11,000.00 


Total $03,626.69 


The  principal  balances  of  the  First  Mortgage  Real 
Estate  Notes  were  verified  by  examination  cf  the  As- 
sociation’s account  on  the  books  cf  the  First  Mortgage 
Company,  Nashville,  Tennessee.  United  States  De- 
fense and  Savings  Bonds  were  presented  for  examination 
by  our  representative. 

On  Schedule  A-8  the  items  comprising  invested  funds 
are  listed  and  for  the  purpose  of  record  all  investments 
are  carried  at  cost.  In  addition  to  the  above  listed  in- 
vestments there  is  also  shown  on  Schedule  A-8  the  amount 
of  $14.58,  cash  on  deposit  with  First  Mortgage  Company, 
Nashville,  Tennessee,  available  for  investment. 

GENERAL 

As  shown  on  Exhibit  “A”  there  was  an  excess  of  Income 
Disbursements  over  Income  Receipts  in  the  amount  of 
$3,684.99,  and  an  excess  of  Capital  Disbursements  over 
Capital  Receipts  in  the  amount  of  $3,422.48,  making  a 
total  excess  of  Disbursements  over  Receipts  of  $7,107.47 
for  the  year. 

A fidelity  bond  of  $10,000.00  on  the  Treasurer,  Dr. 
D.  W.  Smith,  was  placed  in  effect  for  one  year  from  April 
12,  1948.  Office  Furniture,  Fixtures,  and  Equipment 
were  insured  against  loss  by  fire  to  the  extent  of  $500.00. 


The  records  are  maintained  on  a cash  receipts  and  dis- 
bursements basis  and  we  have  not  attempted  to  prepare 
a schedule  of  assets  and  liabilities  at  the  close  of  the  year 
December  31,  1948.  However,  items  of  expense  incurred 
during  the  year  1948  and  unpaid  at  the  end  of  the  year 
consisted  of  the  following: 

Social  Security  Tax  for  the  last  quarter  of  1948  (Payable  in 


January  1949)  $ 28.60 

Withheld  Income  Tax  for  the  last  quarter  of  1948 367.80 

McQuiddy  Printing  Company,  for  December  1948  Journal 

and -Office  Supplies  870.28 

Tennessee  Press  Association,  Inc.,  Clippings  and  Releases  for 

December,  1948 74.00 

Remington  Rand,  Inc.,  December  1948  Statement ..  479.10 

Nashville  Linen  Service — Month  of  December 1.00 

Buford  Lewis — Letter  Service 3.00 


Total $1,823.78 


Respect f ully  submitted , 

Osborn  and  Page, 

Certified  Public  Accountants. 

March  1,  1949 


EXHIBIT  “A” 

Statement  of  Cash  Receipts  and  Disbursements  for 
Year  Ended  December  31,  1948 


Income- 

Receipts  -(Schedule  A-2) 

Dues $26,611.50 

I nterest  on  I n vestment s 212.50 

Advertising 15,170.43 

Exhibit  Space 2,445.00 

Rosters,  Subscriptions  and  Copies  of  Journal 130.10 

Refunds 185.42 

Repayment  of  Post-Graduate  Committee  Loan 5,000.00 

Sale  of  Old  Typewriter 30.00 

Sundry 22.50 

Total  Income  Receipts $49,807.45 

Disbursements 

Medical  Journal  (Schedule  A-3) $ 8,669.48 

Salaries  and  Wages  (Schedule  A-4) 13,567.50 

General  Expense  (Schedule  A-5) 7,040.28 

Board  of  Trustees,  Committee  and  Convention  Expense 

(Schedule  A-6) 4, 805 . 3 1 

Post-Graduate  I nstruction 3,750.00 

Transfers  to  Capital  Fund 15,637.31 

Social  Security  (Schedule  A-7) 67.01 

Tax  Payments  Deducted  from  1947  Salaries: 

Social  Security $ 31.05 

Withholding  Tax 306.60  337.65 


$53,874.54 


Less  Deductions  Fourth  Quarter  1948: 

Social  Security $14.30 

Withholding  Tax 367.80  382.10 

Total  Disbursements $53,492.44 

Excess  of  Disbursements  Over  Income  Re- 
ceipts  S3, 684.99 


Capital — 

Receipts: 

Principal-First  Mortgage  Loans $ 7,588.69 

Interest-First  Mortgage  Loans 977.34 

Transfers  from  General  Fund 10,637  31 

Transfers  from  Savings  Fund 10, 188  79 


29,392  13 


Disbursements: 

Purchase  of  Mortgage  Notes $32,814.61 

Excess  of  Capital  Disbursements  over  Capital 

Receipts $ 3,422.48 

$ 7,107.47 


Represented  by—  General  Investment 

Fund  Fund 

Fund  Balances  (Cash)  12-31-48  $ 5,396  31  $ 34.58 

Fund  Balances  (Cash)  12-31-47  9,081  30  3,457.06 


$3,684  99  $3,422  48  $7,107  47 
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SCHEDULE  A-2 

Statement  of  Income  Receipts  by  Months  for  Year  Ended  December  31,  1948 
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January  ..  

$14,743.68 

$8,620.00 

$1,081.68 

$ 12.00 

$5,000  00 

$30  00 

February 

7,652.47 

6,265.00 

$75.00 

1,357.97 

29.50 

March 

. 7,144.69 

4,880.00 

1,265.29 

$890,00 

34  40 

April 

4,655  01 

2,760.00 

1,367.70 

505.00 

6.00  $11.09 

$5.22 

May 

2,437.56 

750.00 

1,010.56 

675.00 

2.00 

June 

. 2,447.72 

810.00 

1,254.52 

375  00 

8.20 

July 

1,815.35 

363.00 

1,354.91 

8.00 

89.44 

August 

1,334.43 

300.00 

1,032.43 

2.00 

September 

. 1,145.23 

90.00 

1,032.39 

7.84 

$15.00 

October 

1,671.22 

255  00 

137.50 

1,259.97 

2 00 

16.75 

November 

1,511.70 

480.00 

972,12 

55.08 

4 50 

December 

. 3,248.39 

1,038.50 

2,180.89 

26.00 

3.00 

Totals 

$49,807.45 

$26,611.50 

$212.50 

$15,170.43 

$2,445.00 

$130.10  $11.09 

$5,000.00 

$174.33 

$30.00 

$22.50 

SCHEDULE  A-l 

Cash  in  Banks  December  31,  1948 


American  National  Bank 

Balance  per  Bank  Statement  and  Confirmation. . _ $ 6,670.76 

\d<l- Deposit  in  Transit 74.79 

$ 6,745.55 

Deduct-Outstanding  Checks: 

Underwood  Corporation $ 11.09 

Charles  H.  Cornelius 1,000.00 

Dr.  Webb  Key 30.10 

Tennessee  Press  Association..  44.00 

Tennessee  Press  Association..  30.00 

Lewis  Moore 15.00 

Dr.  W.  M.  Hardy 127.60 

Willard  Batey 97.55 

Bettye  Kimbrough  Foster. _ . ... 66.40  $1,421.74 


Balance  in  American  National  Bank $5,323.81 

Broadway  National  Bank-Church  Street  Office — 

Balance  per  Bank  Statement  and  Confirmation 72.50 


Total  Cash  in  Banks-Exhibit  “A" $5,396.31 


SCHEDULE  A-3 

Disbursements,  Medical  Journal,  Year  Ended 
December  31,  1948 


Florals,  Wedding  Gifts,  Etc 58.59 

Lock  Box  Rent 3.60 

Copyright  Fees 48.00 

Chair  and  Desk 183  17 

Typewriters  (2) 260  y4 

Play-back  Machine 133.33 

Gavels  for  Doctors 248  95 

Refunds  to  Employees  of  Excessive  Social  Security  Withheld 26.50 


Total-To  Exhibit  “A” $ 7,040.28 


SCHEDULE  A-6 

Board  of  Trustees,  Committee  and  Convention 
Expenses  for  Year  Ended  December  31,  1948 


American  Medical  Association  Meetings: 

Travel,  Hotel,  Meals $ 839  15 

Committee  Members’  Travel  Expense 805.31 

Sundry  Travel  Expense — Officers 804.22 

Badges 64.51 

Registration  Cards 5.36 

Signs 43.97 

Labor  and  Material — Exhibition  Space 96.46 

Programs  for  Meeting  377.50 

Registration  Clerk 10.00 

Rental — Exhibition  Space . . 671.33 

Banquet  Tickets ...  . 147.86 

Reporting  Services . 939 . 64 


Total-To  Exhibit  "A” S 4,805.31 


Printing $ 3,623.00 

Extra  Copies 1,176  00 

Mailing.... 687.50 

Color  Cover 990.00 

Color  Advertising 860.00 

Tables,  Minutes,  Editorials,  Etc ... 99.00 

Extra  Composition  and  Extra  Pages 600.00 

Inserts  and  Half  Tones 195.00 

Paper  Stock  Increases,  Etc 270.00 

Sales  Tax 168.98 

Total-To  Exhibit  “A” $ 8,669.48 


SCHEDULE  A-4 

Salaries  and  Wages  for  Year  Ended  December 
31,  1948 


Dr.  W.  M.  Hardy ...$  3,600.00 

V.  0.  Foster 5,650.00 

Miss  Willard  Batey 2,337.50 

Miss  Bettye  Kimbrough 1,525.00 

Mary  Love — Maid 455.00 


Total-To  Exhibit  “A” 


$13,567.50 


SCHEDULE  A-5 

General  Expenses  for  Year  Ended  December 
31,  1948 


Office  Rent $ 

Storage  on  Books 

Postage 

Linen  Service 

Letter  and  Duplicating  Service 

Lights,  Telephone  and  Telegraph 

Press  Clippings  and  Releases 

Accountants’  Services 

Dues- Refunds 

Medical  Pamphlets 

Stationery,  Office  Supplies  and  Expense,  Etc 

Subscriptions 

Returned  Checks 

Attorney’s  Fees 

Dr.  D.  W.  Smith — Honorarium . 

Treasurer’s  Fidelity  Bond 


1.233.96 

30.00 

240.00 
12.12 
98.46 

447.60 

1.271.97 

100.00 
67.80 

147.80 
1,184. 79 
4.00 
1 13 . 50 
1,000.00 
100.00 

25.00 


SCHEDULE  A-7 

Social  Security  Tax  Expense  Paid  for  Year  Ended 
December  31,  1948 


Fourth  Quarter — 1947 $31.05 

First  Quarter — 1948-Total  for  Quarter $62.46 

Less-Overpayments — 1947 : 

Employer - .$26.50 

Employee.. . . . 26.50  53.00 

$ 9.46 

Less-Amount  Withheld.  31.23  21  77 

Second  Quarter — 1948  $68.36 

Less-Amount  Withheld .... 31.18  34.18 

Third  Quarter — 1948  ... $47.02 

Less-Amount  Withheld — . 23.47  23.55 

Total  Exhibit  “A"_ . $67.01 


SCHEDULE  A-8 

Investments,  Etc.,  December  31,  1948 


First  Mortgage  Real  Estate  Notes — 


Anna  Mary  Bransford. . $ 331.37  S 331.37 

M.E.  Hooper  2,716.37  298.14  2,418.23 

Charles  E.  Schofield 6,799.93  437.34  6,362.59 

Roy  T.  Doss  . . 2,250.00  325.00  1,925.00 

Wm.  A.  Lauderdale 1,883.64  104  15  1,779.49 

Reba  W.  Haves 3,000.00  3,000.00 

Nannie  C.  Ring ...  3,463.46  419.30  3,044.16 

J.  R.  Henderson $13,343.89  286.50  13,057.39 

Henrv  K.  Morton ...... 2,839.02  2,839.02 

S.  H." Eason 5,960.28  5,960.28 

Henry  Brinkley 3,600.00  217.71  3,382.29 

J.  Dudley  Fish 2,450.15  170.27  2,279.88 

Annie  Gill  Reese 2,393.60  334.73  2,058.87 

Robert  A.  Taylor 2,227.67  1,664.18  563.49 


Total  Real  Estate  Notes $32,814.61$20,444.77  $7,588.69$45,670.69 
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Bonds  (At  Cost) 

$1,400.00  Par  Series  “F”  Defense  Bonds-April  1942.  $1,036.00 

$8,000.00  Par  Series  “F”  Defense  Bonds-Deuember  1943  5,920.00 
$6,000.00  Par  Series  “G"  Defense  Bonds-April  1943.  6,000.00 

$5,000.00  Par  Series  “G”  Defense  Bonds-April  1948  5,000  00 


Total  Bonds ...  ...  $17,956.00 

Total  Investments 63,626.69 

Cash 

Available  for  Investment,  on  Deposit 
First  Mortgage  Company: 

Investment  Fund  Balance  December  31,  1947.  . $ 3,457.06 

Transfers  from  General  Fund . ._  10,637.31 

Transfers  from  Savings  Bank  Accounts . . . . . 10, 188. 79 

Collections  on  Principal 77,588.69 

Interest  on  Collections 977.34 

$32,849.19 

Notes  Purchased: 

J.  R.  Henderson * ..$13,343.89 

Harry  K.  Morton 2,839.02 

S.  H.  Eason 5,960.28 

Henry  Brinkley 3 , 600 . 00 

J.  Dudley  Fish 2,450. 15 

Annie  Gill  Reese 2,393.60 

Robert  A.  Taylor 2,227.67  32,814.61 


Balance  Available  for  Investment — December 
31,1948 $ 34.58 


Report  of  the  Secretary-Editor 

During  the  year  each  month’s  JOURNAL  has 
carried  information  which  shows  the  activities  of 
this  office.  This  annual  report  will,  to  a slight 
degree,  repeat  some  of  the  activities  and  give  other 
information  for  a comparative  study. 

Insurance 

In  Tennessee  the  prepaid  surgical  care  has  made 
progress  as  reported  in  the  JOURNAL  from  month 
to  month.  Soon  after  the  publication  of  this  re- 
port, surgical  care  policies  will  be  offered  by  sev- 
eral companies.  Other  companies  are  working  on 
their  policies  which  will  soon  be  on  the  market. 
The  action  of  the  last  regular  session  of  the  House 
of  Delegates  and  the  instructions  of  the  prepaid 
medical  care  committee  have  resulted  in  offering  a 
plan  of  voluntary  prepaid  surgical  insurance  which 
will  gain  wide  acceptance  all  over  the  state.  As 
experience  justifies,  medical  riders  will  be  offered 
by  some,  or  all,  of  the  insurance  companies. 

Membership 

During  the  year  the  membership  of  the  Associa- 
tion increased  from  1,958  in  1947  to  2,027  as  of 
December  1,  1948.  This  membership  entitles  the 
State  Association  to  three  delegates  to  the  Ameri- 
can Medical  Association.  This  additional  delegate 
should  be  elected  at  the  regular  election  of  officers 
at  this  session  of  the  State  House  of  Delegates. 

With  a total  of  2,957  legally  registered  licensed 
physicians  in  the  state,  the  membership  of  our 
Association  is  68.3  per  cent  of  all  the  doctors.  This 
compares  favorably  with  the  national  average. 

Constitution  and  By-Laws 

During  the  year,  following  instructions  of  the 
House  of  Delegates,  the  Constitution  and  By-Laws 
were  printed  and  a copy  sent  to  each  member.  The 
amendments  passed  since  the  last  printing  of  the 
Constitution  in  1938  were  incorporated  in  this 
printing.  Two  amendments  to  the  Constitution 
proposed  last  year  and  waiting  for  action  this  year 
were  included. 


The  American  Medical  Association  Assessment 

At  the  Interim  Meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  an  assessment 
of  $25.00  from  each  member  was  unanimously  voted. 
This  is  the  first  time  in  the  history  of  the  American 
Medical  Association  that  its  members  have  been 
asked  for  dues  or  assessment.  When  it  became 
evident  to  the  House  of  Delegates  of  the  American 
. Medical  Association  that  an  educational  campaign 
would  be  necessary  to  inform  the  profession  and  the 
laity  of  the  dangers  and  results  of  political  medi- 
cine, the  assessment  was  voted.  Alx-eady  an  inten- 
sive campaign  has  been  planned  and  will  be  carried 
out  as  scheduled.  Much  of  the  work  will  be  carried 
on  by  county  societies  through  the  state  headquar- 
ters. 

Public  Service 

Much  time  and  thought  has  been  given  to  plan- 
ning and  executing  the  Public  Service  Program. 
The  Board  of  Trustees,  the  officers,  and  committee 
members  have  been  generous  in  giving  time  and 
work  to  the  various  public  service  projects.  The 
Assistant  Secretary  has  been  diligent  in  carrying 
on  the  program,  and  I am  sure  his  report  will  be 
of  interest  to  all.  We  present  it  with  pride. 

Report  of  Assistant  Secretary 

The  work  of  the  Assistant  Secretary  falls  largely 
into  five  categories:  public  service,  health  educa- 
tion, services  to  the  local  medical  societies,  liaison, 
and  publicity. 

These  activities  are  carried  out  through  the  me- 
dia of  newspapers,  radio  stations,  the  speaker’s 
platform,  correspondence,  and  cooperation  with  lay 
groups  and  agencies.  All  of  my  work  is  done  in 
close  cooperation  with  and  under  the  direction  of 
the  Secretary-Editor,  the  various  committees,  and 
the  Board  of  Trustees  of  the  Association.  These 
services  are  designed  to  extend  the  services  of  the 
Association  both  to  the  profession  and  to  the  public. 

In  order  to  indicate  the  nature  of  some  of  these 
activities,  a few  of  the  more  important  ones  will  be 
discussed  under  their  appropriate  headings. 

Public  Service 

1.  Information  service,  largely  for  lay  people  and 
lay  groups,  is  maintained. 

2.  Consultant  services  are  furnished  to  many  of- 
ficial and  voluntary  agencies  interested  in  health 
and  medical  care. 

3.  Lay  groups  and  clubs  are  addressed  on  such 
subjects  as  socialized  medicine,  prepaid  medical 
care  insurance,  our  system  of  medical  care,  and 
various  subjects  in  the  field  of  health  promotion. 

4.  Supplying  and  scheduling  public  service  radio 
programs. 

Health  Education 

1.  A weekly  health  column  is  prepared  and  dis- 
tributed to  all  of  the  newspapers  of  the  state. 

2.  A special  school  health  instruction  program 
by  radio  is  being  presented  to  the  elementary 
schools  of  the  state. 
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3.  The  Assistant  Secretary  serves  as  a member 
of  the  Advisory  Committee  to  the  School  Health 
Committee  of  the  State  Department  of  Education. 
This  committee  determines  broad  policies  and  pro- 
cedures to  be  followed  in  the  school  health  program 
of  Tennessee’s  public  schools. 

Services  to  the  Medical  Profession 

1.  All  of  the  activities  of  a public  relations  na- 
ture are  carried  on  under  the  guidance  of  appro- 
priate committees  and  the  Board  of  Trustees.  This 
procedure  extends  the  usefulness  and  effectiveness 
of  the  official  agencies  of  the  Association. 

2.  Many  services  are  available  to  local  medical 
societies  such  as  addressing  local  groups,  initiating 
radio  programs,  working  with  schools  and  other 
organizations  as  a representative  of  the  medical 
profession.  All  activities  at  the  local  level  are 
always  initiated  with  the  approval  of  the  local 
medical  society  and  under  their  sponsorship. 

Liaison 

Close  liaison  is  maintained  with  a number  of 
other  groups  and  agencies — voluntary  and  official 
— for  purposes  of  cooperation  and  mutual  assist- 
ance. Cooperative  efforts  have  been  established 
between  the  Tennessee  State  Medical  Association 
and  other  agencies  such  as  the  State  Departments 
of  Education  and  Publie  Health  and  the  State 
Dental  Association  at  the  state  level. 


Publicity 

1.  Activities  of  the  Association  are  reported  reg- 
ularly to  the  press  through  news  releases. 

2.  All  radio  stations  carrying  our  programs  do 
so  with  credit  to  the  Association  and  the  local 
medical  society. 

3.  Press  conferences  are  held  occasionally  and 
information  supplied  on  such  subjects  as  prepaid 
insurance,  coverage  of  the  Annual  Meeting,  and 
special  meetings  of  the  several  committees  and  the 
Board  of  Trustees. 

4.  The  Assistant  Secretary  has  represented  the 
Association  in  three  NBC  national  radio  hookups 
and  assisted  Columbia  University  and  the  Public 
Health  Service  produce  a series  of  transcribed  radio 
programs. 

V.  O.  Foster, 
Assistant  Secretary. 


Journal 


The  1948  JOURNAL  contained  492  pages  of  Sci- 
entific, Editorial,  News,  and  Abstracts.  This  com- 
pares with  430  pages  published  in  1947. 

Other  figures  are  as  follows : 


1947 

Dues  $32,030.00 

Ad  pages  376 

Ad  revenue  16,193.66 

JOURNAL  printing  10,728.80 

Investment  account  46,945.51 


1948 

$26,611.50 

486 

15,170.43 

8,699.48 

63,661.27 


Report  of  the  Scientific  Committee 

The  Committee  on  Scientific  Work  was  instructed 
by  the  last  House  of  Delegates  to  present  a two  or 


a three-day  program,  rather  than  the  two  and  a 
half  day  program  of  former  years.  Considering 
the  fact  that  the  House  of  Delegates  would  meet 
on  Monday,  it  was  feared  that  three  days  of  Scien- 
tific Sessions  would  be  too  much.  Therefore,  a two- 
day  Scientific  Session  is  offered  this  year.  The 
shorter  session  has  deprived  us  of  a number  of 
interesting  essays. 

The  Scientific  Committee  requests  the  House  of 
Delegates  to  consider  this  year’s  program  and  to 
make  recommendations  as  to  length  of  future  ses- 
sions. 

W.  M.  Hardy,  M.D., 

Chairman. 


Committee  on  Industrial 
Health 

The  undersigned  had  the  pleasure  of  representing 
the  Tennessee  State  Medical  Association  at  the 
Ninth  Annual  Congress  on  Industrial  Health  held 
in  Chicago  January  18  and  19,  1949.  Breaking 
from  tradition,  the  Congress  was  sponsored  jointly 
by  the  Council  on  Industrial  Health  of  the  Ameri- 
can Medical  Association  and  the  Division  of  Indus- 
trial Hygiene,  United  States  Public  Health  Service. 
A new  type  of  program  was  offered  in  that  several 
panels  were  developed,  in  addition  to  a symposium 
in  the  form  of  a general  meeting.  The  symposium 
covered  the  subject  of  New  Horizons  in  Industrial 
Health  and  had  representatives  from  the  American 
Hospital  Association,  the  National  Safety  Council, 
United  States  Public  Health  Service,  and  the  Con- 
gress of  Industrial  Organizations  as  speakers.  The 
panels  included  the  following:  scope  and  distribu- 
tion of  medical  service  in  industry,  medical  aspects 
of  human  relations  in  business  and  industry,  en- 
vironmental hygiene,  and  health  education  in  indus- 
try. The  mechanism  for  the  presentation  of  the 
program  was  excellent  in  that  it  allowed  leaders 
in  these  specific  fields  to  offer  their  ideas  in  addi- 
tion to  those  of  the  selected  speakers. 

Hospitals  can  offer  their  services  to  occupational 
medicine  by  an  installation  of  a good  industrial 
health  program  for  their  own  employees.  The  indus- 
trial physician  can  assist  in  accident  prevention  by 
careful  reporting,  and  the  voice  of  labor  unions 
should  be  heard  in  industrial  activities  concerning 
the  health  and  welfare  of  the  union  members.  In- 
dustrial health,  it  was  felt,  can  become  an  extremely 
effective  force  not  only  in  industry,  but  in  the  com- 
munity at  large,  and  much  concern  was  expressed 
over  current  handling  of  occupational  disability. 
The  chronically  ill,  the  aged,  and  women  still  pre- 
sent specific  problems  in  industry,  solutions  for 
which  are  currently  being  sought. 

The  Congress  was  extremely  interested  in  collec- 
tive bargaining  procedures,  cash  sickness  benefits, 
and  voluntary  insurance  plans.  The  study  of  hu- 
man relations  in  industry  is  occupying  the  attention 
of  all  industrialists,  as  it  is  felt  a better  handling 
of  personnel  and  a recognition  of  neurotic  illness 
are  necessary  for  a greater  and  smoother  produc- 
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tion.  Several  committees  considered  atmospheric 
pollution,  toxicity  of  chemicals,  biologicals  and 
physical  agents,  and  thought  was  given  to  the  agen- 
cies responsible  for  the  continuing  of  industrial 
health  hazards. 

The  panel  on  health  education  outlined  various 
mechanisms  for  the  execution  of  health  promotion 
in  industry  and  of  tremendous  interest  was  the  new 
radio  program,  “It’s  Your  Life,”  now  being  broad- 
cast from  Chicago  under  the  auspices  of  the  Chi- 
cago Industrial  Health  Association,  sponsored  by 
Johnson  and  Johnson  Company. 

A dinner  meeting  on  January  19  offered  a sum- 
mary of  the  panel  discussions  by  the  chairmen.  In 
brief,  it  might  be  stated  that  new  techniques  are 
being  developed  in  industrial  health  practices  aimed 
at  the  goal  of  better  adjustment  of  the  worker  from 
the  point  of  view  of  the  physical,  emotional,  and 
social  welfare. 

J.  S.  Felton,  M.D., 
Medical  Director. 


Report  of  Insurance  Committee,  Ten- 
nessee State  Medical  Association 

During  the  year  1948,  we  had  enrolled  with  the 
Commercial  Casualty  Company,  of  which  Hartnett- 
Geny  Company,  Nashville,  is  agent,  515  members. 
Sixty-two  claims  were  paid,  totaling  $17,474.29. 

During  the  period  February  25,  1948,  to  Febru- 
ary 28,  1949,  with  the  National  Casualty  Company, 
handled  by  the  Rice  Insurance  Agency  of  Nashville, 
there  have  been  eleven  claims  paid  in  the  total 
amount  of  $2,599.99,  and  there  are  four  claims 
pending.  There  are  ninety-three  policies  in  force 
under  the  group  contract. 

Both  of  these  insurance  policies  merit  the  careful 
consideration  of  all  of  our  members,  as  they  have 
very  desirable  features. 

Henry  B.  Gotten,  M.D., 
Chairman,  Insurance  Committee. 


Report  of  Committee  on  Emergency 
Medical  Service 

This  is  a new  committee,  appointed  as  an  out- 
growth of  the  Council  on  National  Emergency  Med- 
ical Service  which  was  created  in  June,  1947,  by 
the  House  of  Delegates  of  the  American  Medical 
Association,  the  purpose  of  which  is  twofold,  name- 
ly, to  cooperate  and  assist  in  plans  for  an  adequate 
state-wide  civil  defense  system  in  the  event  of  war 
and  the  conservation  and  constructive  utilization 
of  the  medical  manpower  of  this  state  in  the  event 
of  a national  emergency. 

On  October  5,  1948,  a called  meeting  was  held  in 
Nashville  for  the  purpose  of  hearing  Doctor  Staf- 
ford Warren,  a member  of  the  Council  on  National 
Emergency  Medical  Service,  who  gave  a discussion 
on  “The  Significance  of  Atomic  Warfare”  before 


the  Nashville  Academy  of  Medicine.  Members 
present  were  Dr.  W.  C.  Dixon,  Nashville;  Dr.  James 
E.  Wilson,  Memphis;  Dr.  Joe  L.  Raulston,  Foun- 
tain City;  and  Dr.  James  C.  Gardner,  Nashville. 

Doctor  Warren,  who  served  as  a Radiological 
consultant  at  Bikini  at  the  time  of  the  two  test 
bomb  detonations,  met  with  the  committee  and  dis- 
cussed some  of  the  physical  effects  of  the  tremen- 
dous liberation  of  pressure,  heat,  and  radioactivity 
and  the  problems  that  would  be  encountered  in  case 
such  a bomb  were  detonated  in  a large  city. 

In  preparing  for  such  a catastrophe,  of  necessity, 
careful  planning  is  essential,  in  that  it  must  be 
national  in  scope  and  must  embrace  state,  local,  and 
metropolitan  area  organization.  The  National 
Committee  has  been  very  active  in  formulating 
policy  concerning  the  coordination  of  military,  in- 
dustrial, and  civilian  mobilization  in  case  of  such 
an  emergency,  and  no  doubt  in  the  near  future  a 
definite  plan  of  civil  defense  operations  will  be 
adopted  by  the  National  Committee,  which  will  be 
applicable  to  every  state  and  community. 

In  December,  1948,  a letter  from  Doctor  Sen- 
senich  was  addressed  to  all  doctors  under  the  age 
of  twenty-six,  urging  them  to  volunteer  for  service 
in  the  armed  forces.  Although  the  response  to 
letters  was  encouraging,  it  was  not  sufficient  to  fill 
the  needs.  In  the  next  few  months,  due  to  the  ex- 
pansion of  the  armed  forces  and  the  contemplated 
release  of  approximately  2,100  doctors  on  active 
duty,  a serious  medical  shortage  is  threatening.  In 
a letter  addressed  to  the  committee  on  February 
18,  1949,  the  National  Council  on  Emergency  Med- 
ical Service  urged  the  cooperation  of  the  state 
societies  in  procuring  doctors  for  military  service 
on  a voluntary  basis.  We  quote  from  this  letter: 
“It  is  our  desire  to  collaborate  to  the  utmost  pos- 
sible extent  through  our  state  medical  societies  and 
respective  Committees  on  Emergency  Medical  Serv- 
ice in  the  doctor  procurement  program.  It  can  be 
safely  predicted  that  the  doctors  needed  by  the 
military  service  will  be  procured  by  one  means  or 
another  and  that,  if  it  is  not  done  voluntarily,  it 
will  be  done  compulsory.  Please  lend  every  possible 
effort  to  assure  the  success  of  this  program.” 

The  committee  has  been  furnished  a list  of  doc- 
tors under  age  twenty-six  in  our  state  who  have 
not  indicated  their  desire  to  volunteer  for  service. 
The  committee  is  now  in  the  process  of  contacting 
the  men  in  an  effort  to  secure  a large  proportion 
of  volunteers  for  active  duty  in  the  hope  that  a 
sufficient  number  will  thus  be  obtained  and  com- 
pulsion will  not  be  necessary. 

James  C.  Gardner,  M.D. 

W.  C.  Dixon,  M.D. 

J.  R.  Thompson,  M.D. 

James  E.  Wilson,  M.D. 

Joe  L.  Raulston,  M.D. 

William  J.  Sheridan,  M.D. 


Report  of  Committee  on  Legislative 
and  Public  Policy 

The  Committee  on  Legislative  and  Public  Policy 
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met  January  9 at  the  Hermitage  Hotel,  Nashville, 
Tennessee,  with  the  following  members  present: 

C.  M.  Hamilton,  M.L).,  Chairman,  Nashville 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1951) 
Frank  Harris,  M.D.,  Chattanooga  (1949) 

Webb  B.  Key,  M.D.,  Memphis  (1950) 

T.  R.  Ray,  M.D.,  Shelbyville  (1949) 

W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 
H.  W.  Qualls,  M.D.,  ex  efficio,  Memphis 

Mr.  Charles  Cornelius,  legal  adviser  to  the  Asso- 
ciation, and  Dr.  R.  H.  Hutcheson,  Commissioner  of 
Health,  and  Dr.  N.  S.  Shofner,  President-Elect, 
were  also  present  by  invitation. 

A resolution  was  adopted  at  the  called  meeting 
of  the  House  of  Delegates  instructing  the  Legis- 
lative Committee  to  insist  upon  reappointment  of 
Dr.  Hutcheson  as  Commissioner  of  Health,  and 
that  a bill  be  drawn  and  introduced  in  the  State 
Legislature  known  as  “An  Act  to  reorganize  the 
Department  of  Public  Health,  creating  a Board  of 
Health,  prescribing  the  method  of  election  and 
powers  of  the  Commissioner  of  Public  Health,  and 
repealing  Section  328  of  the  Code  of  Tennessee.”  A 
bill  was  presented  to  the  Committee  for  discussion 
and  minor  changes.  It  was  considered  that  a sub- 
committee composed  of  Dr.  Roy  Douglas,  Dr.  L.  W. 
Edwards,  and  Dr.  J.  O.  Manier  would  be  helpful 
in  contacting  the  governor  and  in  passage  of  this 
bill.  A spokesman  consulted  the  governor  in  regard 
to  this  bill,  and  he  expressed  opposition  with  such 
decided  terms  that  the  chairman  of  the  Committee, 
after  consulting  with  several  members  of  the  Com- 
mittee and  with  our  legal  adviser,  decided  that  the 
bill  should  not  be  introduced.  Many  other  impor- 
tant measures  have  been  anticipated,  and  any 
controversy  with  the  governor  is  to  be  avoided. 

At  the  Committee  meeting,  Dr.  Copenhaver 
moved  that  the  Committee  report  a movement  for 
appropriation  from  the  State  Funds  to  the  Univer- 
sity of  Tennessee  to  be  used  in  the  development  of 
atomic  energy. 

Several  bills,  in  which  the  physicians  of  the  state 
ai-e  interested,  have  been  introduced  and  carefully 
considered.  A bill  to  reorganize  the  practice  of 
Optometry  caused  considerable  interest  and  con- 
sideration. In  cooperation  with  a local  committee 
interested  in  the  practice  of  Ophthalmology,  the 
bill  was  amended  so  as  to  be  acceptable  to  everyone 
concerned. 

A bill  to  regulate  and  license  Clinical  Laboratory 
Technologists  and  Clinical  Laboratory  Technicians 
has  been  introduced.  Much  opposition  has  been 
expressed  throughout  the  state  by  physicians,  and 
especially  by  pathologists. 

A resolution  was  adopted  by  the  General  Assem- 
bly condemning  Socialized  Medicine  and  was  con- 
curred in  by  the  Senate.  Copies  of  the  resolution 
signed  by  speakers  of  both  houses  and  the  gov- 
ernor were  sent  to  the  Congressmen  and  the  Sen- 
ators of  Tennessee  and  to  the  president  of  the 
United  States.  Dr.  T.  R.  Ray  deserves  considerable 
credit  for  the  passage  of  this  resolution. 


Mr.  Charles  Cornelius,  legal  adviser  for  the 
Association,  should  be  commended  for  his  untiring 
efforts  in  assisting  in  the  activities  of  this  Com- 
mittee. Dr.  R.  H.  Hutcheson,  Commissioner  of 
Health,  has  also  been  an  invaluable  assistant. 

C.  M.  Hamilton,  M.D., 
Chairman. 


Report  of  Committee  on  Education 

Your  Committee  on  Education  has  the  great 
pleasure  of  reporting  an  unusually  successful  year. 
Most  of  the  credit  of  our  accomplishments  we  owe 
entirely  to  the  effort  and  great  ability  of  Mr.  V.  O. 
Foster. 

What  has  been  done  falls  into  six  groups: 

1.  Newspaper  publicity  (health  column).  Our 
column,  “Healthful  Living  for  Tennesseans,”  has 
been  carried  by  142  of  the  150  papers  of  the  state; 
118  weeklies  and  24  dailies  have  used  the  column. 
The  estimated  commercial  value  of  this  contributed 
space  since  the  column  was  started  in  April,  1947, 
is  $25,000.00.  The  column  is  a weekly  feature  in 
approximately  half  of  the  papers  and  is  used  occa- 
sionally in  the  remainder. 

2.  Radio — General  health  broadcasts  to  the  pub- 
lic. This  year,  sixteen  radio  stations  have  broad- 
cast a total  of  429  quarter  hours  of  our  programs. 
The  commercial  value  of  this  radio  time  is  $15- 
873.00.  Last  year  we  had  260  quarter  hours  do- 
nated, which  brings  our  total  radio  time  to  689  quar- 
ter hours  valued  at  $25,473.00  since  the  beginning  of 
this  project. 

3.  Special  school  health  broadcasts  (radio).  This 
health  education  program  has  reached  790  elemen- 
tary schools  with  2,231  teachers  and  61,455  pupils 
participating. 

4.  Our  very  worthy  Assistant  Secretary  was 
honored  again  by  being  asked  to  participate  in  the 
A.  M.  A. -NBC  national  hookup  on  Saturday  Febru- 
ary 26,  at  3:00  to  3:15  P.M.,  when  he  described 
his  health  education  program  by  radio.  The  T.  S. 
M.  A.  and  two  other  states  participated  in  the 
hookup. 

5.  Mr.  Foster  has  addressed  fifteen  civic  clubs 
over  the  state  on  such  subjects  as  socialized  medi- 
cine, prepaid  medical  care  insurance,  and  other 
aspects  of  medical  economics. 

6.  We  have  continued  our  participation  on  the 
Advisory  Committee  to  the  State  Department  of 
Education  in  the  development  of  policies  and 
procedures  related  to  the  program  of  school  health 
in  Tennessee’s  public  schools. 

Dr.  Qualls  has  suggested  more  news  releases  re- 
lated to  the  high  quality  of  our  present  system  of 
medical  care,  the  promotion  of  a positive  program 
of  health  improvement,  the  spread  of  voluntary 
health  insurance,  and  many  others. 

Respectfully  submitted, 

Conley  H.  Sanford,  M.D. 

William  C.  Chaney,  M.D.,  Chmn , 
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Report  of  the  Prepaid  Insurance 
Committee 

This  Committee  and  the  Executive  Sub-Com- 
mittee have  had  many  meeting’s  during  the  past 
year,  all  of  which  have  been  reported  in  the  JOUR- 
NAL except  the  latest  meeting  held  on  March  2, 
1949. 

The  page  references  to  the  reports  in  the  JoUR- 


NAL  are  as  follows : 

Pages 

June,  1948 

219-220 

July,  1948 

265 

August,  1948 

299-305 

September,  1948 

345 

November,  1948 

410 

December,  1948 

450 

February, 1949 

56 

The  meeting  of  March  2,  1949,  was  held  in  Nash- 
ville with  the  following  members  of  the  Sub-Com- 
mittee present: 

Dr.  D.  W.  Smith 
Dr.  N.  S.  Shofner 
Dr.  W.  M.  Hardy 

Mr.  Charles  L.  Cornelius,  Attorney 
Mr.  Maclin  Davis,  Chairman 

Representatives  of  insurance  companies  present 
were : 

Mr.  Emerson  Mitchell 
Mr.  Brooks  Chandler 

The  meeting  was  held  for  the  purpose  of  making 
certain  clarifications  and  interpretations  of  the 
basic  policy  statements  of  the  Insurance  Plan 
adopted  by  the  House  of  Delegates.  The  following- 
items  were  considered,  and  the  action  taken  on 
each  was  as  follows: 

Anaesthesia 

The  Committee  ruled  that  it  was  the  intention  of 
the  House  of  Delegates  that  “anaesthesia  benefits 
shall  be  payable  over  and  above  all  other  benefits 
listed  in  the  Schedule.” 

Operations  Not  Separated  by  at  Least  Three 
Months 

For  clarification,  it  was  decided  “that  operations 
due  to  the  same  or  related,  causes  that  are  not  sep- 
arated by  at  least  three  months  shall  be  deemed  to 
have  been  performed  during  a ‘continuous  period 
of  disability.’  ” 

Spelling  of  Terms 

It  was  reported  that  several  errors  had  been 
made  in  the  spelling  of  certain  operative  procedures 
in  the  Schedule.  It  was  decided  that  the  spelling 
used  be  based  on  Dorland’s  Medical  Dictionary. 

Removal  of  Epulis 

It  was  observed  that  removal  of  Epulis  is  ordi- 
narily a dental  procedure.  The  ruling  was:  “The 
Schedule  provides  a fee  of  $15.00  for  the  removal 
of  an  Epulis,  a procedure  usually  performed  by  a 
dentist.  To  meet  the  requirements  of  the  insurance 
plan,  the  insurer  need  not  make  payment  for  this 
procedure  except  when  performed  by  licensed  doctor 
of  medicine.” 

Insurance  Liability  May  Exceed  $175.00 

The  interpretation  of  this  item  was  to  the  effect 
“that  it  should  be  particularly  noted  that  the 


$175.00  maximum  benefit  for  more  than  one  oper- 
ation performed  during  a period  of  disability  ap- 
plies only  to  operations  due  to  the  same  or  related 
causes. 

“Where  more  than  one  operation  is  performed  at 
any  one  time,  however,  the  total  maximum  pay- 
ment of  $175.00  is  applicable.” 

(The  effect  of  this  interpretation  is  that  the  lia- 
bility may  exceed  $175.00  during  a period  of  disa- 
bility if  the  operations  required  are  not  due  to  the 
same  or  related  causes.) 

V.  O.  Foster, 
Acting  Secretary. 

Your  Committee  reports  that  the  final  plans  are 
in  the  hands  of  all  insurance  companies  doing  busi- 
ness of  this  type  in  the  State  of  Tennessee.  It  is 
expected  that  many  of  these  companies  will  have 
prepared  their  policies  and  will  be  selling  the  in- 
surance by  April  1,  1949. 

The  Secretary  of  the  Association  has  received 
many  signed  agreements  from  members  of  the 
Association  whereby  they  become  “participating 
physicians”  in  the  insurance  plan.  It  is  believed 
that  many  more  will  agree  to  become  participating 
physicians,  and  all  members  of  the  Association  who 
have  not  yet  done  so  are  urged  to  sign  the  agree- 
ment and  return  it  to  the  Secretary  as  soon  as 
possible. 

We  believe  that  even  a physician  who  practices 
neither  surgery  nor  obstetrics  should  indicate  a 
willingness  to  cooperate  with  the  insurance  plan 
for  the  following  reasons : 

1.  It  indicates  a willingness  to  help  the  low- 
income  patient  to  pay  his  bills. 

2.  The  success  of  a surgical  and  obstetrical  plan 
will  make  it  easier  for  insured  patients  to  pay  other 
doctors’  bills  since  their  surgical  and  obstetrical 
expense  is  covered  by  insurance. 

3.  Many  insurance  companies  will  be  encouraged 
to  attach  medical  riders  to  the  basic  policy  as  an 
independent  venture,  provided  we  have  wide  ac- 
ceptance of  the  plan  by  physicians  all  over  the 
state. 

4.  Finally,  this  is  the  official  plan  of  the  State 
Association — “the  doctor’s  plan.”  Its  success  de- 
pends to  a large  extent  upon  the  willingness  of  a 
great  majority  of  our  members  to  participate  in 
the  program. 

Respectfully  submitted, 

Maclin  Davis, 

Chairman. 


Report  of  Committee  on  Postgraduate 
Instruction  (Cancer) 

This  report  is  of  Mai'ch  1,  1949,  and  your  Com- 
mittee has  not  been  in  session  since  the  last  annual 
meeting  of  April  of  1948.  Several  mail  votes  have 
been  taken,  which  will  be  confirmed  at  our  next 
meeting  in  Chattanooga,  April,  1949. 

The  instruction  in  seven  circuits  has  been  com- 
pleted and  the  Eighth  Circuit  will  be  completed 
April  8.  Registration  and  attendance  have  been 
above  expectation. 
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Circuit  District  Attendance  in 

Per  Cent 

Attendance 

Per  Cent 

A t tendance 

Per  Cent 

1.  Greeneville,  Bristol,  Kingsport, 

Surgical 

Diagnosis 

Attendance 

Gynecology 

Attendance 

in  Cancer 

Attendance 

Johnson  City,  Elizabethton 
2.  Brownsville,  Covington,  Bolivar, 

92 

87 

82 

82 

129 

72 

Selmer,  Jackson 

3.  Lawrenceburg,  Columbia,  Fay- 
etteville, Pulaski,  Meharry 

4.  Murfreesboro,  Lebanon,  Galla- 

74 

76 

66 

82 

82 

76 

82 

80 

95 

76 

89 

76 

tin,  Shelbyville,  Winchester 
5.  Newport,  Morristown,  Knoxville, 

47 

78 

66 

69 

73 

71 

La  Follette,  Oak  Ridge 
6.  Maryville,  Athens,  Chattanooga, 

110 

75 

149 

78 

140 

77 

Cleveland,  Sweetwater 
7.  Dyersburg,  Union  City,  Trenton, 
Paris,  Huntingdon,  Blvtheville, 

147 

75 

214 

78 

259 

80 

Ark. 

Total  and  Average  Percentage 

132 

79 

64 

69 

110 

76 

Attendance 

684 

80 

736 

76 

882 

75 

A very  urgent  request  was  received  from  the 
physicians  of  Northeast  Arkansas  to  have  the 
course  given  there.  The  committee  voted  to  permit 
our  instructor,  Dr.  Lyndon  E.  Lee.  Jr.,  to  under- 
take the  extra  work  as  a special  demonstration 
course  and  with  the  understanding  that  it  was  not 
a precedent  in  any  way.  Eighteen  took  the  course 
in  Blytheville.  Each  physician  paid  $20.00,  and 
the  committee  allowed  Dr.  Lee  $200.00  for  the  addi- 
tional expense. 

Including  this  center  in  Arkansas,  we  submit  the 
following  summary  for  the  seven  circuits : 


Total  number  of  lectures  given  380 

Total  number  of  consultations  1,569 

Total  diagnostic  procedures  65 

Total  operative  procedures  172 


Everything  is  proceeding  according  to  schedule, 
and  the  course  in  cancer  will  be  completed  the  first 
of  September.  The  committee  is  keeping  its  ex- 
penditures within  the  budget,  and  no  deficit  is 
anticipated  at  the  completion  of  the  course.  The 
complete  financial  report  of  the  committee  cannot 
be  submitted  at  this  time,  but  will  be  submitted 
after  the  first  of  September,  at  which  time  the 
union  of  the  Committee  on  Postgraduate  Instruction 
and  the  Committee  on  Cancer  will  be  dissolved. 

Dr.  W.  C.  Colbert  will  assume  the  chairmanship 
of  the  Committee  on  Postgraduate  Instruction. 

The  subcommittee,  under  Dr.  T.  S.  Hill,  which 
has  been  looking  for  an  instructor  in  psychiatry, 
has  been  very  active.  No  instructor  has  been  se- 
cured as  yet,  but  the  committee  believes  that  they 
will  be  ready  to  start  instruction  in  September. 

Respectfully  submitted, 

C.  H.  HEACOCK,  M.D.,  Chmn. 


Report  of  Committee  on  Memoirs 

To  the  House  of  Delegates : 

As  Chairman  of  the  Memoirs  Committee.  I should 
like  to  make  the  following  report: 

Our  records  indicate  that  forty-four  of  our  mem- 
bership answered  the  great  summons  from  which 
there  is  no  appeal.  The  good  they  did  lives  after 


them  in  the  hearts  and  minds  of  those  who  are 
privileged  to  have  known  them  and  who  had  felt 
the  glow  and  warmth  of  their  friendship. 

Some  were  in  the  springtime  of  life,  looking  for- 
ward with  eager  eyes  to  years  of  humanitarian 
service  to  their  fellow  man;  some  were  in  the  ma- 
ture age  of  middle  life  from  whence  they  could  look 
back  at  good  deeds  splendidly  accomplished  and 
look  forward  to  years  of  service  to  distressed  hu- 
manity. Some  had  reached  the  Biblical  age  of 
threescore  years  and  ten  and  from  that  vantage 
point  of  age  and  experience  could  look  back  to  deeds 
well  and  satisfactorily  performed. 

I move  you.  Sir,  that  this  House  of  Delegates 
stand  for  one  minute  of  silent  prayer  as  a token 
of  the  esteem,  respect,  and  love  for  these,  our 
departed  members. 

Sincerely, 

Charles  Robert  Henry,  M.D.,  Chmn. 


DECEASED  MEMBERS  IN  1948 


Carroli  E.  McCarthy,  Clinton  Anderson 

H.  T.  Pitts,  Henderson  Chester 

Chas.  Brower,  Nashville  Davidson 

A C.  Dickson,  Donelson  Davidson 

H.  Claude  Guerin,  Nashville  Davidson 

George  S.  Johnson.  Nashville  Davidson 

Walter  M Lott.  Nashville  Davidson 

Jefferson  C.  Pennington,  Nashville  Davidson 

Holland  M.  Tigert,  Nashville  Davidson 

A.  H.  Moody.  Dyersburg  Over 

John  H Morris,  Pulaski  Giles 

M A.  Blanton,  Mosheim  Greene 

William  A Brewer.  Cowan  Grundy 

Burton  L.  Jacobs,  Chattanooga  Hamilton 

James  Arthur  Smith,  Chattanooga  Hamilton 

C.  E.  Bolen,  Wildersville  Henderson 

Frank  E.  Jones,  Knoxville  Knox 

William  C.  McClain,  Knoxville  Knox 

Samuel  R.  Miller,  Knoxville  Knox 

William  Lee  Sumners,  Ridgely  Lake 

Thomas  F.  Pipkin.  Henning  Lauderdale 

J.  S.  Covey,  Culleoka  Maury 

R A.  Brock.  Athens  McMinn 

John  R.  Smith,  Selmer  McNairy 

E.  B.  Ross,  Clarksville  Montgomery 

Chas.  Harold  Avent,  Memphis  Shelby 

S.  N,  Brinson,  Memphis  Shelby 

Arthur  F.  Cooper,  Memphis  Shelby 

J.  S Fleming,  Memphis  Shelby 

Harry  G.  McNamee.  Memphis  Shelby 

C.  FI.  Morgan,  Memphis  Shelby 

R.  T.  Nowlin.  Memphis  Shelby 

J.  P.  Owens,  Memohis  Shelby 

W.  E.  Ragsdale,  Memphis . . Shelby 

J.  E.  Taylor,  Dresden  Weakley 

Don  C.  Peterson,  Franklin  Williamson 
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EDITORIAL 


During  the  month  we  sent  each  minister 
in  Tennessee  a copy  of  Dan  Gilbert’s  letter. 
We  have  been  criticized  for  publicizing  this 
letter.  The  American  Medical  Association 
rightly  disclaimed  having  distributed  it  to 
the  doctors.  Even  though  the  letter  was  not 
approved  by  all  of  our  members,  nor  by  the 
American  Medical  Association,  we  believe 
the  cause  of  the  medical  profession  has  been 
advanced  by  sending  the  letter  to  the  min- 
isters of  this  state. 

Along  with  the  letter  we  sent  a self- 
addressed  business  reply  card  with  a sug- 
gestion that  the  card  could  be  used  if  the 
ministers  desired  to  express  an  opinion. 
We  have  received  216  post  cards  and  sev- 
enteen letters.  Other  duties  have  prevented 
our  making  an  analysis  of  the  letters  and 
sending  answers. 

In  the  216  post  cards,  193  approved  the 
stand  taken  by  Dan  Gilbert,  six  did  not 
express  an  opinion,  and  seventeen  were  op- 
posed. This  figures  ninety-two  per  cent 
favorable  to  the  kind  of  argument  presented 
by  one  minister  to  another.  In  this  connec- 
tion I might  add  that  the  medical  profession 
would  be  exceedingly  fortunate  if  an  equal 
percentage  of  the  doctors  were  so  enthusi- 
astically opposed  to  Socialized  Medicine. 

While  we  do  not  agree  with  many  of  the 
criticism  that  we  are  about  to  quote,  and 
while  these  objections  can  be  easily  an- 
swered by  a great  number  of  doctors,  we 


are  reproducing  them  to  show  what  is  in 
the  thinking  of  a portion  of  the  public. 
Most  of  the  cards  were  signed;  however,  a 
few  men  did  not  care  to  be  known  and 
failed  to  sign  their  cards. 

“Your  letter  was  received  and  read.  It  was  most 
interesting  to  note  the  arguments  used  in  the  same, 
most  of  which  I cannot  agree  with.  Furthermore, 
there  can  be  as  much  or  more  said  on  the  opposite 
side  of  the  question.  ...  It  is  my  conviction  that 
until  there  is  a change  medicine  will  continue  to  be 
far  beyond  the  reach  of  many  folk.” 

“Dan  Gilbert’s  letter,  while  well  done,  appeals 
strongly  to  the  emotions — communism  being  the 
chief — and  leaves  many  questions  unanswered  in 
my  own  mind.  Wouldn’t  socialized  medicine  cost 
more  in  the  end?  Don’t  we  already  have  best  re- 
search? How  about  initiative  of  doctors  where 
seniority  rules?  Would  the  doctor’s  hours  of  work 
be  better  where  he  could  have  regular  hours  of  sleep 
each  night?  Incidentally,  the  choice  of  your  own 
doctors  is  retained  in  the  new  plan.  In  short,  I 
think  many  facts  and  figures  are  left  out — elements 
which  would  make  for  a more  convincing  argument 
against  the  socialized  program.  While  I am  op- 
posed to  Communism,  I thought  his  letter  would 
have  been  better  if  it  had  been  entirely  devoted  to 
such  items  as  regimentation  costs,  coverage  of  all 
classes  of  society,  research,  etc.” 

“Have  carefully  read  Dan  Gilbert’s  letter  and 
am  of  the  opinion  that  through  it  you  have  lost  the 
support  of  many  intelligent  ministers  who  are  sick 
and  tired  of  efforts  to  frighten  them  into  an  opinion 
for  which  no  reputable  and  exacting  evidence  is 
furnished  by  the  one  who  is  trying  to  do  the  ‘scar- 
ing.’ ...  It  is  my  belief  that  more  verified  infor- 
mation and  less  ‘propaganda’  is  in  order.” 

“I  think  Dan  Gilbert’s  opinions  are  far-fetched, 
as  usual.  There  is  no  basic  connection  between 
medicine  and  religion  which  does  not  exist  between 
any  other  profession  and  religion.  As  to  ‘socialized 
medicine,’  I will  be  for  it,  provided  certain  safe- 
guards are  added.  Our  present  situation  is  deplor- 
able because  those  who  most  need  hospitalization 
and  medical  care  can’t  afford  it.” 

“The  pamphlet  by  Mr.  Gilbert  seems  to  me  to  be 
irrelevant : 

“1.  Socialized  medicine  plans  do  not  necessarily 
dictate  which  doctor  one  must  go  to — wide  freedom 
is  allowed  in  England. 

“2.  Compulsory  health  insurance  no  more  vio- 
lates ‘religious  liberty’  than  ‘compulsory  taxation’ 
or  the  sales  tax  Tennesseans  make  Roman  Catho- 
lics pay,  even  they  that  send  their  children  to 
church  (parochial)  schools.” 

“I  think  Dan  Gilbert  has  gone  to  the  extreme 
and  his  reasoning  is  faulty.” 

“If  the  medical  fraternity  is  too  much  concerned 
with  big  income  to  the  neglect  of  lower  middle  class 
in  remote  areas,  they  have  themselves  to  blame  for 
compulsory  health  insurance.  The  average  citizen 
demands  health  and  doctors  in  neglected  areas.” 
“This  Gilbert  letter  is  the  most  vicious  example 
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of  appeal  to  prejudice,  with  utter  disregard  of  and 
unconcern  for  actual  conditions  and  needs  I have 
seen  for  a lifetime.  The  same  line  of  argument 
could  be  used  just  as  cogently  against  over-tax- 
supported  public  school  system.  The  fact  is  that 
the  large  body  of  our  low-income  groups,  both  rural 
and  urban,  cannot  afford  to  pay  for  adequate  medi- 
cal service  under  the  existing  system.  . . . Some 
plan  of  compulsory  health  insurance  would  ease 
and  equalize  the  burden  and  help  overcome  this 
evil.  ...  Is  the  T.  S.  M.  A.  hell  bent  on  maintain- 
ing the  status  quo  in  medical  practice?  The  circu- 
lation of  such  a stupid  letter  as  it  makes  it  seem 
so.” 

“Surely  the  Medical  Association  could  have  dis- 
tributed more  effective  propaganda  than  Gilbert’s 
‘Letter.’  Will  they  also  mail  his  reports  on  smok- 
ing, the  movies,  etc.?” 

“Cannot  say  that  I believe  in  ‘socialized  medicine,’ 
but  think  Mr.  Gilbert  is  very  radical  in  many  of  his 
statements,  in  fact,  I do  not  believe  them  to  be  true. 
I do  not  believe  the  letter  will  help  the  cause  at  all, 
but  hinder  it.” 

“Bunk!!!  It  has  lessened  an  otherwise  high 
opinion  of  T.  M.  A.”  (The  writer  failed  to  sign 
his  name.) 

“I  use  pencil.  I never  Use  pencil  except  as  a 
measure  of  contempt.  I have  great  contempt  for 
Dr.  Gilbert’s  letter  and  for  your  absurd  propagan- 
da. If  you  must  fight  socialized  medicine,  and  I 
suppose  you  must,  for  heaven’s  sake  use  common 
sense  in  your  circulars.  These  are  stupid.” 

“I  believe  that  Dr.  Gilbert’s  letter  is  very  com- 
prehensive of  the  evil  effects  of  a government  med- 
ical program.  Am  indeed  happy  to  have  them  so 
aptly  stated.  I shall  use  them  in  my  work.  How- 
ever, these  facts  do  not  destroy  the  problem  that  is 
demanding  that  something  be  done  to  give  people 
of  all  classes  proper  medical  care.  I know  of  many 
who  are  in  need  of  such  and  don’t  receive  it  because 
they  have  only  enough  to  pay  the  grocery  bill.  They 
detest  charity  as  you  and  I would.  It  seems  that 
the  medical  profession  might  well  suggest  some 
alternative  to  socialized  medicine.” 

“Personally  I am  opposed  to  socialized  medicine, 
but  it  or  something  like  it  is  coming  if  you 
doctors  don’t  get  together  and  cut  the  price  of 
your  specialists  and  hospital  care,  as  well  as  gen- 
eral practice.  Get  more  doctors  to  give  better  care, 
especially  in  the  country  and  small  towns.  See  the 
handwriting  on  the  wall.” 

“I  read  with  interest  and  profit  Dan  Gilbert’s 
‘Washington  Letter’  and  am  appreciative  of  the  in- 
formation he  gave.  He  makes  some  very  pertinent 
points.  In  my  observation  physicians  can  do  much 
to  alter  the  conception  the  average  citizen  has  of 
‘socialized  medicine’  by  being  more  willing  to  make 
home  calls  and  give  patients  the  attention  they 
believe  they  deserve.  To  be  sure,  there  is  a great 
shortage  of  physicians,  but  many  people  believe 
that  physicians  will  become  abundant  if  the  state 
takes  over.  Though  such  reasoning  is  false  on 


their  part,  they  still  want  a physician  when  they 
think  they  need  one.  Will  be  glad  for  further  in- 
formation.” 

“Dan  Gilbert’s  letter  is  a good  case,  and  the  truth 
he  sets  forth  is  shocking,  but  you  doctors  are 
bringing  this  terrible  thing  on  us:  for  your  fees  are 
so  large  there  are  so  many  people  that  cannot  pay 
them.  I am  speaking  about  something  I know 
about.  I have  seen  doctors  take  the  last  cent  from 
a poor  brokenhearted  widow  and  leave  her  and  her 
little  children  to  suffer.” 

“I  hope  that  the  question  aroused  will  at  least 
cause  the  ‘physician  to  heal  himself’  and  make  the 
medical  profession  put  its  house  in  order.  Waiting 
in  a doctor’s  office  four  hours  (when  I had  carried 
my  six-month-old  baby  there  by  appointment)  while 
a doctor  spent  most  of  his  time  arranging  a dinner 
on  the  phone,  and  paying  another  $10.00  for  less 
than  ten  minutes  in  his  office  when  neither  a pre- 
scription nor  a treatment  was  rendered,  has  caused 
me  to  wonder.” 

“Thank  you  for  your  recent  bulletin  against 
‘socialized  medicine.’  Certainly  socialized  medicine 
is  not  the  answer.  But  there  must  be  an  answer  to 
the  present  intolerable  situation  of  exorbitant  fees 
and  scarcity  of  practitioners.  If  you  care  for  my 
nickel’s  worth,  here  it  is.  The  only  answer  is  to 
be  found  in  the  hands  of  our  doctors  today.  They 
must  voluntarily  arise  to  the  great  need  of  suffering 
humanity.  I hope  they  will  not  kill  the  goose  that 
has  laid  them  so  many  golden  eggs  during  the  past 
half  century.” 

“Thank  you  for  a copy  of  Dan  Gilbert’s  Washing- 
ton letter.  There  is  much  pro  and  con  that  I might 
write.  But  let  me  say  this.  I believe  the  leaders 
in  the  A.  M.  A.  are  eminently  able  to  take  the  lead 
in  giving  the  American  people  an  adequate  ‘health 
insurance’  plan.  If  they  fail  to  do  so,  politicians 
and  others  less  capable  will  almost  certainly  give 
the  country  a plan.  And  it  may  be  far  less  satis- 
factory to  the  people  and  doctors  alike.  The  tides 
of  the  ocean  cannot  be  swept  back  with  a broom. 
Therefore,  I plead  with  you  of  the  medical  profes- 
sion to  take  the  lead,  because  something  is  coming, 
and  it  needs  the  leadership  of  those  most  capable.” 

“I  heartily  agree  that  any  form  of  socialized 
medicine  would  not  only  bring  an  extra  burden  on 
our  people,  but  would  intrude  upon  our  sacred 
rights  as  free  men  of  a free  country.  You  have 
my  hearty  support.” 

“Yes,  I am  absolutely  opposed  to  the  bill  in  Con- 
gress for  socialized  medicine  or  so-called  medical 
insurance.  There  is  insurance  on  the  market  that 
will  answer  this  purpose.  It  seems  to  me  that  we 
are  gradually  working  towards  the  system  that  is 
used  in  some  other  states  or  countries.  I have  had 
my  fill  of  communism  in  China  and  cannot  see  why 
we  are  allowing  our  eyes  to  be  blinded  by  such 
things  that  are  coming  up  in  our  Congress.  I cer- 
tainly shall  do  all  I can  to  keep  such  stuff  from 
passing  in  our  Congress.  Believe  me.” 
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“Dan  Gilbert’s  ‘Washington  Letter’  is  as  true  as 
‘the  earth  is  round.’  I,  for  one,  desire  to  retain  and 
preserve  our  free  ways  of  life.  ...  I certainly  pray 
that  I may  always  be  entitled  to  choose  whatever 
doctor  I wish,  and  the  doctor  his  minister.” 

“I  enjoyed  the  information  in  Gilbert’s  letter 
concerning  the  possibility  of  ‘political  medicine.’ 
If  the  conditions  predicted  in  his  letter  ever  come, 
it  will  be  the  fault  of  all  doctors  and  preachers  who 
have  failed  to  exercise  the  rights  of  democracies  and 
the  duties  of  Christians.  God  forbid!” 

“Dan  Gilbert’s  letter  expresses  the  way  I think 
and  feel  exactly.  I resent  the  regimentation  under 
which  we  are  forced  to  live  now  in  a number  of 
areas  of  our  lives,  especially  so  in  the  relationship 
of  people  to  their  physicians.  However,  I fear  little 
can  be  done  to  check  the  tide  unless  we  can  have  a 
different  administration  in  Washington.” 

“Two  observations: 

“1.  I think  Dr.  Gilbert  overstates  his  case. 

“2.  I do  not  favor  ‘socialized  medicine’  because 
I believe  that  the  only  regimentation  a doctor  needs 
is  Jesus  Christ  and  the  Hippocratic  Oath.  Both 
of  these  lift  service,  not  reward  or  remuneration, 
to  the  highest  place.” 

“I  will  discuss  the  letter  with  the  doctors  of  my 
town  and  endeavor  to  list  them  in  opposition  to  the 
federal  control  of  medicine.  I abhor  the  idea  of 
taking  away  the  liberties  of  the  individual  as  the 
tendencies  are.” 

“I  have  just  finished  reading  the  material  you 
sent  me.  It  helped  me  to  understand  the  dangers 
of  Socialized  Medicine.  I appreciate  your  service 
to  us  in  this  way  and  am  in  accord  with  Dr.  Gil- 
bert’s ideas.  This  information  will  be  very  helpful 
to  me.” 

“I  am  in  hearty  agreement  with  the  spirit  and 
principles  advocated  in  Dr.  Gilbert’s  recent  letter 
concerning  socialized  medicine  and  compulsory 
health  insurance.  This  proposed  measure  is  just 
another  step  in  the  direction  of  communistic  gov- 
ernment.” 

“Dr.  Gilbert’s  letter  should  be  given  wider  dis- 
tribution. I would  like  to  have  twenty-four  copies 
for  my  men’s  club  to  study.” 

“Certainly  Dan  Gilbert  has  not  spoken  too  harshly 
of  the  Hydra-headed  ogres  who  would  regiment  our 
people,  socialize  our  medicine,  sterilize  our  parents, 
Russianize  our  government,  ostracize  our  religious 
liberty,  idolize  the  labor  hoodlums,  victimize  the 
substantial  citizenry,  stigmatize  honesty,  criticize 
all  dissenters,  and  destroy  the  greatest  government 
the  world  has  ever  known.  Send  more  informa- 
tion.” 


Convention  Announcements 
As  everyone  should  know  from  former  an- 
nouncements, the  Tennessee  State  Medical 


Association  will  hold  its  one  hundred  four- 
teenth Annual  Meeting  at  the  Read  House, 
Chattanooga,  April  12,  13,  1949. 

The  House  of  Delegates  will  meet  in  Spe- 
cial Session  on  Monday,  April  11,  1949. 

The  Scientific  Session  will  be  held  on 
April  12,  13,  1949.  The  Tentative  Program 
was  published  last  month.  The  Official  Pro- 
gram will  be  mailed  prior  to  the  Conven- 
tion. 

Various  other  meetings  and  attractions 
are  scheduled  for  these  days. 

Golf  Tournament 

The  Golf  Tournament  will  be  held  Mon- 
day, April  11,  10:00  A.M.,  at  the  Chatta- 
nooga Golf  and  Country  Club.  Registration 
fee  of  $10.00  will  cover  the  green’s  fee,  cad- 
dies, tips,  and  banquet.  Send  registration 
fee,  together  with  handicap  to  J.  L.  Hamil- 
ton, Chairman  of  the  Golf  Tournament 
Committee,  care  of  Pine  Breeze  Sanatorium, 
Chattanooga.  The  banquet  will  be  held 
Monday  night  at  the  Chattanooga  Golf  and 
Country  Club. 

Chattanooga  Delegation  to  Entertain  the 
House  of  Delegates 

The  local  delegates  of  Chattanooga  are 
to  be  hosts  at  a fellowship  hour  for  members 
of  the  House  of  Delegates  of  the  State  So- 
ciety in  the  Red  Room  of  the  Patton  Hotel 
on  April  11,  between  the  hours  of  five  and 
six  P.M. 

Luncheon  for  the  Association 

Doctors  Newell  and  Newell  and  Associ- 
ates cordially  invite  the  members  of  the 
Tennessee  State  Medical  Association  to  a 
buffet  luncheon  in  the  Sun  Parlor  of  the 
Park  Hotel,  East  Seventh  Street,  Wednes- 
day, April  13,  between  twelve-thirty  and 
one-thirty. 

Program  of  Tennessee  Pediatric  Society 

9 :30-ll  :45.  Symposium  on  Congenital 
Anomalies  of  the  Heart  Amen- 
able to  Surgery. 
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Noon. 

1:30-  2:15 


2:15-  3:00 


3:00-  3:45 


3:45-  4:30 


4:30 

7:30 


Thomas  J.  Dry,  M.D.,  Roches- 
ter, Minnesota; 

Jesse  Edwards,  M.D.,  Roches- 
ter, Minnesota; 

J.  R.  Bowman,  M.D.,  Johnson 
City ; 

Philip  H.  Livingston,  M.D., 
Chattanooga ; 

O.  L.  Von  Canon,  M.D.,  Chat- 
tanooga. 

Luncheon.  Read  House. 

Brain  Tumors  in  Childhood. 
Walter  E.  Boehm,  M.D.,  Chat- 
tanooga. 

Neurological  Complications  in 
Virus  Diseases. 

R.  Cannon  Eley,  M.D.,  Boston. 
Massachusetts. 

Emergencies  in  the  Newborn. 
M.  Hines  Roberts,  M.D.,  Atlan- 
ta, Georgia. 

BCG  in  Tuberculosis. 
Professor  Arvid  Wallgren, 
Stockholm,  Sweden. 

Business  Session. 

Banquet. 


Tennessee  Radiological  Society 

Dr.  Lawrence  Reynolds,  Detroit  Michi- 
gan, is  to  speak  before  the  Tennessee  Ra- 
diological Society  at  a luncheon  meeting  on 
“Metastatic  Bone  Lesion  from  Primary  Car- 
cinoma of  the  Bladder,”  Wednesday,  April 
13,  at  the  Read  House,  Chattanooga. 


Program  of  Tennessee  Diabetes 
Association 

2:00  P.M.  “Coma  Statistics  in  Memphis.” 
Jean  Murray  Hawkes,  M.D., 
Memphis. 

2:35  P.M.  Round-Table  Discussion:  “Ar- 
teriosclerosis in  Diabetes.” 
Medicine:  James  L.  Bibb,  M.D., 
Chattanooga. 

Surgery:  Van  Fletcher,  M.D., 
Chattanooga. 

Obstetrics  a n d Gynecology : 
Charles  L.  Suggs,  M.D.,  Chatta- 
nooga. 


Ophthalmology : D.  Isbell,  M.D., 
Chattanooga. 

3:45  P.M.  Ten-minute  intermission. 

4 :00  P.M.  Guest  Speaker : Seale  Harris, 
M.D.,  Professor  Emeritus  of 
Medicine,  University  of  Ala- 
bama, Birmingham,  Alabama; 
“The  Sequence  of  Diabetes  Mel- 
litus  and  Hyperinsulinism.” 

8:00  P.M.  Dinner  Meeting  (by  reserva- 
tion). Guest  Speaker:  Franklin 
B.  Peck,  M.D.,  Medical  Director, 
Eli  Lilly  Research  Laboratories, 
Indianapolis ; “Advances  in  In- 
sulin.” 


Postgraduate  Study 

Dr.  C.  H.  Heacock  has  called  a meeting 
of  the  Postgraduate  Committee  in  Chatta- 
nooga for  Monday,  April  11,  6:30  P.M. 
Several  items  of  business  are  to  be  consid- 
ered besides  a report  of  the  progress  of  the 
course  in  Cancer.  The  course  of  the  Sev- 
enth Circuit  closed  the  week  of  January  31, 
with  final  total  enrollment  of  110. 

The  Committee  in  Chattanooga  will  con- 
sider and  interview  applicants  for  the  in- 
structorship  of  the  course  to  be  offered  in 
“Psychiatry  as  Applied  to  the  Practice  of 
Medicine,”  or  psychosomatic  medicine.  The 
instruction  for  the  latter  course  is  contem- 
plated to  open  in  September,  1949,  but  the 
Committee  wishes  to  be  ready  by  the  time 
Doctor  Lee  finishes  in  the  state  with  his 
course  in  Cancer. 

Dr.  Lyndon  Lee  will  be  at  the  State 
Meeting  in  Chattanooga  and  will  welcome 
renewal  of  his  acquaintanceship  with  the 
many  friends  who  have  joined  in  his  course 
in  Tennessee. 


Anti-Trust  Campaign 

In  a sharply-worded  statement,  comment- 
ing on  Washington  news  reports  that  the 
Federal  Administration  plans  to  launch  an- 
ti-trust prosecutions  against  several  State 
Medical  Societies,  concurrent  with  the  open- 
ing of  its  drive  for  compulsory  health  in- 
surance, the  American  Medical  Association 
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recently  announced  that  “we  will  take  our 
case  directly  to  the  American  people  if  we 
find  the  government  is  engaged  in  political 
persecution  instead  of  legitimate  prosecu- 
tion.” 

Dr.  Elmer  L.  Henderson,  Chairman  of  the 
Board  of  Trustees  of  the  American  Medical 
Association,  declared : 

“The  American  people  will  not  take  kind- 
ly to  Gestapo  activities,  and  the  doctors  of 
this  country,  when  the  health  of  their  pa- 
tients and  the  welfare  of  their  profession 
are  at  issue,  will  not  be  frightened  into  non- 
resistance  by  threats  against  them. 

“We  have  been  making  our  own  inquiry 
into  the  activities  of  government  investiga- 
tors ; and  if  we  find  that  an  attempt  is  being 
made  to  use  the  Justice  Department  for  po- 
litical purposes,  in  an  effort  to  stifle  opposi- 
tion to  the  socialization  of  medicine,  we  will 
air  the  facts  to  the  people  and  demand  a 
Congressional  investigation  into  such  activ- 
ities. 

“It  is  both  false  and  absurd  to  imply  that 
there  is  a monopoly  in  health  insurance  un- 
der the  hundreds  of  voluntary  systems  oper- 
ating in  America  today,  with  more  than 
52,000,000  insured  members.  But  there 
certainly  would  be  an  ironclad  monopoly  if 
Patent  Medicine  Man  Oscar  Ewing  got 
through  his  compulsory  health  insurance 
scheme  and  took  over  control  of  medical 
practice  in  this  country. 

“The  American  Medical  Association  is 
vigorously  supporting  all  sound  voluntary 
health  insurance  systems  and  is  encourag- 
ing competition  between  the  prepaid  medi- 
cal and  hospital  plans  and  the  private  insur- 
ance indemnity  companies,  because  we  be- 
lieve the  American  people  will  get  better 
coverage,  at  a better  price,  if  many  compet- 
ing plans  are  available.  We  don't  believe 
the  people  want  a government  monopoly  in 
the  health  insurance  field,  any  more  than 
they  would  condone  a private  monopoly,  and 
we  intend  to  fight  the  government  monopoly, 
proposed  under  compulsory  health  insur- 
ance legislation,  even  if  the  Federal  Admin- 
istration resorts  to  terroristic  practices  and 
witch  hunting  in  an  attempt  to  frighten  off 
opposition.” 


DEATHS 


Herman  Spitz,  M.D.,  Nashville;  Vander- 
bilt University  School  of  Medicine,  1912; 
aged  sixty-three;  died  February  4,  1949. 


C.  L.  Horn,  Jr.,  M.D.,  Ripley;  died  Jan- 
uary, 31,  1949. 


Lewis  R.  Polk,  M.D.,  Memphis ; Memphis 
Hospital  Medical  College,  1909 ; aged  sixty- 
three;  died  December  18,  1948. 


Walter  Thomas  Swink,  M.D.,  Memphis; 
Vanderbilt  University  School  of  Medicine, 
1900  ; aged  seventy;  died  February  16,  1949. 


John  Lucius  McGehee,  M.D.,  Memphis; 
Memphis  Hospital  Medical  College,  1901; 
aged  seventy;  died  February  16,  1949. 


AND  WE  QUOTE 


Compares  Costs  of  Medical  Care  with 
Cost  of  Living  Index 

Costs  of  medical  care  have  not  risen  as 
fast  as  the  cost  of  living,  a comparison  of 
the  1948  Consumers’  Price  Index  with  a 
preliminary  index  of  medical  care  prices  of 
the  U.  S.  Bureau  of  Labor  Statistics  shows. 

Writing  in  the  current  (February  26)  is- 
sue of  The  Journal  of  the  American  Medical 
Association,  Frank  G.  Dickinson,  Ph.D., 
Chicago,  Director  of  the  Bureau  of  Medical 
Economic  Research  of  the  American  Medi- 
cal Association,  says  the  bureau  estimates 
from  U.  S.  Bureau  of  Labor  Statistics  fig- 
ures that  the  index  of  medical  care  items 
will  stand  at  141  for  1948. 

The  final  report  of  the  U.  S.  Bureau  of 
Labor  Statistics  places  the  Consumers’ 
Price  Index  for  1948  at  171.2.  The  base 
period  1935-1939  equals  100  in  computing 
the  entire  index,  cf  which  the  index  of  med- 
ical care  items  is  a part. 

Preliminary  figures  of  the  Bureau  of  La- 
bor Statistics  for  costs  of  medical  care  in 
1948  are; 

General  practitioners’  services,  136 ; sur- 
geons’ and  specialists’  services,  136 ; dental 
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care,  146;  eyeglasses,  124;  hospital  rates, 
212;  and  prescriptions  and  drugs,  122. 

Figures  of  the  Bureau  of  Labor  Statistics 
for  these  items  in  1947  were  130.3,  129.4, 
137.4,  118.6,  179.6,  and  115.4,  respectively. 
The  entire  cost  of  living  index  for  1947  was 
159.2. 

“The  most  significant  change  is  in  hos- 
pital rates,  which  soared  from  179.6  in  1947 
to  212  in  1948,’’  Dr.  Dickinson  comments. 

“Prices  for  laboratory  and  other  services 
rendered  by  hospitals  are  not  sampled ; 
hence  the  hospital  index  covers  primarily 
room  rates.  The  hospital  is  uniquely  ex- 
posed to  the  forces  of  inflation.  It  buys 
goods  and  services  and  sells  services  soon 
after  purchase.  Its  costs  are  not  stabilized 
by  such  customary  accounting  items  as  de- 
preciation and  taxes  because  most  hospitals 
are  public  institutions. 

“Hence  the  changes  in  current  prices  of 
food  and  fuel  and  in  hourly  wage  rates  are 
potent  in  changing  hospital  room  rates 
charged  to  patients  because  there  are  no 
other  costs  of  importance. 

“The  sharp  increase  in  the  index  of  hos- 
pital room  rates  for  1948  over  1947  reflects 
to  some  extent  the  failure  of  hospitals  to 
raise  their  rates  earlier.  The  recent  decline 
in  prices  of  farm  products  has  not  yet  ma- 
terially reduced  the  operating  costs  of  hos- 
pitals.” 

The  estimate  should  “set  at  rest  a good 
many  wild  and  irresponsible  statements 
about  the  exorbitantly  high  prices  being 
paid  for  medical  care,”  adds  an  editorial 
appearing  in  the  same  issue  of  The  Journal. 


PHYSICIANS  WANTED 


Dear  Dr.  Hardy: 

The  Commercial  Clubs  of  our  city  are 
looking  for  a practicing  physician  to  locate 
in  Cowan. 

We  have  a population  of  1,800,  and  sur- 
rounding territory  will  run  around  2,000 
with  one  doctor,  and  he  does  not  get  out  at 
all,  being  very  old  and  trying  to  retire, 
leaves  us  in  very  bad  shape. 

We  have  located  in  our  city  the  following 
industrial  plants : General  Shoe  Corpora- 
tion, working  550;  Cumberland  Portland 


Cement  Company,  working  150;  Cowan 
Stone  Company,  working  65;  N.,  C.  & St.  L., 
R.  It.,  working  100;  and  other  small  plants, 
together  with  very  fine  farming  section. 

The  pay  roll  from  these  plants  will  run 
around  $125,000  per  month. 

Cowan  is  located  ninety  miles  southeast 
of  Nashville  and  sixty-five  miles  from  Chat- 
tanooga on  the  Nashville,  Chattanooga  & 
St.  Louis  Railway  and  Federal  Highway  64 
and  Alternate  41,  six  miles  from  Winchester 
and  seven  miles  from  Sewanee. 

We  would  appreciate  if  you  could  get  us 
in  touch  with  a young  or  old  doctor  and 
believe  we  could  make  it  very  interesting 
for  him. 

Thanking  you,  I am 

Very  truly  yours, 

G.  M.  Thorogood, 

President,  Bank  of  Coivan, 
Cowan,  Tennessee. 


Dear  Sir: 

This  installation  is  in  need  of  a medical 
officer  to  administer  its  industrial  medical 
program  for  approximately  1,500  employees 
and  thought  it  possible  that  you  might  be 
in  a position  to  refer  interested  applicants 
to  us  for  consideration. 

Either  of  two  methods  may  be  used  in 
determining  the  annual  salary  for  the  posi- 
tion. One  is  on  the  basis  of  a straight  forty- 
hour  work  week,  eight  hours  per  day,  five 
days  per  week,  the  base  pay  of  which  would 
be  $5,232.00  per  annum  with  any  work  in 
excess  of  forty  hours  per  week  being  com- 
pensated for  at  premium  rates.  The  other 
method  is  what  is  known  as  an  “on-call” 
tour  of  duty,  which  means  that  an  employee 
is  scheduled  to  remain  within  the  confines  of 
his  post  of  duty  subject  to  a call  for  eighty- 
four  hours  per  week,  for  which  the  annual 
rate  of  pay  is  approximately  $6,656.00. 
In  either  case,  however,  the  gross  salary 
would  be  subject  to  six  per  cent  retirement 
and  income  tax  deductions. 

The  duties  of  the  position  consist  almost 
entirely  of  pre-employment  physical  exam- 
inations and  treatment  of  job-connected 
injuries  and  diseases.  Working  conditions 
are  excellent,  and  modern  housing  is  avail- 


March,  1949 


SECRETARY'S  LETTER 


99 


able  on  the  reservation  at  $35.00  to  $50.00 
per  month. 

Interested  applicants  should  submit 
Standard  Form  57,  Application  for  Federal 
Employment,  which  may  be  obtained  at  any 
first  or  second  class  post  office. 

Your  assistance  will  be  appreciated. 

For  the  Commanding  Officer: 

Very  truly  yours, 

D.  E.  Hurst,  Assistant, 
Ordnance  Department, 
Milan  Arsenal,  Milan,  Tennessee. 
January  31,  1949. 


SECRETARY'S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


Dear  Doctor: 

Officers  of  the  A.  M.  A.,  members  of  the 
Board  of  Trustees,  and  headquarters  per- 
sonnel have  just  gone  through  a grueling 
week  in  which  we  have  seen  many  important 
and  far-reaching  projects  thrown  on  the 
screen  of  reality.  Here  are  a few  of  the 
projects  resulting  from  hard-driving  day 
and  night  meetings: 

1.  The  firm  of  Whitaker  & Baxter  out- 
lined to  the  state  societies  for  the  first  time 
the  A.  M.  A.’s  battle  against  compulsory 
sickness  insurance  to  state  campaign  chair- 
men, secretaries,  and  public  relations  repre- 
sentatives from  the  various  states  at  an 
enthusiastic  meeting  at  A.  M.  A.  headquar- 
ters, Saturday,  February  12. 

2.  The  Board  of  Trustees  drafted  a 
sharply-worded  reply  (see  A.  M.  A.  Journal 
of  February  19)  to  the  136  physicians,  many 
of  them  prominent,  who  protested  the  as- 
sociation’s “failure  to  develop  a program  for 
improved  medical  care  in  view  of  the  gov- 
ernment’s compulsory  insurance  proposals.” 

3.  The  Board  of  Trustees  approved  and 
adopted  a new  twelve-point  health  program 
for  the  advancement  of  medicine  and  public 
health.  The  program,  embodying  broad  ob- 
jectives aimed  at  bringing  a wider  and  bet- 
ter distribution  of  medical  care  to  the  Amer- 
ican people,  was  given  excellent  nation-wide 
publicity  through  newspapers  and  press  as- 
sociations recently. 

4.  The  Board  of  Trustees  earmarked 
$25,000  from  the  A.  M.  A.  educational  cam- 


paign fund  for  use  by  the  National  Commis- 
sion on  Chronic  Illness.  Dr.  James  R.  Mil- 
ler, Hartford,  Connecticut,  a member  of  the 
Board  of  Trustees,  is  chairman  of  the  pres- 
ent interim  commission  which  is  made  up 
of  the  A.  M.  A.,  the  American  Public  Health 
Association,  the  American  Public  Welfare 
Association,  and  the  American  Hospital  As- 
sociation. The  commission  hopes  to  get  a 
coordinated  chronic  illness  program  oper- 
ating in  every  state.  This  is  a constructive 
step  toward  carrying  out  Point  9 of  the  new 
twelve-point  A.  M.  A.  health  program. 

5.  The  Board  of  Trustees  approved  the 
making  of  a $75,000  film  which  will  portray 
and  dramatize  the  A.  M.  A.’s  contributions 
to  the  health  of  the  American  people.  The 
film  will  be  produced  by  Louis  du  Roche- 
mont  studios,  former  producer  of  “The 
March  of  Time”  and  of  such  documentary 
films  as  “Boomerang”  and  the  “House  on 
Ninety-Second  Street.”  The  running  time 
for  the  film,  scheduled  for  completion  in  six 
months,  will  be  twenty-three  minutes,  and 
it  will  be  made  available  to  state  and  county 
medical  societies  and  to  individual  doctors. 

6.  Dr.  James  R.  McVa.v,  Kansas  City, 
chairman  of  the  A.  M.  A.  Council  on  Medical 
Service,  initiated  plans  to  increase  as  rap- 
idly as  possible  enrollment  of  the  American 
people  in  voluntary  health  insurance  plans. 
The  plans  call  for  a coordinated  effort  of  all 
qualified  voluntary  medical  care  prepay- 
ment plans.  Organizations  now  engaged  in 
doctor  bill  prepayment  programs  will  meet 
with  the  council  in  Chicago.  These  organi- 
zations are  the  Associated  Medical  Care 
Plans  (Blue  Shield),  the  conference  of  Med- 
ical Society  Prepayment  Plans  (underwrit- 
ten by  private  insurance  carriers),  and  the 
Western  Conference  of  Prepaid  Medical 
Care  Plans.  March  6 has  been  tentatively 
set  as  the  date  for  the  meeting.  The  an- 
nual Congress  on  Voluntary  Health  In- 
surance, sponsored  by  the  council,  will  be 
the  end  result  of  the  Conferences. 


Outline  Strategy  and  Policies  in 
Campaign 

In  forceful,  simple  language,  Clem  Whit- 
aker, of  the  Whitaker  & Baxter  firm,  which 
was  employed  by  the  A.  M.  A.  to  answer 
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the  social  planners,  outlined  the  strategy 
and  policies  in  the  campaign  against  com- 
pulsory health  insurance.  He  said,  for  ex- 
ample: “Doctors  don’t  need  to  stand  alone 
in  this  battle.  They  must  not  stand  alone. 
And  it’s  our  job  to  see  that  they  don’t  stand 
alone.’’ 

Mr.  Whitaker  said  that  charges  by  advo- 
cates of  compulsory  health  insurance  that 
the  A.  M.  A.  planned  to  invade  Washington 
with  a high-powered  lobby  and  a $3,000,000 
“slush  fund”  is  “absolutely  false.”  He  said 
this  “smear  attack  should  be  branded  as 
false  in  every  American  community,”  and 
then  added : 

“The  A.  M.  A.  isn’t  embarking  on  any 
high-pressure  lobbying  campaign  in  Wash- 
ington, nor  is  there  any  ‘slush  fund.’  The 
socializers  in  the  Office  of  Social  Security, 
who  have  used  their  government  facilities 
and  government  funds  to  lobby  Congress  at 
the  taxpayers’  expense,  are  simply  sending 
up  a smoke  screen  against  A.  M.  A.  as  a 
cover  for  their  own  highly  questionable  op- 
erations, and  the  people  need  to  be  told 
that.” 

Miss  Leone  Baxter  outlined  in  a lengthy 
message  to  leaders  from  the  various  states 
the  details  of  the  campaign  itself. 

She  said  that  doctors’  offices  all  over  the 
country  will  soon  exhibit  a large,  blown- 
up  color  reproduction  of  the  famous  Fildes 
painting,  “The  Doctor.”  The  painting  will 
carry  the  simple  caption : “Keep  Politics 
Out  of  This  Picture.” 

Miss  Baxter  said  : “Color  reproductions  of 
this  famous  painting  soon  will  go  up  in 
doctors’  offices  all  over  America  as  one  of 
the  first  steps  in  dramatizing  our  case  to 
the  American  people.  We  have  added  a 
hundred  words  of  text  which  help  to  estab- 
lish the  theme  of  this  campaign.” 

The  text  follows: 

“When  the  life — or  health — of  a loved  one 
is  at  stake,  hope  lies  in  the  devoted  service 
of  your  doctor. 

“Would  you  change  this  picture? 

“Compulsory  health  insurance  is  political 
medicine. 

“It  would  bring  a third  party — a politi- 
cian— between  you  and  your  doctor.  It 
would  bind  up  your  family’s  health  in  red 
tape.  It  would  result  in  heavy  pay  roll 
taxes — and  inferior  medical  care  for  you 


and  your  family.  Don’t  let  that  happen 
here ! 

“You  have  a right  to  prepaid  medical  care 
— of  your  own  choice.  Ask  your  doctor,  or 
your  insurance  man,  about  budget-basis 
health  protection.” 

More  Than  Two  Hundred  Attend 
Meeting 

More  than  two  hundred  persons  attended 
the  one-day  meeting  devoted  to  various 
phases  of  the  A.  M.  A.  National  Education 
Campaign.  Among  the  A.  M.  A.  executives 
who  addressed  the  meeting  were  President 
R.  L.  Sensenich ; Dr.  Elmer  Henderson, 
chairman  of  the  Board  of  Trustees;  Law- 
rence Rember,  Director  of  Public  Relations; 
Dr.  Joseph  Lawrence,  Director  of  the  Wash- 
ington office;  and  myself.  All  pleaded  for 
wholehearted  cooperation  on  the  part  of 
state  and  county  societies  to  make  the  edu- 
cational campaign  a success. 

John  W.  McPherrin,  New  York,  editor  in 
chief  of  the  American  Druggist,  spoke  on 
what  the  druggists  think  of  the  Truman- 
Ewing  compulsory  health  insurance  pro- 
gram. and  Miss  Elizabeth  Wilson  of  Wash- 
ington spoke  on  the  National  Health  Act  in 
Britain. 

One  of  the  last  speakers  on  the  program 
was  Charles  S.  Nelson,  Columbus,  Ohio,  who 
presented  the  state-wide  view  of  the  nation- 
al campaign.  He  said  that  in  order  for  the 
states  to  do  an  efficient  job,  the  secretaries 
will  “need  expert  advice,  strong  leadership, 
ideas  and  suggestions,  specific  evidence  that 
the  A.  M.  A.  is  going  to  do  a thorough  job, 
and  a wealth  of  information  about  how  the 
campaign  is  to  be  conducted  and  how  the 
states  will  carry  out  the  plans.” 

“There  is  a dire  need,”  he  said,  “to  do 
away  with  duplication  of  activities  and  or- 
ganizations.” 

Pass  Resolution  Against  Socialized 
Medicine 

The  twenty-third  Women’s  Patriotic  Con- 
ference on  National  Defense,  meeting  in 
Washington,  January  27-29,  adopted  a reso- 
lution opposing  socialized  medicine  and  “the 
expansion  of  bureaucracy  in  the  United 
States.” 

The  conference,  which  is  made  up  of  thir- 
ty-five different  women’s  organizations, 
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such  as  the  American  Gold  Star  Mothers 
and  the  American  Legion  Auxiliary,  went 
on  record  against  compulsory  health  insur- 
ance because,  it  said,  “such  action  would 
impair  or  destroy  the  personal  interest,  ini- 
tiative, and  private  research  on  the  part  of 
the  medical  profession  and  put  that  profes- 
sion under  the  control  of  a paternalistic  bu- 
reaucracy with  direct  socialization  as  a re- 
sult.” 

Senator  Raps  Socialized  Medicine 
At  an  Illinois  Republican  Lincoln  Day 
dinner  in  Chicago,  Senate  Republican  Floor 
Leader  Kenneth  S.  Wherry,  Nebraska, 
rapped  the  Truman  health  plan.  He  said : 
“Another  piece  of  legislation  that  is  being 
forced  by  the  Truman  Administration  in 
order  to  satisfy  the  pressure  groups  is  so- 
cialized medicine. 

“How  many  people  who  voted  for  Mr. 
Truman  understood  they  were  voting  to 
give  the  government  bureaucrats  another 
opportunity  to  snoop  into  the  personal  af- 
fairs and  relationships  of  the  American  peo- 
ple with  their  family  doctors? 

“This  is  not  a matter  of  a few  million 
dollars.  It  is  a multibillion-dollar  program 
to  control  the  family  doctor  and  to  control 
and  subsidize  the  medical  treatment  of  our 
people  in  hospitals  across  the  land.  Our 
America  has  the  best  health  record  of  any 
major  nation  on  earth.  Our  governmental 
agencies  now  are  giving  constructive  aid  in 
research  and  guidance  in  the  direction  gov- 
ernment should  properly  take  in  the  interest 
of  the  people’s  welfare.  But  now  the  Tru- 
man Administration  demands  that  we 
swing  further  down  the  road  to  national 
socialism  and  an  all-powerful  state  through 
outright  socialized  medicine. 

“And,  fellow  Americans,  this  Administra- 
tion is  just  trying  to  kid  you;  you  are  not 
going  to  get  free  medicine  under  their  pro- 
posal ; socialized  medicine  is  not  free.” 

DP  Doctors  Fail  to  Pass  U.  S.  Tests 
An  interesting  program,  dealing  with 
various  phases  of  medical  education,  held 
the  attention  of  medical  school  deans  and 
others  who  attended  the  forty-fifth  annual 
Congress  on  Medical  Education  and  Licen- 
sure at  Chicago’s  Palmer  House,  February 
6,  7,  8. 


A great  number  of  papers  were  read  dur- 
ing the  three-day  session. 

Dr.  Creighton  Barker,  Executive  Secre- 
tary of  the  Connecticut  State  Medical  Soci- 
ety and  Secretary  of  that  State’s  Medical 
Examining  Board,  said  that  one  out  of  two 
graduates  of  foreign  medical  schools  is  un- 
able to  pass  American  licensing  examina- 
tions. 

He  said  that  from  1930  through  1947  a 
total  of  14,520  foreign  medical  school  grad- 
uates had  been  examined  in  this  country. 

Of  that  number,  and  excluding  the  grad- 
uates of  Canadian  schools,  6,973,  or  forty- 
eight  per  cent,  failed  to  pass.  Among  the 
foreign  graduates  who  failed  in  their  exam- 
inations during  that  period,  he  said,  were 
some  American  students  who  had  gone  to 
Europe  for  their  medical  educations  and 
returned  here  expecting  to  practice. 

Dr.  Barker  said  the  future  is  very  dan- 
gerous because  of  two  factors.  “One  is  the 
tremendous  present  enrollment  in  German 
medical  schools.  How  these  new  thousands 
of  physicians  can  be  absorbed  into  the  econ- 
omy of  a bankrupt  and  all  but  ruined  coun- 
try is  impossible  to  understand. 

“The  other  matter  of  concern  is  the  ruling 
of  the  Veterans’  Administration  that  Amer- 
ican vetei’an  students  may  use  their  allow- 
ances under  the  GI  Bill  to  obtain  education, 
including  medical  instruction,  in  foreign 
schools.  Veteran  graduates  so  trained  are 
not  eligible  for  licensure  here  when  they 
return.” 

Dr.  Morris  Fishbein,  Editor  of  the  A.  M. 
A.  Journal,  gave  an  excellent  hour’s  dis- 
course on  medicine  as  it  is  being  practiced 
under  the  British  National  Health  Act. 

He  told  in  detail  how  the  British  Health 
Act  is  set  up,'  and  then  added : “The  Minis- 
try in  its  propaganda  stresses  that  this  is 
not  charity  but  that  everyone  pays  for  the 
service  by  taxation.  Nevertheless,  the  word 
‘free’  is  used  constantly,  such  as  in  the  state- 
ment that  patients  ‘receive  free  treatment’ 
and  that  ‘.  . . medicines,  drugs,  and  appli- 
ances are  to  be  had  free  from  any  pharma- 
cist who  takes  part  in  the  scheme.’  ” 

“Yet,”  Dr.  Fishbein  said,  “five-sixths  of 
the  total  cost  of  the  National  Health  Service 
comes  from  general  taxation,  and  one-sixth 
is  taken  from  the  National  Insurance  Fund, 
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which  is  a tax  on  the  pay  roll.  A portion  of 
the  worker’s  tax  covers  him  with  cash  bene- 
fits for  retirement,  widow’s  pension,  unem- 
ployment, and  disablement  pension.” 

Dr.  Fishbein,  who  made  a tour  of  Eng- 
land last  summer,  said  statements  coming 
from  British  physicians  themselves  indicate 
that  there  has  been  a deterioration  in  the 
general  quality  of  medical  service. 

‘‘The  average  man  or  woman,”  he  said, 
“feels  that  a cleft  has  been  dug  between  him 
and  his  doctor.  The  doctor  finds  himself 
spending  most  of  his  time  filling  in  forms, 
to  the  great  detriment  of  the  really  sick. 

“There  is  no  reason  to  believe  that  a 
similar  system  would  be  any  more  efficient 
or  satisfactory  in  the  United  States.  Doc- 
tors simply  cannot  see,  diagnose,  and  treat 
patients  in  a process  in  which  they  are  over- 
whelmed by  trivial  complaints.  If  a doctor 
tries  to  see  forty  patients  a day,  he  gives  all 
of  them  less  than  what  medicine  requires. 
If  he  tries  to  see  one  hundred  patients  a 
day  with  a view  to  developing  an  income, 
he  is  reverting  to  a kind  of  diagnosis  and 
treatment  that  prevailed  in  a previous  cen- 
tury.” 


NEWS  NOTES  AND  COMMENTS 


William  D.  Sumpter,  Jr.,  M.D.,  announces 
the  opening  of  offices  at  516-519  Bennie- 
Dillon  Building,  Nashville.  Practice  limited 
to  Obstetrics  and  Gynecology. 


Charles  E.  Haines,  M.D.,  announces  the 
removal  of  his  offices  from  208  Bennie- 
Dillon  Building  to  1913  Church  Street. 
Practice  is  limited  to  Urology. 


Robert  L.  McCracken,  M.D.,  announces 
the  removal  of  his  office  to  1913  Church 
Street,  Nashville,  for  the  practice  of  chest 
surgery,  bronchoscopy,  and  tuberculosis. 


Dr.  Chester  Jones,  Boston,  Massachu- 
setts, delivered  an  address  before  the  Nash- 
ville Society  for  Internal  Medicine,  at  the 
Hermitage  Hotel,  Monday,  February  21,  on 
the  subject  of  “The  Nutritional  Problems 
Arising  from  Anastomotic  Surgery  of  the 
Gastro-Intestinal  System.” 


Dear  Editor: 

April  12,  1949,  will  mark  the  Eighty- 
Seventh  Anniversary  of  an  episode  which 
makes  a thrilling  page  in  American  history. 
The  incident  occurred  on  the  Western  & 
Atlantic  Railroad  (now  under  long-term 
lease  to  the  N.,  C.  & St.  L.  Railway)  during 
the  Civil  War  when  a band  of  intrepid  Fed- 
eral soldiers,  under  the  leadership  of  James 
J.  Andrews,  boarded  a northbound  train  at 
Marietta,  Georgia,  and  at  Big  Shanty,  seven 
miles  away,  while  the  train  crew  and  pas- 
sengers were  at  breakfast  in  the  station, 
detached  the  engine,  “General,”  and  ran 
north  for  the  purpose  of  destroying  com- 
munications as  they  proceeded.  However, 
the  mission  failed  because  of  the  alertness 
and  determination  of  the  train  crew,  who, 
with  the  aid  of  handcar,  then  the  engine 
“Yonah,”  later  a Rome  Branch  engine,  and 
finally  the  engine  “Texas,”  which  ran  back- 
wards, overtook  and  recaptured  the  “Gen- 
eral” two  miles  north  of  Dalton,  Georgia. 
A booklet  of  the  story  is  enclosed  for  your 
reading. 

To  commemorate  this  feat  we  are  having 
prepared  a catchet  for  imprint  on  letter 
envelopes  to  be  mailed  and  postmarked  on 
the  anniversary  date.  This  has  a special 
appeal  to  those  making  a hobby  of  collecting 
covers  and  stamps.  Therefore,  if  you,  any 
of  your  friends,  readers,  and  their  friends, 
desire  to  avail  themselves  of  this  opportu- 
nity and  will  send  addressed,  stamped  en- 
velopes to  the  undersigned,  Room  207, 
Union  Station,  Nashville  2,  Tennessee,  we 
will  be  happy  to  see  that  they  are  imprinted 
and  mailed  on  the  exact  date. 

Cordially  yours, 

J.  F.  Gaffney,  Jr., 
General  Passenger  Agent. 


Veteran  Administration  Contract 
The  attention  of  this  office  has  been  called 
to  a typographical  error  in  the  contract  be- 
tween the  Veterans  Administration  and  the 
Tennessee  State  Medical  Association.  We 
are  instructed  to  notify  the  fee-designated 
physicians  that  items  should  be  corrected 
so  that  0055 — Other  comparable  specialties 
not  listed  above:  First  visit,  $5.00;  0056 — 
Other  comparable  specialties  not  listed 
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above : Subsequent  visit,  $3.00.  These  items 
in  the  contract  were  by  error  listed  as 
$10.00  and  $5.00,  respectively. 


WOMAN'S  AUXILIARY 

Shelby  County 

At  its  January  meeting,  the  Memphis  and 
Shelby  County  Auxiliary  voted  to  pay  from 
its  treasury  the  requested  increase  in  Na- 
tional Auxiliary  dues.  Reports  were  made 
on  the  progress  of  the  intensive  campaign 
to  inform  the  public  about  government  con- 
trolled medicine.  The  Auxiliary  Speaker’s 
Bureau  reported  forty  volunteer  speakers 
and  speeches  already  made  before  thirty- 
two  organizations  with  memberships  of  ap- 
proximately 2,400  people.  At  twenty  of 
these  meetings  resolutions  were  passed  op- 
posing government  control  of  medicine  and 
all  individuals  were  urged  to  write  personal 
letters  of  protest. 

The  Shelby  Auxiliary  has,  in  addition  to 
the  excellent  compaign  described  above,  re- 
served radio  time  in  the  interest  of  the  same 
cause. 


Knox  County 

The  Knoxville  Auxiliary  reports  that 
members  voted  to  pay  the  additional  Na- 
tional Auxiliary  dues  out  of  its  treasury. 

The  organization  conducted  a community 
day  with  members  of  other  clubs  invited  to 
attend  to  hear  discussions  of  general  public 
interest  such  as  proposed  national  health 
legislation.  Speeches  have  been  made,  at 
the  Auxiliary’s  request,  before  various  men 
and  women’s  clubs  giving  facts  on  this  im- 
portant subject. 

One  hundred  dollars  has  been  set  aside 
for  a partial  nursing  scholarship.  It  is 
expected  that  the  girl  selected  will  start  her 
training  in  June  or  September.  A dinner 
for  the  new  freshman  nurses  at  Knoxville 
General  Hospital  will  be  given  in  the  imme- 
diate future. 

On  February  18  a dinner  was  given  hon- 
oring the  Knoxville  Academy  of  Medicine 
and  internes  and  residents  of  Knoxville  hos- 
pitals. 

Twenty  subscriptions  of  Hygeia  of  eight 


months’  duration  have  been  placed  in  city 
and  county  schools,  with  hopes  of  others 
to  be  placed  for  next  year. 


Davidson  County 

On  the  evening  of  January  30,  the  David- 
son County  Auxiliary  entertained  husbands 
of  members  with  a dinner  and  winter  car- 
nival. Over  two  hundred  guests  were  pres- 
ent, and  delightful  skits  and  choruses  were 
presented.  The  rooms  of  the  Colonial  Club 
were  elaborately  decorated  with  balloons 
and  gay  carnival  posters  painted  by  Auxil- 
iary members. 

Mrs.  Oscar  Nelson,  Nashville,  President 
of  the  State  Auxiliary,  has  done  an  excellent 
piece  of  work  in  keeping  the  various  Aux- 
iliaries in  touch  with  various  Auxiliary 
projects  and  plans.  Her  activities  included 
a trip  to  Knoxville  March  2-5  for  speaking 
engagements  and  to  attend  the  Knoxville 
Auxiliary  meeting. 


MEDICAL  SOCIETIES 


Greene  County 

The  Greene  County  Medical  Society  held 
their  regular  monthly  meeting  in  the  Hotel 
Brumley  February  1,  1949. 

Seventeen  of  the  twenty-one  members 
were  present. 

Report  of  the  Membership  Committee. 
Dr.  Dale  Brown  submitted  the  application 
of  Dr.  N.  P.  Horner  for  membership  in  the 
Greene  County  Medical  Society.  Dr.  Brown 
moved  the  acceptance  of  Dr.  Horner’s  re- 
quest for  membership.  Seconded,  the  vote 
was  unanimous.  We  welcome  Dr.  Horner 
to  our  Society. 

Next  was  the  election  of  the  delegates  to 
the  Tennessee  State  Medical  Association. 
Dr.  L.  E.  Dyer  was  elected  as  delegate.  Dr. 
Dale  Brown  was  elected  alternate. 

Following,  Dr.  R.  S.  Cowles,  Public 
Health  Director  of  Greene  County,  request- 
ed the  President,  Dr.  Hal  Henard,  to  submit 
four  names  of  society  members  to  the 
Chairman  of  Greene  County,  Judge  S.  W. 
Doty,  for  his  selection  of  two  members  for 
appointment  to  the  Greene  County  Board  of 
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Health.  The  following  members’  names 
were  submitted:  Drs.  Hal  Henard,  C.  B. 
Laughlin,  V.  Robert  Bottomley,  and  Luke 
Ellenburg. 

The  guest  speakers  for  the  evening  were 
introduced  by  Ur.  L.  E.  Coolidge.  The  first 
speaker  was  Dr.  Harry  Myron,  whose  sub- 
ject was  “Ear:  Some  Causes  for  Pain  and 
Deafness.’’  The  next  speaker  was  Dr.  Paul 
J.  Benson,  whose  subject  was  “Relation  of 
Some  Eye  Conditions  to  General  Diseases.” 
Both  guest  speakers  were  from  Jones  Hos- 
pital of  Johnson  City,  Tennessee. 

There  being  no  further  business,  the 
meeting  adjourned. 


Knox  County 

February  15:  “Present  Concepts  in  Man- 
agement of  Carcinoma  of  the  Breast,”  by 
Dr.  Herbert  Acuft'.  Discussion  by  Dr.  G. 
Turner  Howard. 

March  1 : “Explanation  of  Selection  of 
Doctors,  Treatment,  and  Hospitalization  of 
Disabled  Miners,”  by  Dr.  Warren  F.  Dra- 
per. 


List  of  Officers  for  1949 

Consolidated: 

Roy  A.  Douglass,  Huntingdon,  President 
S.  M.  Herron,  Jackson,  Secretary-Treas- 
urer 

Blount  County: 

Lynn  F.  Curtis,  Maryville,  President 
H.  A.  Calloway,  Maryville,  Vice-President 
W.  N.  Dawson,  Maryville,  Secretary- 
Treasurer 

McMinn  County: 

W.  J.  Abel,  Decatur,  President 
John  H.  Lillard,  Benton,  Vice-President 
Helen  M.  Richards,  Athens,  Secretary- 
Treasurer 

Washington,  Carter,  Unicoi: 

Robert  H.  Harvey,  Erwin,  President 
G.  K.  Scholl,  Johnson  City  (Washington), 
Vice-President 

J.  A.  Knapp,  Elizabethton  (Carter), 
Vice-President 

C.  K.  Slade,  Mountain  Home,  Secretary- 
Treasurer 

Dyer,  Lake,  and  Crockett: 

J.  G.  Price,  Dyersburg,  President 
J.  Paul  Baird,  Dyersburg  (Dyer),  Vice- 
President 


E.  B.  Smythe,  Tiptonville  (Lake),  Vice- 
President 

J.  Chalmers  Moore,  Dyersburg,  Secre- 
tary-Treasurer 

Rutherford  County: 

J.  T.  Boykin,  Murfreesboro,  President 

B.  S.  Davison,  Murfreesboro,  Vice-Presi- 
dent 

L.  M.  Kennedy,  Murfreesboro,  Secretary- 
Treasurer 

Overton  County: 

W.  M.  Breeding,  Livingston,  President 

A.  B.  Qualls,  Livingston,  Vice-President 

Monroe  County: 

Telford  A.  Lowry,  Sweetwater,  Presi- 
dent 

M.  D.  Shearer,  Tellico,  Vice-President 

D.  F.  Heuer,  Sweetwater,  Secretary- 
Treasurer 


OTHER  MEDICAL  SOCIETIES 


American  Association  of  Industrial 
Physicians  and  Surgeons 

The  Industrial  Physicians  and  Surgeons 
of  the  United  States  and  Canada  will  hold 
their  Thirty-Fourth  Annual  Meeting  at  De- 
troit, Michigan,  April  2 to  9,  1949,  with 
headquarters  at  the  Book-Cadillac  and  Stat- 
ler  Hotels.  Participating  groups  are  the 
American  Conference  of  Governmental  In- 
dustrial Hygienists,  American  Industrial 
Hygiene  Association,  American  Association 
of  Industrial  Dentists,  and  American  Asso- 
ciation of  Industrial  Nurses. 

For  further  information  write  the  Amer- 
ican Association  of  Industrial  Physicians 
and  Surgeons,  28  East  Jackson  Boulevard, 
Chicago  4,  Illinois. 


Urological  Postgraduate  Seminar 

The  American  Urological  Association, 
through  its  Southeastern  Section,  announces 
a Urological  Postgraduate  Seminar  to  be 
held  in  New  Orleans,  Louisiana,  April  18, 
19,  20,  and  21,  1949.  The  Seminar  will  be 
under  the  auspices  of  the  Division  of  Grad- 
uate Medicine,  Tulane  University  School  of 


March,  1949 


ABSTRACTS  OR  CURRENT  LITERATURE 


105 


Medicine.  William  W.  Frye,  M.D.,  Dean  of 
the  Graduate  School  of  Medicine,  will  be  the 
director  of  these  courses  in  collaboration 
with  the  officers  and  Executive  Committee 
of  the  Southeastern  Section  and  with  the 
representative  of  the  Central  Committee. 

Address  inquiries  and  applications  to: 
William  W.  Frye,  M.D.,  Dean,  Graduate 
School  of  Medicine,  Tulane  University,  New 
Orleans,  Louisiana. 


Atlanta  Graduate  Medical  School 

The  recent  meeting  of  the  Atlanta  Grad- 
uate Medical  School  was  a success  from 
every  standpoint.  The  registration  includ- 
ed six  hundred  doctors  in  addition  to  two 
hundred  interns  and  students  and  almost 
one  hundred  exhibitors. 

Tentative  plans  are  that  the  1950  meeting 
will  be  held  February  6,  7,  and  8. 


Diabetes  Seminar 

In  cooperation  with  the  Department  of 
Medicine  of  the  Graduate  School  of  the 
University  of  Florida  and  the  Clinical  So- 
ciety of  the  Duval  County  Diabetes  Associa- 
tion, the  U.  S.  Public  Health  Service  is  pre- 
senting a Seminar  on  Diabetes  at  the  George 
Washington  Hotel,  Jacksonville,  Florida, 
March  28  and  29,  1949.  The  speakers  will 
be  as  follows : 

Dr.  Charles  H.  Best,  co-discoverer  of  in- 
sulin. 

Dr.  Elliott  P.  Joslin,  Medical  Director  of 
Baker  Clinic,  Boston. 

Dr.  Joseph  H.  Barach,  Professor  of  Med- 
icine in  the  University  of  Pittsburgh. 

Dr.  John  A.  Reed,  Assistant  Clinical  Pro- 
fessor of  Medicine  in  George  Washington 
University. 

Detailed  programs  will  be  sent  to  secre- 
taries of  medical  societies  in  the  Southeast- 
ern States  area  at  a later  date.  There  will 
be  no  registration  fee.  Hotel  reservations 
should  be  made  through  Dr.  Malcolm  J. 
Ford,  Diabetes  Demonstration  Unit,  Box 
210,  Jacksonville,  Florida. 
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ANESTHESIA 

By  H.  M.  Aushhrman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Modern  Methods  of  Resuscitation.  T.  B.  Thomp- 
son. Industrial  Medicine,  Vol.  17,  pp.  325-329, 

1948. 

Because  the  most  urgent  of  all  emergencies  is 
asphyxia,  all  physicians  are  expected  by  the  public 
to  be  capable  of  meeting  such  situations. 

All  of  us  are  familiar  with  the  Schaefer  method 
of  artificial  respiration,  but  there  is  great  contro- 
versy concerning  the  amount  of  air  which  can  be 
caused  to  be  inspired  and  expired  by  this  method. 
Measurements  performed  on  conscious  normal  hu- 
man subjects  show  the  exchange  adequate,  but  on 
moribund  and  unconscious  subjects  the  tidal  flow 
of  air  is  at  best  inadequate  and  certainly  could  not 
be  regarded  as  optimum  in  meeting  the  oxygen 
requirements  and  elimination  of  carbon  dioxide. 

The  purpose  of  artificial  respiration  is  based  on 
the  premise  that  life  can  be  temporarily  maintained 
until  the  patient  begins  to  breathe  for  himself. 
Therefore,  enough  oxygen  must  be  supplied  by  the 
bloodstream  to  the  respiratory  center  of  the  brain 
to  prevent  serious  damage.  Usually  there  is  an 
initial  period  of  asphyxia  preceding  the  artificial 
respiration,  so  we  must  conclude  that  the  oxygen 
requirement  of  the  respiratory  center  is  increased. 
It  is  questionable,  therefore,  that  giving  artificial 
respiration  by  the  Schaefer  method  at  the  slow  rate 
of  fifteen  to  twenty  times  per  minute  only  serves 
to  render  an  already  inadequate  method  even  more 
inadequate.  It  is  suggested  that  the  rate  be  stepped 
up  and  that  it  be  given  as  fast  as  can  be  done  and 
still  secure  maximum  ventilation  per  cycle. 

The  Eve  method  of  artificial  resuscitation  has 
been  promoted  in  the  last  few  years.  The  principle 
upon  which  it  is  based  is  that,  when  a patient’s 
head  is  lowered,  the  weight  of  the  abdominal  con- 
tents presses  against  the  diaphragm  which  in  turn 
raises  the  intrathoracic  pressure  and  expels  air 
from  the  lungs;  then  the  head  is  raised  and  the 
weight  of  the  abdominal  contents  falls  away  from 
the  diaphragm,  permitting  the  diaphragm  to  de- 
scend, which  produces  a fall  in  the  intrathoracic 
pressure,  causing  air  to  be  inspired. 

Anatomically  and  physiologically  the  Eve  method 
is  sound  and  the  present  consensus  is  that  the  tidal 
exchange  of  air  is  considerably  greater  with  the 
Eve  than  with  the  Schaefer  method.  The  Eve 
method,  through  the  force  of  gravity,  assists  the 
failing  blood  circulation  because  the  downward  tilt- 
ing of  the  head  tends  to  bring  freshly  oxygenated 
blood  to  the  inspiratory  center  and  the  other  vital 
areas  of  the  brain,  and  also  brings  blood  into  the 
right  side  of  the  heart  from  the  inferior  vena  cava 
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and  its  major  tributaries.  On  the  other  hand,  the 
tilting  of  the  head  upward  is  believed  to  assist  in 
the  return  of  venous  blood  from  the  head  to  the 
heart  and  also  aid  the  coronary  circulation  with 
benefit  to  a severely  overtaxed  myocardium. 

Dr.  Thompson  describes  a mobile  adaptation  of 
the  Eve  method  in  which  a demountable  stretcher 
is  supported  upon  a three-wheel  carriage.  This 
adaptation  provides  the  additional  advantage  of 
permitting  continuous  resuscitation  while  trans- 
porting a patient  from  the  scene  of  an  accident  to 
a center  where  still  further  restoration  measures 
may  be  employed.  It  has  been  demonstrated  that 
it  is  possible  to  place  a patient  on  a stretcher,  make 
the  necessary  adjustments,  and  actually  begin  re- 
suscitation in  less  than  seven  seconds.  There  are 
two  disadvantages:  (1)  It  requires  special  equip- 
ment, although  very  simple.  (2)  It  requires  a 
minimum  of  two  persons  to  initiate  resuscitation 
as  compared  with  a single  operator  in  the  case  of 
the  Schaefer  technique. 

The  third  general  type  of  resuscitation  widely 
used  at  present  involves  the  use  of  a mechanical 
resuscitator.  The  principle  utilized  in  most  of  these 
is  the  employment  of  a closed  system  with  alternat- 
ing positive  and  negative  pressures  using  pure 
oxygen.  Animal  experimentation  and  studies  have 
demonstrated  that  the  pressures  commonly  used  in 
these  devices  marketed  today  are  perfectly  safe 
in  normal  individuals.  This  type  of  resuscitator 
has  the  advantage  that  the  patient  may  lie  quietly 
in  the  supine  position  while  under  treatment  with 
the  mechanical  resuscitator,  simultaneously  admin- 
istering plasma  or  cardio  respiratory  stimulants  by 
the  intravenous  route. 

No  single  type  of  resuscitation  is  best  under  all 
possible  circumstances;  so  the  physician  should  be 
thoroughly  aware  of  the  advantages  and  disadvan- 
tages of  each  in  order  to  obtain  the  best  results  in 
handling  asphyxial  emergencies. 


CARDIOLOGY 

By  J Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Electrocardiography  in  the  Analysis  of  Clinical 
Problems.  Raymond  D.  Pruitt,  Rochester,  Min- 
nesota. Postgraduate  Medicine,  Vol.  5,  No.  2,  pp. 
92-100,  February,  1949. 

One  of  the  penalties  of  progress  is  the  painful 
necessity  of  abandoning  old  and  comfortable  ideas 
for  the  strange  and  complex  conceptions  which  in- 
vestigative undertakings  bring  forth.  The  new 
method  is  not  always  the  best;  however,  it  is  the 
purpose  of  the  author  to  review  the  value  of  cer- 
tain developments  in  the  field  of  electrocardiogra- 
phy, especially  regarding  their  use  in  analysis  of 
clinical  problems. 

Precordial  leads  have  been  used  in  clinical  elec- 
trocardiography for  about  fifteen  years.  A signifi- 
cant step  has  been  the  introduction  of  multiple 
precordial  leads  in  order  to  explore  several  points 


over  the  precordium,  in  order  to  determine  the 
changes  in  a relatively  localized  region  of  myo- 
cardium beneath.  Another  recent  step  was  the 
change  from  CF,  CR,  and  CL  leads  to  the  unipolar, 
or  so-called  V leads.  It  is  now  generally  agreed 
that  the  V leads  are  superior.  The  significance  of 
multiple  precordial  leads  is  that  the  anterior  sur- 
face of  the  heart  can  be  explored  thoroughly  with 
their  use. 

Multiple  precordial  leads  have  led  to  certain 
clarification  in  electrocardiographic  interpretation 
which  are  worthy  of  emphasis.  These  include  the 
following : 

1.  Identification  and  more  accurate  diagnosis  of 
right  and  left  bundle  branch  block. 

2.  Recognition  of  electrocardiographic  changes 
produced  by  myocardial  infarction  in  the  presence 
of  right  bundle  branch  block. 

3.  The  identification  of  anteroseptal  infarction. 
This  is  of  special  value  for  routine  use  in  patients 
of  an  age  group  where  coronary  sclerosis  is  com- 
mon. 

4.  Clarification  of  the  problem  of  ventricular 
hypertrophy. 

The  use  of  the  unipolar  extremity  leads  has 
proved  helpful  in  three  types  of  problems: 

1.  In  the  evaluation  of  the  significance  of  the 
Q wave  in  Lead  3.  and  in  the  indication  of  pos- 
terior myocardial  infarction. 

2.  In  determining  the  electrocardiographic  posi- 
tion of  the  heart. 

3.  As  a means  of  exploring  portions  of  the  heart 
inaccessible  to  precordial  leads. 

It  is  recognized  that  the  Q wave  in  Lead  3 is 
significant  only  inasmuch  as  it  reflects  early  nega- 
tivity of  the  left  leg  potential.  The  existence  of 
such  early  negativity  in  the  left  leg  is  revealed 
most  clearly  in  the  unipolar  extremity  lead  AVF. 

There  is  a need  for  a procedure  more  helpful  in 
the  diagnosis  of  coronary  sclerosis  than  the  routine 
electrocardiogram.  Since  the  symptoms  of  coro- 
nary sclerosis  are  more  likely  to  be  present  when 
the  heart  is  carrying  an  increased  load,  the  electro- 
cardiographic signs  of  the  disease  might  be  ex- 
pected to  appear  more  frequently  under  such  cir- 
cumstances. The  experience  of  several  groups  of 
investigators  has  provided  fairly  uniform  data 
showing  that  about  fifty  per  cent  of  patients  in 
whom  the  diagnosis  of  angina  pectoris  can  be 
established  on  other  grounds  have  electrocardio- 
graphic changes  characteristic  of  coronary  insuffi- 
ciency under  the  conditions  imposed  by  the  test 
(either  physical  work  or  ten  per  cent  oxygen). 
When  patients  who  have  some  clinical  evidence 
suggestive  of  angina  pectoris,  but  not  enough 
evidence  to  establish  a clear-cut  diagnosis,  are 
evaluated,  such  a test  will  give  positive  results  in 
only  about  twenty-five  per  cent  of  patients.  It 
must  also  be  remembered  that  a negative  test  in 
no  way  eliminates  the  diagnosis  of  coronary  scle- 
rosis. The  test  should  be  performed  only  under 
conditions  of  proper  supervision  and  with  carefully 
selected  patients. 


March,  1949 


ABSTRACTS  OF  CURRENT  LITERATURE 


107 


[The  tests  referred  to  above  are  the  so-called 
Anoxemia  test  in  which  the  patient  breathes  ten 
per  cent  oxygen,  and  the  so-called  Master’s  two- 
step  test  in  which  the  patient  is  given  a carefully 
graded  amount  of  exercise. 1 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Malignant  Tumors  of  the  Uterine  Fundus  Subse- 
quent to  Irradiation  for  Benign  Pelvic  Condi- 
tions. Harold  Speert,  M.D.,  and  Thomas  C. 
Peightal,  M.D.,  New  York,  New  York.  American 
Journal  of  Obstetrics  and  Gynecology,  Vol.  57, 
No.  2,  pp.  261-272,  February,  1949. 

Exposure  of  the  female  genital  organs  to  radiant 
energy  in  the  form  of  X rays  or  radium  emanations 
may  not  be  as  innocuous  as  it  has  long  been  believed 
to  be.  At  least  twenty-one  of  the  270  patients  who 
have  been  treated  for  malignant  tumors  of  the 
uterine  fundus  on  the  gynecologic  service  of  the 
Roosevelt  Hospital  have  had  previous  irradiation 
for  benign  conditions.  It  is  the  purpose  of  this 
report  to  review  these  cases  and  to  assess  the 
possible  role  of  radiotherapy  in  the  subsequent 
development  of  uterine  cancer.  Twenty-one  pa- 
tients among  270  with  malignant  tumors  of  the 
body  of  the  uterus  (eight  per  cent)  gave  a history 
of  previous  irradiation  of  the  pelvic  organs  with 
radium  or  X rays  for  benign  conditions.  The  inci- 
dence of  previous  pelvic  irradiation  among  patients 
with  cervical  carcinoma,  by  contrast,  was  only 
three-tenths  per  cent.  Six  of  the  twenty-one  tu- 
mors contained  sarcomatous  elements.  This  was 
five  times  the  incidence  of  sarcomas  among  all  the 
malignant  tumors  of  the  uterine  fundus.  The  aver- 
age time  interval  between  irradiation  and  detection 
of  the  uterine  cancers  was  8.3  years.  These  find- 
ings, together  with  previously  published  data  in  the 
literature,  suggest  a possible  carcinogenic  effect  of 
radiant  energy  on  the  human  uterine  fundus.  The 
evidence  presented  in  this  paper  falls  short  of 
proving  that  radiant  energy  is  carcinogenic  for  the 
human  uterus.  Combined  with  the  clinical  and 
experimental  data  in  the  literature,  it  is  believed 
to  be  sufficiently  suggestive,  however,  to  warrant 
further  study  of  the  problem  and  to  temper,  in  the 
meantime,  the  enthusiasm  which  many  gynecolo- 
gists have  for  pelvic  irradiation  in  the  treatment  of 
benign  conditions  of  the  uterus.  Figge  (1947c)  has 
formulated  a concept  of  cocarcinogens,  suggesting 
that  cancer  may  be  caused  not  by  a single  substance 
but  by  two,  three,  or  more  interdependent  noncarci- 
nogenic  agents.  It  is  possible  that  radiant  energy 
may  fall  into  this  category.  The  following  excerpt 
from  a recent  editorial  in  the  Journal  of  the  Amer- 
ican Medical  Association  (Vol.  138,  pp.  214-215, 
September  18,  1948)  seems  pertinent:  “Roentgen 
treatment  for  benign  conditions  should  be  used  only 
with  a vivid  appreciation  of  its  capacity  for  harm 
and  with  an  overt  evaluation  of  its  presumptive 


benefits  weighed  against  the  known  and  possible 
injuries  inseparable  from  its  use  in  effective  dos- 
age.” 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


The  Medicolegal  Problem  of  Hernia.  Chester  C. 

Guy,  V.  P.  Keig,  and  V.  L.  Guynn.  Industrial 

Medicine,  Vol.  17,  p.  485,  December,  1948. 

For  thirty  years  the  so-called  traumatic  or  indus- 
trial hernia  problem  has  been  the  most  frequent 
single  type  of  claim  made  before  Industrial  Com- 
missions and  civil  courts  handling  occupational  in- 
juries and  diseases.  The  authors  justify  the  paper 
on  the  belief  that  the  evidence  is  now  sufficient  as 
to  urge  the  medical  profession  to  adopt  a uniform 
attitude  on  the  subject  of  hernia,  in  order  that 
information  given  patients  and  testimony  given 
courts  will  not  be  subject  to  contradiction  or  mis- 
interpretation. 

Workmen’s  compensation  laws  have  existed  in 
most  states  for  over  thirty  years,  and  in  this  time 
certain  yardsticks  have  been  developed  and  used 
to  determine  compensability.  Final  judgment,  in 
many  states,  still  rests  on  the  opinion  of  a referee, 
or  judge,  and  too  frequently  his  decision  is  contrary 
to  the  weight  of  sound  medical  judgment.  This  he 
justified  by  pointing  to  the  discrepancies  in  medical 
testimony.  Veterans  Administration  decisions  and 
the  threat  of  a system  of  government-sponsored 
health  insurance  will  increase  our  obligations  in  the 
rendering  of  opinions  in  medicolegal  cases.  The 
authors  cite  contributions  to  the  literature  in  this 
field  and  define  what  is  meant  by  true  traumatic 
hernia. 

To  establish  this  diagnosis  the  patient  must  have 
had  a severe,  direct  injury  to  the  region  where  the 
hernia  subsequently  develops.  The  injury  must 
have  been  sufficient  actually,  as  to  lacerate  the  skin, 
muscles,  or  fascia,  and  manifested  promptly  by 
hemorrhage,  swelling,  or  other  evidence  of  severe 
violence.  Hernia  developing  after  injury  to  neigh- 
boring parts,  such  as  fracture  of  the  pelvis,  is  not 
a traumatic  hernia  unless  it  can  be  shown  the  in- 
guinal canal  was  directly  and  severely  injured. 
Workmen  presenting  hernias  find  it  hard  to  be- 
lieve there  is  no  causal  connection  between  unusual 
occupational  exertion  and  the  hernia.  The  term 
“rupture”  implies  that  there  has  been  a tearing  of 
tissue,  which  allows  a peritoneal  sac  to  form  and 
protrude,  and  the  use  of  the  term  has  not  had  a 
good  influence  on  legal  decisions. 

It  has  been  proved  conclusively  that  so-called 
industrial  hernias  always  present  a preformed  sac 
at  operation.  This  sac  may  be  long  and  thin  and 
be  referred  to  as  a congenital  sac,  or  it  may  have 
tough  scarred  walls,  indicating  previous  occupancy 
by  intestines  or  omentum  and  be  called  an  acquired 
sac.  Not  only  should  the  character  of  the  sac  walls 
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be  observed,  but  evidence  of  recent  injury  should 
be  looked  for.  When  an  operation  is  performed, 
even  a few  hours  after  the  first  known  occurrence 
of  a hernia,  no  hemorrhage  or  edema  is  seen  in  the 
inguinal  canal  or  sac  wall. 

Preplacement  or  annual  examinations  do  not 
solve  the  problem  completely,  for  a preformed  sac 
may  give  no  evidence  of  its  presence,  even  on  the 
most  thorough  examination  by  the  most  experienced 
surgeon.  A sac  on  one  or  both  sides  probably 
exists  in  about  ten  per  cent  of  all  males.  As  years 
pass,  there  is  gradual  enlargement,  and,  with  re- 
peated invasion  of  fat  or  intestines,  the  wall  thick- 
ens and  scars.  Only  then  may  it  be  palpable.  Thus 
the  old  distinction  between  congenital  and  acquired 
hernia  should  be  abandoned.  The  difference  is  one 
of  age,  not  etiology  or  occupation. 

The  authors  feel  dilation  of  the  external  inguinal 
rings  is  of  no  significance.  If  the  inguinal  canal  is 
sufficiently  patulous  as  to  allow  the  examining  fin- 
ger to  palpate  a dilated  internal  ring,  it  is  definite 
evidence  of  a structural  defect.  If  a preformed 
sac  exists,  together  with  a defect,  a potential  hernia 
exists.  The  question  of  aggravation  is  perplexing. 
When  the  musculofascial  structures  of  the  inguinal 
canal  are  normal,  exertion  closes  the  ring  even 
more  tightly  than  when  the  individual  is  at  rest. 
When  the  canal  is  already  patulous,  from  structural 
weakness,  and  particularly  when  it  contains  a con- 
genital sac,  the  factors  necessary  for  the  develop- 
ment of  an  inguinal  hernia  are  present.  Repeated, 
increased  intra-abdominal  pressure  can  hgsten  the 
transition  of  a potential  hernia  into  a true  one. 
This  process  is  gradual,  not  sudden,  and  cant  be 
detected  by  annual  examinations.  Direct  hernias 
develop  in  the  absence  of  congenital  sac  and  is 
mainly  the  result  of  weak  transversalis  fascia  and 
is  seen  in  the  older  age  group  among  sedentary  oc- 
cupations. 

The  authors  emphasize  that  true  traumatic  her- 
nia is  so  rare  as  to  be  almost  nonexistent.  The 
patient  and  the  public  are  best  served  by  insisting 
that  disease,  due  to  development,  rather  than  single 
or  repeated  injury,  causes  inguinal  hernia.  The 
problem  of  aggravation  of  hernia  will  seldom  be 
raised  if  preplacement  and  periodic  examinations 
are  required.  The  time  has  come  when  the  medical 
profession  should  agree  on  this  question  and  should 
be  solving  the  problem  of  medicolegal  hernia. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D 
Bennie-Dillon  Building.  Nashville 


Maternal  Measles,  Mumps,  and  Chicken  Pox  as  a 
Cause  of  Congenital  Anomalies.  M.  J.  Fox,  E.  R. 
Krumbiegel,  and  J.  L.  Teressi.  Marquette  Uni- 
versity School  of  Medicine,  Milwaukee,  Wiscon- 
sin, Lancet,  Vol.  1,  pp.  746-749,  May,  1548. 

The  development  of  congenital  anomalies  in  ba- 
bies born  of  mothers  who  have  had  virus  diseases 
in  pregnancy  is  worthy  of  intensive  investigation. 


Many  of  the  reported  anomalies  are  extremely 
serious.  Some  of  them,  such  as  hydrocephalus  and 
certain  types  of  congenital  heart  disease,  usually 
lead  to  serious  disability  and  premature  death. 
Most  of  the  more  significant  anomalies  impose 
severe  financial  handicaps  on  the  parents.  The 
community  burden  is  often  great  because  the 
afflicted  children  commonly  need  institutional  care, 
special  and  costly  educational  facilities,  frequent 
treatment  in  hospitals  or  otherwise  at  public  ex- 
pense, and  in  some  cases,  such  as  the  blind  and  the 
deaf,  financial  aid.  The  extent  and  true  signifi- 
cance of  the  psychic  trauma  suffered  by  those  hav- 
ing anomalies,  as  well  as  by  their  parents  and 
siblings,  is  incalculable. 

The  authors  have  made  a preliminary  investiga- 
tion of  measles,  mumps,  and  chicken  pox  as  causes 
of  congenital  anomalies.  In  Milwaukee  these  dis- 
eases are  legally  notifiable  to  the  health  depart- 
ment. Interviews  by  public  health  nurses  were  ob- 
tained with  the  533  women  who  had  had  these  dis- 
eases during  the  four  years  1942-45.  In  this  group 
there  were  665  children  born  either  before  the  onset 
of  the  disease  or  conceived  and  born  after  the  dis- 
ease was  over.  Among  these  children  were  six  with 
congenital  abnormalities,  making  the  incidence 
nine-tenths  of  one  per  cent,  but  dental  abnormalities 
and  slight  mental  retardation  were  not  considered. 
There  were  thirty-three  children  who  had  been  born 
of  pregnancies  in  which  the  mother  had  had  one 
of  the  three  virus  diseases.  There  was  only  one 
anomaly  in  this  series,  and  that  was  a unilateral 
harelip  in  a child  whose  mother  had  had  measles 
in  the  fourth  month  of  pregnancy.  Since  there 
were  only  seven  children  born  after  maternal 
measles,  the  rate  of  congenital  anomalies  in  this 
series  following  measles  is  fourteen  per  cent,  or 
more  than  fifteen  times  that  in  the  normal  group. 
The  authors  realize  that  this  single  anomaly  might 
well  be  a chance  occurrence,  but  their  measles  series 
is  obviously  too  small  to  warrant  any  statistical 
interpretation  on  the  basis  of  probability. 

The  authors  are  fully  aware  that  their  series  is 
too  small  for  definite  conclusions  to  be  drawn.  They 
have  published  their  study  in  the  hope  that  others 
will  investigate  the  occurrence  of  anomalies  in  the 
normal  population,  as  well  as  in  the  children  of 
mothers  who  have  had  virus  diseases  in  pregnancy. 
Epidemiologists  could  visit  married  women  notified 
as  having  virus  diseases  to  verify  the  diagnosis  and 
ascertain  whether  there  is  coexistent  pregnancy. 
Birth  and  stillbirth  certificates  could  then  be 
checked  against  the  file  of  such  cases,  with  the 
epidemiologist  visiting  and  examining  living  chil- 
dren as  soon  as  possible  after  birth  and  at  yearly 
intervals  for  at  least  the  next  four  years.  Through 
sufficient  data  to  determine  the  true  numerical 
such  an  approach  it  would  be  possible  to  accumulate 
probability  of  the  development  of  anomalies  in  re- 
lation to  the  type  of  disease,  character  of  anomaly, 
and  period  of  gestation.  The  number  of  pregnant 
women  with  so-called  “childhood  contagious  dis- 
eases” will  be  proportionately  higher  in  small  towns 
and  rural  areas  than  in  the  large  urban  centers. 
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Consequently  the  problem  of  anomalies  should  be 
investigated  in  rural  as  well  as  urban  areas  if  the 
data  required  for  sound  statistical  interpretation 
are  to  be  accumulated  as  rapidly  as  possible. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Cancer  of  Eyelid  Treated  by  Radiation,  with  Con- 
sideration of  Irradiation  Cataract.  H.  B.  Hunt. 

Archives  of  Ophthalmology,  August,  1948. 

The  survey  presented  by  Hunt  is  based  on  a 
study  of  100  cases  selected  from  134  occurring  from 
1930  to  1946.  Carcinoma  of  the  eyelid  is  a disease 
of  the  older  age  group,  three-fourths  of  the  pa- 
tients being  past  sixty  years  of  age.  Men  are 
slightly  more  susceptible  than  women.  Four-fifths 
of  the  lesions  are  located  along  the  lower  lid  or 
about  the  inner  canthus.  Basal  cell  carcinoma 
represents  three-fourths  of  the  neoplasms  of  the 
eyelid,  and  this  lesion  is  usually  of  slow  growth. 
Squamous  cell  carcinoma  of  the  eyelid,  although 
not  common,  is  a more  serious  lesion,  shows  greater 
local  invasion  and  frequently  metastasizes  to  the 
parotid  or  the  submaxillary  gland.  Cancer  of  the 
eyelid  can  be  as  effectively  controlled  by  fraction- 
ated roentgen  therapy  as  by  surface  application  of 
radium.  Careful  fulguration  is  the  treatment  of 
choice  in  the  removal  of  benign  moles  or  papillomas. 
Surgical  ablation  of  a large,  elevated  carcinoma  of 


the  eyelid  prior  to  roentgen  therapy  permits  more 
effective  treatment  of  its  base,  with  less  mass  irra- 
diation of  the  eyeball  and  other  adjacent,  nondis- 
eased  tissues  by  both  primary  and  scattered  rays. 
In  four  of  the  100  cases  reviewed,  death  occurred 
from  cancer  of  the  eyelid  during  the  past  fifteen 
years.  Therapeutic  failures  are  the  result  of  ad- 
vanced and  inaccessible  disease,  impairment  of  the 
tumor  bed  by  prior  inadequate  therapy,  insufficient 
or  uneven  dosage,  incomplete  marginal  coverage  of 
the  lesion,  and  inadequate  follow-up  observation  of 
the  patient.  Superficial  roentgen  therapy  is  effec- 
tive in  eradication  of  cancer  of  the  eyelid,  with 
maximal  preservation  of  the  uninvolved  tissues  and 
with  minimal  injury  to  the  eye  when  properly 
protected  by  an  eye  shield. 
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Special  Notice 


There  will  be  a called  meeting  of  the  House  of  Delegates  of  The  Ten- 


nessee State  Medical  Association  on  Monday,  April  11,  1949,  at  the  Read 


House,  Chattanooga.  The  meeting  will  be  called  to  order  at  9:00  A.M.  for 


the  transaction  of  any  business  which  may  be  brought  before  it. 


The  regular  meeting  of  the  House  of  Delegates,  as  provided  by  the 


constitution,  will  be  held  Tuesday,  April  12,  at  2:00  P.M.  This  matter  will 


also  be  held  at  the  Read  House  in  Chattanooga. 


Any  unfinished  business  of  the  preceding  day  and  voting  on  amend- 


ments to  the  constitution  will  be  brought  before  this  session. 


This  notice  constitutes  the  official  call  of  the  special  meeting  as  ordered 


by  the  Board  of  Trustees. 
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standing qualities  of  Hanger  Limbs.  Miss  Ferris  Jones, 
a nurse  wearing  a Hip  Control  Leg,  says:  "I  never  for- 
get that  I could  not  be  here — or  anywhere  that  I'd  like 
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making  this  possible." 
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Greene Hal  Henard,  Greeneville R.  S.  Cowles,  Greeneville V.  R.  Bottomley,  Greeneville 

Grundy 'J.  B.  Bowden,  Pelham O.  H.  Clements,  Palmer 

Hamblen L.  W.  Nabers,  Morristown S.  C.  Fain,  Jefferson  City D.  J.  Zimmermann,  Morristown 

Hamilton 1 oseph  Killebrew  Moore  J.  Smith,  Jr. 

T.  C.  Crowell,  President-Elect 

Henry t.  Graham  Fish,  Paris A.  C.  Dunlap,  Paris J.  Ray  Smith,  Paris 

Hickman L S.  Beasley,  Centerville L.  F.  Prichard,  Only 

Humphreys 

Jackson L.  R.  Anderson,  Gainesboro R.  C.  Gaw,  Gainesboro L.  R.  Dudney,  Gainesboro 

Knox John  H.  Lesher,  Knoxville Joe  L.  Raulston,  Fountain  City Ralph  H.  Monger,  Knoxville 

Jarrell  Penn,  Knoxville 
President-Elect 

Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley James  L.  Dunavant,  Ripley 

Lawrence J.  W.  Danley,  Lawrenceburg V.  H.  Crowder,  Lawrenceburg L.  C.  Harris,  Jr.,  Lawrenceburg 

Lincoln W.  S.  Joplin,  Petersburg T A.  Patrick,  Fayetteville J.  M.  McWilliams,  Fayetteville 

Macon D.  D.  Howser,  Lafayette John  R.  Smith,  Lafayette 

Maury J.  B.  Miller,  Columbia William  N.  Cook,  Columbia 

McMinn W.  J.  Abel,  Decatur John  H.  Lillard,  Benton Helen  M.  Richard's,  Athens 

Monroe Telford  A.  Lowry,  Sweetwater M.  D.  Shearer,  Tellico D.  F.  Heuer,  Sweetwater 

Montgomery 

Obion R-  M.  Darnall,  Union  City H.  W.  Calhoun,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Putnam W.  A.  Hensley,  Cookeville ^ K.  L.  Haile,  Cookeville Thurman  Shipley,  Cookeville 

Roane Dana  Nance,  Oak  Ridge Thomas  Bowman,  Harriman H.  B.  Ruley,  Oak  Ridge 

Robertson A.  R.  Kempf,  Springfield W.  S.  Rude,  Ridgetop John  S.  Freeman,  Springfield 

Rutherford J-  T.  Boykin,  Murfreesboro B.  S.  Davison,  Murfreesboro L.  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  A.  Broady,  Sevierville .Ralph  H.  Shilling,  Gatlinburg Troy  J.  Beeler,  Sevierville 

Shelby Emmett  R.  Hall,  Memphis Otis  Gordon,  Memphis Henry  Gotten,  Memphis 

Clyde  V.  Croswell,  Memphis  Malcolm  Aste,  Memphis,  Treasurer 

President-Elect 

Smith Thayer  S.  Wilson,  Carthage R.  L.  Kash,  Lebanon L.  R.  Sloan,  Carthage 

Sullivan-Johnson Roy  B.  Howard,  Kingsport W.  M.  Gammon,  Bristol ..John  Shelton  Reed,  Kingsport 

Sumner Albert  G.  Dittes,  Portland R.  A.  Moore,  Gallatin 

Tipton A.  J-  Butler,  Covington N.  L.  Hyatt,  Covington J.  S.  Ruffin,  Covington 

Washington,  Carter, 

and  Unicoi Robert  H.  Harvey,  Erwin G.  K.  Scholl,  Johnson  City C.  K.  Slade,  Mountain  Home 

(Washington  County) 

J.  A.  Knapp,  Elizabethton 
(Carter  County) 

Weakley A.  A.  Sparkman,  Martin R.  W.  Brandon,  Jr.,  Martin 

White,  Warren,  and  . _ TT  , _ _ 

Van  Buren Joseph  C.  Blankenship,  Sparta_.C.  M.  Clark,  Jr.,  McMinnville B.  L.  Upchurch,  Sparta 

(Warren  County) 

E.  B.  Clark,  Sparta 
( White  County) 

D.  M.  Page,  Spencer 
(Van  Buren  County) 

Williamson C.  F.  Lucky,  Franklin H.  J.  Guffee,  Franklin 

Wilson J.  P.  Leathers,  Lebanon T.  R.  Puryear,  Lebanon R.  C.  Kash,  Lebanon 
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STANDING  AND  SPECIAL  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Herbert  Acuff,  M.D.,  Knoxville  (1951) 

J.  R.  Fancher,  M.D.,  Chattanooga  (1949) 

Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1951) 

L.  C.  Sanders,  M.D.,  Memphis  (1950) 

Malcolm  T.  Tipton,  M.D.,  Union  City  (1949) 

STATE  HOSPITAL 

James  L.  Bibb,  M.D.,  Chattanooga  (1949) 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

J.  C.  Price,  M.D.,  Dyersburg  (1951) 

R.  B.  Wood,  M.D.,  Knoxville  (1951) 

John  Walter  Oursler,  Humboldt  (1949) 

LEGISLATIVE  AND  PUBLIC  POLICY 

C.  M.  Hamilton,  M.D.,  Chairman,  Nashville 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1951) 

Frank  Harris,  M.D.,  Chattanooga  (1949) 

Webb  B.  Key,  M.D.,  Memphis  (1950) 

T.  R.  Ray,  M.D.,  Shelbyville  (1949) 

W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 
H.  W.  Qualls,  M.D.,  ex  officio,  Memphis 

LIAISON 

Carl  E.  Adams,  M.D.,  Woodbury  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

J.  O.  Manier,  M.D.,  Nashville  (1953) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1949) 

Joseph  F.  Gallagher,  M.D.,  Nashville  (1951) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1951) 
John  M.  Lee,  M.D.,  Nashville  (1951) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1949) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

D.  C.  Seward,  M.D.,  Nashville  (1949) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1949) 

J.  C.  Pearce,  M.D.,  Jackson  (1949) 

♦POSTGRADUATE  INSTRUCTION 

C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 

Henry  Brackin,  M.D.,  Nashville 

Edward  T.  Brading,  M.D.,  Johnson  City 

O.  N.  Bryan,  M.D.,  Nashville 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 

W.  C.  Colbert,  M.D.,  Memphis 
T.  S.  Hill,  M.D.,  Memphis 
Frank  Luton,  M.D.,  Nashville 
J.  O.  Manier,  M.D.,  Nashville 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1959) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1949) 

A.  M.  Patterson,  M.D.,  Chattanooga 
R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville 
W.  L.  Williamson,  M.D.,  Memphis 

CANCER  COMMITTEE 
C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 


R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 
Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville,  (1949) 

R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville  (1951) 

♦POLIOMYELITIS 

James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1951) 

H.  S.  Christian,  M.D.,  Knoxville  (1951) 

Ben  S.  Fowler,  M.D.,  Nashville  (1950) 

George  Inge,  M.D.,  Knoxville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1949) 

F.  T.  Mitchell,  M.D.,  Memphis  (1951) 

J.  S.  Speed,  M.D.,  Memphis  (1949) 

Harold  J.  Starr,  M.D.,  Chattanooga  (1950) 

♦GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1949) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

♦EMERGENCY  MEDICAL  SERVICE 

James  C.  Gardner,  M.D.,  Chairman,  Nashville 

W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 

Joe  L.  Raulston,  M.D.,  Fountain  City 

W.  J.  Sheridan,  M.D.,  Chattanooga 

James  E.  Wilson,  M.D.,  Memphis 

J.  R.  Thompson,  Jr.,  M.D.,  Jackson 

♦SCHOOL  HEALTH  SERVICE 
To  be  appointed. 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

D.  J.  Johns,  M.D.,  President,  Nashville 

L.  C.  Jackson,  M.D.,  Secretary-Treasurer,  Dickson 
Vice-Presidents: 

East  Tennessee — J.  M.  Cox,  M.  D.,  Lake  City 
Middle  Tennessee — C.  B.  Roberts,  M.D.,  Sparta 
West  Tennessee — H.  B.  Everett,  M.D.,  Memphis 

TENNESSEE  STATE  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Henry  Carroll  Smith,  M.D.,  President,  Nashville 
William  A.  Garrott,  M.D.,  Vice-President,  Cleve- 
land 

Roland  H.  Myers,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  PEDIATRIC  SOCIETY 

W.  O.  Vaughan,  M.D.,  President,  Nashville 
O.  L.  Von  Canon,  M.D.,  Vice-President,  Chatta- 
nooga 

Barton  Etter,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  RADIOLOGICAL  SOCIETY 

Franklin  B.  Bogart,  M.D.,  President,  Chattanooga 
Herbert  Francis,  M.D.,  Vice-President,  Nashville 
J.  Marsh  Frere,  M.D.,  Secretary-Treasurer,  Chat- 
tanooga 


‘Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws. 
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A REPORT  OF  THE  PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES  HELD  IN 


CHICAGO,  JUNE  21-25,  1948 

The  convention  was  called  to  order  by 
the  Speaker,  Dr.  R.  W.  Fouts,  with  165 
delegates  present.  The  first  order  of  busi- 
ness was  the  submission  by  Dr.  E.  L.  Hen- 
derson, Chairman  of  the  Board  of  Trus- 
tees, of  the  names  of  three  physicians  who 
were  to  be  voted  upon  for  the  Distinguished 
Service  Award.  The  House  voted  that  this 
should  go  to  Dr.  Isaac  Abt  of  Chicago. 

This  was  followed  by  an  address  by  the 
Speaker,  Dr.  R.  W.  Fouts.  Among  other 
things,  he  called  attention  to  a resolution 
which  had  been  adopted  at  the  previous 
Cleveland  session,  providing  for  the  ap- 
pointment of  reference  committees  sixty 
days  prior  to  the  convening  of  the  General 
Session,  and  the  Speaker  finds  at  this  time 
many  of  the  delegates  have  not  been  elected 
by  their  respective  states.  He  then  sug- 
gested that  all  states  revise  their  consti- 
tution and  by-laws,  so  that  their  respective 
delegates  might  assume  office  on  the  same 
date  such  as  January  1st  of  the  ensuing 
year.  He  further  called  attention  of  the 
House  to  the  problems  of  the  Blue  Cross, 
voluntary  insurance  plan,  intern  situation 
and  the  nursing  problem.  He  then  asked 
the  House  to  stand  in  silence  for  a moment 
in  tribute  to  those  members  who  had  pre- 
viously been  members  of  the  House  of 
Delegates  and  had  passed  to  their  reward. 
This  was  followed  by  the  appointment  of 
the  various  committees. 

As  a postlude,  the  Chairman  called  at- 
tention to  certain  periodicals  which  had 
been  written  relative  to  the  age  of  the 


average  individual  composing  the  House 
of  Delegates.  He  stated : “Whether  or  not 
this  question  merits  consideration  is  not  for 
me  to  state,  but  I would  point  out  that, 
after  a long  period  of  observation,  I fail  to 
call  to  mind  the  name  of  any  former  or 
present  member  of  this  body  whose  en- 
thusiasm has  waned  or  whose  efficiency  has 
become  less  because  of  his  years  of  expe- 
rience in  the  service  he  has  given.”  He 
then  remarked  that  this  question  was  one 
solely  vested  in  the  respective  State  Medical 
Associations.  He  finally  expressed  the  hope 
that  there  would  be  more  members  who 
would  take  an  interest  in  the  organizational 
work  of  the  profession. 

The  House  was  then  addressed  by  Presi- 
dent Edward  L.  Bortz,  who  spoke  briefly 
upon  the  American  Medical  Association  in 
action,  touching  upon  Medical  Economics, 
Health  Education,  Medical  Preparedness, 
Medicine’s  Social  Relationship  and,  finally, 
Medicine  in  a Free  Society.  He  concluded 
by  saying,  “In  the  Atomic  Age,  when  a 
new  chapter  of  civilization  is  being  born, 
the  medical  profession  should  rise  to  its 
full  stature  and  exert  its  powerful  influence 
in  the  formation  of  a social  program  that 
will  extend  the  benefits  of  medical  science 
to  the  far  corners  of  the  world.”  Greet- 
ings were  extended  to  the  group  by  the 
former  Secretary,  Dr.  Olin  West,  and  the 
President-elect,  Dr.  R.  L.  Sensenich. 

Under  reports  of  officers,  Dr.  Henderson, 
Chairman  of  the  Board  of  Trustees,  spoke 
of  the  relationship  of  the  A.M.A.  to  the 
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Secretary  of  the  Interior  in  sending  teams 
of  physicians  to  study  health  conditions  in 
outlying  portions  of  the  United  States.  The 
report  of  these  commissions  had  previously 
been  published  in  the  Journal.  He  further 
reported  upon  the  World  Medical  Associa- 
tion and  of  the  election  of  Dr.  Lewis  H. 
Bauer  as  Secretary  General.  Drs.  Hender- 
son, Sensenich,  and  Irons  had  been  chosen 
by  the  Trustees  as  delegates  to  the  World 
Medical  Meeting.  There  was  distributed 
the  report  of  the  committee  appointed  “to 
study  conditions  of  general  practice  and 
the  nursing  problem.” 

Dr.  H.  H.  Shoulders,  in  his  address  to 
the  House  of  Delegates  at  the  Atlantic  City 
session  in  1947,  had  urged  the  Trustees  to 
appoint  a special  committee,  which  should 
(1)  define  the  term  general  practitioner 
on  a functional  basis;  (2)  determine  wheth- 
er or  not  there  is  need  for  a large  increase 
in  the  number  of  medical  graduates,  and 
if  so,  its  extent;  (3)  study  the  present 
program  of  medical  education  and  train- 
ing, both  undergraduate  and  postgraduate, 
to  determine  whether  or  not  the  content 
and  administration  of  the  program  is  prop- 
erly adjusted  to  the  present  day  needs  of 
the  people;  (4)  study  the  possibility  and 
the  feasibility  of  utilizing  smaller  commu- 
nity hospitals  in  the  program  for  the  train- 
ing of  general  practitioners,  and  the  pos- 
sibility of  approving  such  institutions  for 
such  training  when  a teaching  program  is 
properly  organized  and  administered;  (5) 
study  the  means  by  which  communities  in 
need  of  additional  services  may  be  aided ; 
(6)  study  such  other  questions  as  the  com- 
mittee itself  may  determine  to  be  necessary 
in  arriving  at  sound  conclusions  concern- 
ing the  field  of  medicine,  and  (7)  propose 
a long  range  program  designed  to  overcome 
present  insufficiencies  and  to  meet  future 
needs.”  We  recommend  the  full  text  of 
this  report  be  read  by  each  of  you  and 
refer  you  to  the  July  3rd  issue  of  the 
A.M.A.  Journal,  page  877. 

The  committee  on  the  nursing  problem 
concluded  that  400,000  nurses  will  be  re- 
quired to  care  for  the  American  people  in 
1949,  and  about  550,000  in  1960.  To  ac- 
complish this,  about  50,000  nurses  must 
be  graduated  each  year  for  the  next  ten 


years.  The  committee  further  recom- 
mended that  changes  be  made  in  the  present 
method  of  training  nurses  and  that  in  the 
future  nurses  be  made  up  of  two  main 
groups,  namely,  the  professional  nurse  and 
the  trained  practical  nurse.  The  require- 
ments, duties  and  courses  of  training  of 
both  these  groups  were  outlined. 

An  address  was  then  heard  from  Rear  • 
Admiral  C.  A.  Swanson  of  the  U.  S.  Navy, 
who  spoke  of  the  crying  need  of  the  Armed 
Services  for  medical  personnel  at  this  time. 
Further  addresses  were  heard  from  Dr.  R. 
Scott  Stephens  of  Great  Britain  and  from 
Dr.  H.  B.  Washburn,  President  of  the  Amer- 
ican Dental  Association. 

A report  from  the  committee  on  intern 
placements  was  received  to  the  following 
effect:  “(1)  Applicants  for  internship  be- 
ginning July  1st,  1949,  should  see  that 
their  applications  and  credentials  are  sub- 
mitted to  the  Dean’s  office,  to  hospitals  by 
October  15,  1948.  (2)  Applicants  may 

visit  hospitals  and  be  interviewed  by  the 
hospital  intern  committee,  but  the  hospital 
administration  shall  not  commit  the  hos- 
pital or  obligate  the  applicant  before  No- 
vember 15,  1948.  (3)  No  intern  appoint- 

ment shall  be  made  prior  to  November  15th 
from  applicants  who  are  members  of  the 
Senior  Class  in  Medical  School.  (4)  Ap- 
plicants shall  accept  or  reject  hospital  ap- 
pointments before  midnight  of  November 
18th.  (5)  These  regulations  shall  apply 

only  to  undergraduate  medical  students 
who  have  not  completed  the  fourth  year  of 
their  medical  school  course.” 

This  committee  further  recommended 
that  all  Specialty  Boards  require  at  least 
one  year  of  approved  rotating  internship 
before  allowing  a physician  to  start  his 
specialty  training.  Thirdly,  they  recom- 
mended that  an  approved  rotating  intern- 
ship should  be  of  one  or  two  years  duration 
and  that  Specialty  Boards  should  be  re- 
quested to  give  credit  towards  certification 
for  work  in  their  respective  fields  during 
the  second  year.  Fourthly,  they  recom- 
mended that  hospitals  at  present  approved 
for  internship  should  be  reappraised  on  the 
basis  of  their  educational  program  for  in- 
terns. Fifthly,  they  also  recommended  that 
any  hospital  which  does  not  provide  an 
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adequate  educational  training  program  for 
interns  may  be  approved  for  general  resi- 
dencies for  graduates  who  have  completed 
an  approved  rotating  internship  of  at  least 
one  year. 

The  Chairman  of  the  Council  on  Medical 
Education  and  Hospitals  called  attention  to 
the  fact  that  in  the  past,  from  time  to  time, 
resolutions  have  been  introduced  to  the 
House  of  Delegates  providing  for  the  Coun- 
cil’s conditioning  its  approval  of  the  edu- 
cational program  of  hospitals  and  medical 
schools  on  the  financial  arrangements  that 
such  institutions  enter  into  with  the  mem- 
bers of  their  professional  staffs.  He 
wished  to  call  attention  to  the  fact  that 
the  function  of  the  Council  of  Medical  Edu- 
cation was  to  investigate  conditions  of 
medical  education,  including  premedical 
undergraduates  and  graduate  medical  edu- 
cation and  to  suggest  means  and  methods 
by  which  the  same  may  be  improved.  It 
was  his  opinion  that  conditioning  approval 
of  educational  programs  of  hospitals  and 
medical  schools  on  any  other  basis  than 
educational  standards  might  be  interpreted 
as  illegal  by  the  Federal  Courts. 

A lengthy  report  was  made  by  Dr.  James 
R.  McVay,  Chairman  of  the  Council  on 
Medical  Service.  This  included  a report 
of  the  Medical  Care  section  of  the  National 
, Health  Assembly  held  in  Washington,  May, 
1948.  The  Council  recommended  coopera- 
tion with  the  National  Congress  of  Parents 
and  Teachers  in  considering  problems  rela- 
tive to  child  health. 

Under  new  business  there  was  the  usual 
deluge  of  resolutions  which  dealt  with  Spe- 
cialty Boards,  Cancer  Detection  Centers, 
Medical  Services  of  the  Army,  Navy  and 
Air  Force,  Blue  Cross,  interns  and  medical 
students,  hospital  exploitation  of  profes- 
sional medical  services,  approval  of  hos- 
pitals, on  medical  education  and  medical 
service,  life  insurance  fees,  on  the  Federal 
Children’s  Bureau,  on  single  examinations 
acceptable  to  the  Armed  Forces,  on  paying 
physicians  engaged  in  examination  for 
Armed  Forces,  and  even  to  oppositions  to 
amendment  to  the  present  Constitution. 

Just  before  adjournment  on  the  first 
afternoon  the  House  went  into  executive 
session,  at  which  time  there  were  intro- 


duced several  resolutions.  These  included 
“disapproval  of  utterances  of  a representa- 
tive at  National  Health  Assembly,”  non- 
subscription to  some  of  the  principles 
adopted  by  National  Health  Assembly,  “one 
resolution  on  Red  Cross  Blood  Bank,”  etc. 
On  the  second  day  in  executive  session, 
the  House  heard  an  address  by  Dr.  Paul 
R.  Hawley.  The  afternoon  of  the  second 
day  was  given  over  most  entirely  to  the 
reading  of  the  new  By-Laws  and  Consti- 
tution by  the  Chairman,  Dr.  Brozell.  These 
were  adopted  section  by  section  and  then 
as  a whole.  It  was  voted  that  a copy  of 
the  revised  Constitution  and  By-Laws  be 
published. 

The  Council  on  National  Emergency 
Medical  Service  pointed  out  the  need  of 
an  educational  program  to  alert  the  pro- 
fession at  large  to  the  magnitude  of  the 
international  dilemma  with  the  accompany- 
ing medical  implications.  They  re-empha- 
sized  the  need  for  “urging  on  the  President 
of  the  United  States  and  the  various  agen- 
cies of  government,  including  congressional 
committees,  the  pressing  necessity  for  con- 
tinuing development  of  policies,  procedures 
and  programs  concerning  the  coordination 
and  study  of  the  numerous  problems  of  a 
medical  and  sanitary  nature  involved  in 
mobilization  of  the  nation’s  manpower  re- 
sources and  materials  in  the  broadest  term 
and  at  the  highest  level.”  The  Council  re- 
quested that  each  State  Medical  Associa- 
tion and  its  component  County  Medical  So- 
ciety appoint  an  organized  committee  di- 
rectly responsible  for  National  Emergency 
Medical  Service  within  its  organization. 
Each  State  Committee  is  requested  to  pre- 
sent to  the  A.M.A.  a list  of  its  members, 
and  it  is  further  requested  that  each  State 
Association  cooperate  fully  with  the  Com- 
mittee on  National  Emergency  Medical 
Service  in  its  program  to  meet  the  great 
and  growing  problems  of  medical  health 
and  sanitary  services  confronting  the  med- 
ical profession  as  related  to  national  de- 
fense. 

The  report  of  the  Secretary,  Dr.  George 
Lull,  was  to  the  effect  that  on  April  1st, 
1938,  there  were  109,435  members  of  the 
A.M.A.,  and  173,879  physicians  in  the 
United  States  and  its  dependency.  In  1948 
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there  were  201,200  physicians  in  the  United 
States  and  dependency,  and  136,668  mem- 
bers of  the  A.M.A.  These  figures  show 
that  32  per  cent  of  the  physicians  are  not 
members  of  the  A.M.A.  Dr.  Lull  announced 
the  appointment  of  Dr.  Ernest  B.  Howard 
as  Assistant  Secretary,  thus  relieving  him 
of  many  of  the  ordinary  routines  of  office. 
There  has  also  been  created  the  office  of 
Executive  Assistant,  which  has  been  filled 
by  Mr.  Lawrence  W.  Rember,  former  pub- 
lic relations  counsel  of  Theodore  R.  Sills 
and  Company.  Special  commendation  was 
given  to  the  Secretary’s  news  letter  as 
helping  many  to  keep  in  touch  with  head- 
quarters activities.  Dr.  Lull  commented 
briefly  on  the  general  labor  condition  at 
headquarters,  stating  that  230  out  of  300 
union  employees  continued  to  work  loyally. 

The  Reference  Committee  on  Legis- 
lation and  Public  Relation 

The  Reference  Committee  on  Medical 
Education  in  its  report  decides  that  the 
time  is  appropriate  to  reexamine  the  meth- 
od and  objectives  of  medical  education  so 
that  a clear  view  may  be  obtained  of  the 
extent  to  which  medical  education  has  been 
adapted  to  modern  needs.  The  Council  was 
particularly  concerned  with  the  training  of 
general  practitioners  and  encouraged  med- 
ical schools  to  conduct  programs  to  interest 
students  in  general  practice. 

It  encouraged  the  establishment  of  in- 
ternship and  resident  program  to  provide 
training  for  young  physicians  in  this  field. 
The  Council  had  also  given  attention  to  the 
cost  of  medical  education,  noting  that  28 
per  cent  of  the  fifty-three  million  dollars 
spent  during  the  academic  year  was  pro- 
vided from  student  fees.  They  recom- 
mended that  funds  for  educational  purposes 
be  obtained  by  public  donation  and  that 
the  A.M.A.  and  industry  groups  form  a 
national  foundation  for  this  purpose.  Defi- 
nitely the  trend  was  away  from  the  idea 
of  any  Federal  subsidization. 

Acting  on  a resolution  relative  to  the 
advisability  of  attempting  the  conditioning 
of  approval  of  educational  programs  of 
medical  schools  and  hospitals  on  the  basis 
of  financial  agreements  of  such  institutions 
with  staff  members,  the  committee  reported 


that  they  believed  such  action  unwise  and 
possibly  illegal. 

On  a resolution  relative  to  hospitals  and 
medical  schools  engaging  in  the  practice 
of  medicine,  a reference  committee  recom- 
mended that  the  resolutions  be  referred  to 
the  committee  on  hospitals  and  the  practice 
of  medicine.  The  Council  also  reports  that 
they  have  gone  on  record  favoring  an  in- 
tensive effort  to  secure  voluntary  support 
for  medical  education.  They  voted  against 
the  plan  of  the  American  Academy  of 
Pediatrics,  feeling  that  it  is  extremely  un- 
wise for  one  specialty  in  medicine  to  seek 
Federal  support  before  medicine  and  med- 
ical education  in  general  have  approved  the 
principle. 

On  the  final  day  it  was  announced  that 
the  1949  Annual  Session  would  be  held  in 
Atlantic  City,  June  6-10,  inclusive;  the 
1950  Annual  Session  in  San  Francisco, 
June  26-30;  and  the  1949  interim  session 
in  St.  Louis,  November  30th  to  December 
3rd. 

In  the  election  of  officers,  Dr.  Ernest  E. 
Irons  of  Chicago  was  elected  over  Dr. 
Adson  of  Mayo’s;  Dr.  James  R.  Ruling, 
Jr.,  of  New  York  was  elected  Vice-Speaker 
of  the  House  of  Delegates.  As  members 
of  the  Council  on  Medical  Education  and 
Hospitals,  Dr.  Harvey  B.  Stone  of  Balti- 
more and  Dr.  W.  L.  Pressley  of  Due  West, 
S.  C.,  were  elected.  Dr.  H.  B.  Mulholland 
and  Dr.  Joseph  D.  McCarthy  of  Omaha 
were  elected  members  on  the  Council  of 
Medical  Service.  Dr.  Gunnar  Gundersen 
of  Wisconsin,  Dr.  Edwin  S.  Hamilton  of 
Illinois,  and  Dr.  W.  B.  Martin  of  Virginia 
were  elected  as  Trustees. 

Proceedings  of  the  St.  Louis 
Interim  Session 

The  House  opened  its  first  meeting  on 
Tuesday  morning  of  November  30th,  and 
immediately  following  roll  call  the  General 
Practitional  Award  for  the  year  1948  was 
given  to  Dr.  W.  L.  Pressley  of  Due  West, 
S.  C.  Following  the  appointment  of  ref- 
erence committees,  there  were  a few  re- 
marks by  President  Dr.  R.  L.  Sensenich, 
and  President-elect  Dr.  Irons  was  pre- 
sented but  declined  to  make  any  remarks. 
A report  by  Chairman  Dr.  E.  L.  Henderson 


April,  1949 


REPORT  OF  THE  PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


1 19 


of  the  Board  of  Trustees  was  then  pre- 
sented, following  which  Dr.  John  W.  Cline 
of  California  presented  a report  on  the 
meeting  of  the  World  Medical  Association. 
This  body  to  be  differentiated  from  the 
World  Health  Organization  is  an  associa- 
tion of  national  medical  associations,  of 
which  Dr.  Louis  H.  Bauer  of  New  York  is 
General  Secretary.  In  that  most  of  the 
funds  which  go  to  support  this  organiza- 
tion must  come  from  membership,  and  in 
view  of  the  poor  financial  circumstances 
of  the  medical  profession  in  most  parts  of 
the  world  except  in  the  United  States,  it 
was  urged  that  as  many  individuals  as  de- 
sired apply  for  membership  in  this  organi- 
zation. 

Of  this  session  the  two  most  outstanding 
contributions  were  in  the  form  of  a report 
of  the  Committee  on  Veterans  Affairs  and 
the  report  of  the  Council  on  Medical  Serv- 
ice. The  detailed  report  of  the  Committee 
on  Veterans  Affairs  can  be  found  on  1166 
and  following  of  the  Journal  of  the  A.M.A. 
and  is  well  worth  consideration  of  any 
member  in  this  house.  It  deals  with  the 
medical  and  hospital  service  program  of  the 
Veterans  Administration  in  most  of  its 
ramifications. 

In  brief,  this  committee  recommends  that 
the  problem  be  approached  from  the  insur- 
ance standpoint  with  the  veteran  having 
free  choice  of  physician  and  hospital,  which 
of  course  ultimately  means  that  hospitali- 
zation would  occur  in  the  veteran’s  own 
home  community  and  under  his  own  family 
physician’s  jurisdiction.  The  report  of  the 
Council  on  Medical  Service  centered  more 
or  less  over  the  controversial  point  of  the 
formation  of  a National  Insurance  Com- 
pany as  advocated  by  the  Blue  Cross  and 
Blue  Shield  organizations.  An  open  ses- 
sion consisting  of  one  whole  morning  was 
given  over  to  a discussion  of  this  proposal 
and  resulted  in  the  adoption  by  the  House 
of  a resolution  approving  the  recommenda- 
tion of  the  Council  to  (1)  approve  the  for- 
mation of  a National  Enrollment  Agency 
and  disapprove  the  proposal  for  the  for- 
mation of  a National  Insurance  Company; 
(2)  approve  the  statement  delineating  the 
field  of  operation  of  the  Council  and 
A.M.C.P.  which  was  presented  to  the  Board 


of  Trustees  in  December,  1946,  and  ap- 
proved by  the  Board,  but  not  approved 
by  the  A.M.C.P.  Commission;  (3)  rec- 
ommend that  A.M.C.P.  make  necessary 
changes  in  its  constitution  and  by-laws 
which  would  take  A.M.C.P.  out  of  the  pol- 
icy-making field,  and  (4)  reaffirm  the  Coun- 
cil’s authority  to  promote  the  voluntary 
Prepayment  Plan  Program  in  America. 

The  Reference  Committee  on  Medical 
Education  in  the  United  States  reports  and 
reaffirms  their  belief  that  funds  for  the 
support  for  medical  education  should  come 
from  sources  other  than  from  the  Federal 
government.  The  Council  believes  that  this 
support  can  be  developed  through  the  me- 
dium of  a national  foundation  for  medical 
education. 

Attention  is  called  through  the  statement 
that  the  hospitals  approved  for  intern  train- 
ing called  for  9,200  approved  internships, 
whereas  it  has  been  stated  in  the  report 
of  a previous  committee  of  this  House  that 
only  6,700  are  available  to  fill  these  posi- 
tions. A reference  committee  reports  their 
belief  that  if  a two-year  rotating  intern- 
ship could  be  arranged  the  number  would 
definitely  be  reduced.  A revised  “Essen- 
tials of  a Registered  Hospital,”  “Essentials 
of  an  Approved  Internship,”  and  “Essen- 
tials for  Approved  Residences  and  Fellow- 
ships” was  submitted. 

Probably  the  one  piece  of  legislation  that 
created  more  discussion  in  the  newspapers 
of  this  country  was  that  which  resulted 
from  the  introduction  of  resolutions  intro- 
duced by  several  states  and  which  ulti- 
mately was  passed  by  the  House  of  Dele- 
gates. These  were,  “Resolved,  That  this 
House  of  Delegates  instruct  the  Board  of 
Trustees  to  implement  a ‘statement  of  pol- 
icy’ as  adopted  by  the  House  at  this  ses- 
sion ; 

“Resolved,  That  the  House  of  Delegates 
declare  that  the  Board  of  Trustees  of  the 
A.M.A.  has  its  complete  confidence  in  its 
intention  and  ability  to  carry  out  the  ob- 
jectives and  execute  the  mandates  of  the 
House  of  Delegates; 

“Resolved,  That  the  House  of  Delegates 
authorize  the  Board  of  Trustees  to  levy  an 
assessment  of  twenty-five  dollars  on  the 
members  of  the  A.M.A. ; 
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“Resolved  That  the  House  of  Delegates 
hereby  directs  the  immediate  expansion  of 
the  Washington  office  and  its  placement  di- 
rectly under  the  supervision,  direction  and 
control  of  the  Board  of  Trustees; 

“Resolved,  That  the  immediate  employ- 
ment of  a suitable  Public  Relations  Council 
to  assist  in  the  execution  of  this  program 
be  recommended ; 

“Resolved,  That  in  order  to  coordinate 
the  activities  of  the  Public  Relations  phase 
of  this  program  at  all  levels,  the  Public 
Relations  Council  shall  disseminate  infor- 
mation to  (a)  the  general  public,  (b)  the 
Congress  of  the  United  States,  and  (c) 
State  and  County  Medical  Societies  and 
individual  physicians ; 

“Resolved,  That  it  be  the  unanimous  ex- 
pression of  the  medical  profession,  as  rep- 
resented by  the  House  of  Delegates,  that 
we  are  firmly  united  behind  the  positive 
and  constructive  program  as  outlined  by 
the  House  of  Delegates;  that  we  are  con- 
fident in  the  ability  of  our  leadership;  that 
we  are  determined  to  protect  and  foster 
the  highest  standards  of  medical  care  for 
the  public;  that  we  are  steadfastly  opposed 
to  the  regimentation  and  socialization  of 
American  medicine ; and  that  we  are  con- 
fident that  an  intelligent  and  informed 
public  will  join  us  in  our  crusade  to  ever 
improve  the  health  and  welfare  of  the 
American  people.” 

The  interim  session  of  the  A.M.A.  meet- 
ing designed  primarily  for  the  general  prac- 
titioner is  rapidly  becoming  an  important 


meeting.  At  the  last  session  4,526  phy- 
sicians were  registered  and  programs  given 
before  the  regular  session  and  during  the 
session  are  of  prime  interest  to  the  general 
practitioner.  Previous  to  the  general  ses- 
sion each  year,  a “Grass  Roots”  conference 
is  held.  There  is  also  held  a Public  Rela- 
tions Conference  which  draws  an  increas- 
ingly larger  crowd  from  the  executives  of 
State  and  County  Medical  Societies  who 
are  especially  interested  in  the  aspect  of 
modern  medical  educational  work.  Before 
the  general  session  there  was  also  held  a 
conference  for  State  Medical  Society  of- 
ficials and  for  the  editors  of  State  Medical 
Journals. 

At  this  session  of  this  year  for  the  sec- 
ond time  there  was  a presentation  of  a 
medal  to  an  outstanding  general  practi- 
tioner, and  for  the  first  time  in  the  history 
of  the  American  Medical  Association  there 
was  given  a medal  to  a layman,  Father  Al- 
phonse Schwitalla  for  distinguished  service 
in  maintaining  the  ideals  of  medicine.  To 
those  physicians  of  this  country  who  are 
interested  in  the  general  problems  of  medi- 
cine, who  are  interested  in  the  general 
practice  of  medicine,  one  can  safely  recom- 
mend their  attendance  to  the  interim  ses- 
sion of  the  A.M.A. 

H.  B.  Everett,  M.D. 

R.  B.  Wood,  M.D. 

Delegates  from  Tennessee  State 

Medical  Association  to  the 

House  of  Delegates  to  A.M.A. 
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SOCIALIZED  MEDICINE* 

EDWARD  T.  BRADINS,  M.D.,  Johnson  City 

Over  half  a century  ago  the  German  gov- 
ernment assumed  responsibility  for  the 
social  security  and  health  of  all  its  citizens. 
When  they  were  born  the  state  paid  the 
bill  and  furnished  the  obstetrician;  when 
they  became  ill  the  state  paid  the  hospital 
and  furnished  a doctor;  if  they  were  un- 
employed the  state  paid  compensation,  and 
when  they  died  the  state  buried  them.  This 
system  was  supported  by  taxes  upon  all 
gainfully  employed  people  and  the  tax  was 
compulsory  upon  all.  Whether  they  liked 
the  service  or  not,  whether  they  wanted 
the  system  or  not  made  no  difference.  They 
paid  for  it  just  the  same. 

This  system  appeared  to  be  ideal.  Every- 
one could  go  to  a doctor  when  he  wanted 
to  and  the  fear  of  illness,  of  crippling  in- 
jury, and  even  of  death  were  all  relieved. 
There  was  created  apparently  a small 
Utopia  with  each  workman  and  his  family 
sheltered  and  cared  for  from  cradle  to 
grave  by  an  all-wise  and  beneficent  gov- 
ernment. 

There  were  a few  unobtrusive  strings  to 
this  Utopia.  The  German  workman  paid 
a price  for  this  security  not  only  out  of 
his  wages  but  in  much  dearer  coin,  for  he 
gave  up  his  own  personal,  individual  re- 
sponsibility and  his  political  freedom  for 
security.  It  has  taken  many  years  to  prove 
that  he  made  a sorry  trade,  for  he  did  not 
get  efficient  medical  care,  and  since  then 
this  all-wise  and  beneficent  government  has 
involved  him  in  two  wars  from  which  he 
has  emerged  without  security,  without  lib- 
erty, and  without  good  medical  care.  In 
giving  up  his  liberty  he  gave  up  the  only 
possible  foundation  for  security. 

Today  an  effort  is  being  made  to  fasten 
this  same  system  on  the  United  States,  and 
it  behooves  us  to  examine  carefully  the 
cost  of  this  proposed  program  not  only  in 
dollars  and  cents  but  in  the  more  important, 
though  intangible,  values  of  human  life  and 
human  development. 

When  we  speak  of  socialized  medicine  we 
mean  two  things: 


*An  address  to  the  Men’s  Club  of  St.  John’s 
Episcopal  Church,  Johnson  City,  Tenn. 


1.  That  the  government  provides  medical 
care  for  all  of  its  citizens  and  pays  for  it. 

2.  That  the  scheme  is  supported  by  taxes 
(compulsory  assessment)  on  every  em- 
ployed person  in  the  country.  Regardless 
of  whether  or  not  the  physician  becomes  a 
paid  employee  of  the  state  or  is  paid  on  a 
fee  for  service  basis,  the  basic  essentials 
are  the  same.  The  government  pays  the 
bill  and  calls  the  tune.  The  scheme  pro- 
vides that  each  and  every  citizen  of  the 
United  States  shall  have  free  medical  care 
and  free  hospitalization,  free  dentistry, 
free  drugs,  free  trusses,  free  dentures,  and 
even  (if  we  follow  England’s  example)  free 
toupees. 

Of  many  arguments  against  this  scheme 
I propose  the  following  main  objections. 
First,  that  this  scheme  means  control  of 
medical  practice  and  allied  institutions  by 
an  enormous  federal  bureaucracy  with  a 
staggering  burden  on  the  taxpayers.  He 
who  pays  the  piper  calls  the  tune,  and  the 
control  of  medical  practice  means  inevitably 
the  control  of  hospitals,  sanitariums,  drug 
stores,  hospital  supply  firms,  pharmaceau- 
tical  houses,  etc.,  and  whatever  other  firms 
are  allied  to  and  dependent  upon  the  medi- 
cal profession.  This  may  not  occur  ini- 
tially, but  it  is  bound  to  come  to  pass  as 
time  goes  on  and  the  scheme  develops.  It 
means  the  establishment  of  an  enormous 
bureau  in  Washington,  bureaus  in  the 
states,  sub-bureaus  in  the  regions  of  the 
state  and  sub-sub-bureaus  in  the  counties 
and  cities  with  administrators  and  red  tape 
galore  interposed  between  the  doctor  and 
his  patient. 

No  one  knows  just  what  the  administra- 
tive burden  would  be  under  compulsory 
health  insurance.  But  experience  in  Ger- 
many where  it  has  been  in  operation  for 
many  years,  in  New  Zealand,  and  in  our 
own  state  of  Rhode  Island  (which  inci- 
dentally is  rather  sick  of  the  experiment) 
shows  that  it  requires  one  employee  for 
every  100  people  cared  for.  We  can  hardly 
hope  to  do  any  better  than  this,  and  since 
there  are  147,000,000  people  in  the  United 
States  this  would  mean  an  additional  mil- 
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lion  and  a half  people  added  to  our  already 
overburdened  government  pay-roll. 

Likewise  no  one  seems  to  know  what  it 
would  cost.  Estimates  vary  from  as  little 
as  7 per  cent  of  all  salaries  and  wages  to 
as  high  as  18  per  cent.  A proponent  of  the 
bill  testifying  before  the  Senate  estimated 
that  the  cost  would  eventually  exceed  12 
per  cent  of  the  first  $4,800.00  of  income. 
Ask  the  man  in  the  street  if  he  wants  free 
medical  care,  and  he  will  say,  “Yes,”  but 
ask  him  if  he  wants  to  pay  12  per  cent  of 
his  income  for  it  and  his  enthusiasm  will 
evaporate.  In  New  Zealand  between  1942 
and  1947  the  bill  for  tax  paid  medical  serv- 
ices nearly  trebled,  and  New  Zealand  just 
recently  passed  a deficiency  appropriation 
to  cover  the  additional  and  unexpected 
costs.  So  far  the  experiment  in  New  Zea- 
land is  costing  $60.00  a year  per  person  or 
$240.00  a year  for  a family  of  four,  and  it 
is  still  running  a deficit  while  costs  are 
steadily  mounting.  Just  recently  the  Eng- 
lish parliament  appropriated  an  additional 
68,000,000  pounds  to  take  care  of  unex- 
pected costs  in  national  insurance  and  al- 
ready labor  unions  in  England  are  agitating 
for  wage  raises  to  pay  for  the  increased 
cost  of  health  insurance. 

Our  own  state  of  Rhode  Island  has  just 
completed  five  years  of  operation  of  a sim- 
ilar plan  and  has  found  out  that  maintain- 
ing a state  system  has  been  a costly  luxury. 
A recent  survey  showed  that  three-fourths 
of  the  workers  would  have  paid  a private 
insurance  company  less  than  they  were 
paying  the  state  for  the  same  benefits. 

The  experience  with  federal  medicine  as 
it  already  exists  in  this  country  is  enlight- 
ening. The  Hoover  report  discusses  the 
cost  of  medical  care  in  the  Veterans  Bu- 
reau, Army,  Navy  and  Public  Health  Serv- 
ice, and  the  report  showed  in  brief : A.  That 
federal  hospitals  cost  on  an  average  of  50 
per  cent  and  in  many  cases  100  per  cent 
more  than  similar  private  hospitals.  B. 
That  the  average  stay  in  government  hos- 
pitals is  30  days  (at  $10.00  plus  a day) 
as  compared  to  an  average  stay  of 
8 days  in  private  hospitals.  C.  That 
the  government  is  busily  engaged  in  build- 
ing new  hospitals  when  some  of  its  existing 
hospitals  are  only  half  full  and  others  are 


partially  or  wholly  closed  for  lack  of  pa- 
tients or  personnel. 

Incidentally  the  Hoover  report  showed 
that  the  Bui’eau  of  War  Risk  Insurance 
with  twice  the  number  of  employees  per 
insured  people  as  a private  insurance  firm 
required  on  an  average  of  twice  as  long  as 
did  the  private  company  to  process  insur- 
ance claims.  In  some  instances  it  required 
as  long  as  15  months  to  pay  an  uncontested 
claim. 

A second  argument  against  this  scheme 
is  that  it  would  inevitably  lead  to  lower 
standards  of  medical  care. 

Let  us  consider  Germany  again.  If  so- 
cialized medicine  is  a success,  then  German 
medicine  should  be  at  the  forefront  today. 
Yet  in  the  last  World  War  our  medical 
authorities  were  appalled  at  the  backward- 
ness of  German  medicine.  It  was  25  years 
behind  our  own  in  its  care  of  the  wounded, 
and  this  backwardness  was  not  due  to  lack 
of  materials  but  to  lack  of  medical  progress, 
a failure  to  use  modern  methods  and  what 
is  even  more  important,  a curious  lack  of 
fighting  spirit  that  led  our  own  doctors  to 
fight  for  the  lives  of  their  wounded  with 
every  facility  at  their  command.  Many 
German  wounded  died  who  would  have  been 
saved  by  the  American  medical  men.  To 
the  state  trained  German  doctors  a wounded 
man  was  too  often  an  entry  in  a book  or 
a government  report;  to  the  American  he 
was  an  individual  and  a challenge  to  his 
medical  skill. 

There  comes  a report  from  New  Zealand 
that  the  Premier  of  Australia  after  an  in- 
spection of  New  Zealand’s  state  medical 
system  advised  the  Australian  Parliament 
to  go  very  slowly  in  adopting  a similar 
system  and  referred  to  the  cost  as  well  as 
to  the  lowered  quality  of  service. 

England  has  had  the  system  too  short  a 
time  for  any  valid  conclusions  to  be  drawn. 
The  real  effects  of  a complicated  and  dras- 
tic social  change  such  as  state  medicine 
cannot  be  judged  from  the  scant  perspec- 
tive of  one  year.  It  would  require  at  least 
ten  years  before  conclusions  of  any  value 
could  be  drawn.  If  at  the  end  of  ten  years 
the  British  people  have  a lower  death  rate 
than  ours,  if  their  standard  of  health  is 
higher,  if  their  research  is  of  better  quality, 


April,  1949 


SOCIALIZED  MEDICINE 


123 


and  if  they  are  attracting  into  the  profes- 
sion the  same  high  caliber  of  men  that  our 
profession  attracts — then  and  only  then  can 
state  medicine  be  said  to  be  a success.  Al- 
ready English  doctors  are  complaining  of 
the  unnecessary  calls  they  make,  of  red 
tape  and  forms  to  fill  out,  and  of  the  de- 
struction of  private  practice.  In  general, 
the  higher  the  caliber  of  the  doctor  the 
more  he  objects  to  the  lowering  of  stand- 
ards, while  those  who  care  less  for  quality 
object  less.  From  all  the  countries  where 
socialized  medicine  is  in  vogue  come  com- 
plaints by  the  public  of  the  poor  quality 
of  service,  of  long  lines  of  patients  with 
trivial  complaints  who  take  the  doctors’ 
time  away  from  those  with  serious  mal- 
adies, and  of  the  endless  red  tape.  Dorothy 
Thompson  has  written  very  vividly  of  her 
personal  experience  with  socialized  medi- 
cine on  the  continent. 

A third  argument  against  this  scheme  is 
that  government  medicine  in  this  country, 
although  it  has  had  years  of  operation,  has 
never  achieved  the  efficiency  nor  the  quality 
of  the  better  private  institutions.  The  Vet- 
erans Bureau,  the  Public  Health  Service, 
the  Army  and  the  Navy  have  all  operated 
medical  institutions  for  many  years.  Yet 
few  if  any  of  them  have  either  rendered 
the  quality  of  service  or  achieved  the  repu- 
tation of  such  institutions  as  the  Mayo, 
Crile,  Lahey,  Ochsner  Clinic  or  Johns  Hop- 
kins, Duke,  Mass.  General,  and  a host  of 
similar  institutions. 

Today  many  government  hospitals  are 
paying  their  doctors  more  than  universi- 
ties, yet  they  are  always  short  of  medical 
help.  The  doctor  prefers  to  stay  where  he 
can  learn  and  develop  rather  than  be  sub- 
merged in  red  tape  at  higher  pay. 

A fourth  consideration  against  this 
scheme  is  that  it  is  un-American  and  es- 
sentially European  in  its  origin.  It  is  bor- 
rowed lock,  stock  and  barrel  from  the  Ger- 
man system  and  differs  from  it  not  in 
essential  principle  but  only  in  degree.  It 
is  the  beginning  of  the  so-called  welfare 
state  in  which  sooner  or  later  the  state 
dictates  to  its  citizens  not  only  what  doc- 
tor they  shall  have  but  what  they  shall 
think  and  believe.  Lenin,  the  founder  of 
Communism  in  Russia,  has  repeatedly  em- 


phasized the  importance  of  socialized  medi- 
cine as  one  of  the  cornerstones  and  fun- 
damental prerequisites  of  the  Communistic- 
state. 

A fifth  argument  is  that  the  private  sys- 
tem of  medical  practice  has  worked  well  in 
the  United  States.  Our  health  in  the  United 
States  is  as  good  as  any  and  far  better  than 
most  of  the  countries  in  the  world.  Our 
death  rate  is  as  low  as  that  of  any  civilized 
country  with  perhaps  one  exception  and 
lower  than  most.  It  can  neither  be  ques- 
tioned nor  denied  that  many  improvements 
can  be  made  and  should  be  made  in  the 
organization  and  distribution  of  medical 
care.  This  must  come  through  enlightened 
medical  and  lay  leadership  and  cooperation 
and  should  start  on  the  local  level  right 
here  at  home,  for  instance.  Despite  the 
obvious  room  for  improvement,  the  fact 
remains  that  under  the  American  system 
our  medical  practice  leads  the  world  in  its 
quality,  that  America  is  the  Mecca  of  the 
medical  world  and  that  no  foreign  doctor’s 
education  is  complete  until  he  has  visited 
and  studied  in  one  of  our  great  medical 
centers. 

A sixth  argument  is  that  private  and 
voluntary  insurance  plans  are  making  rapid 
strides  toward  accomplishing  the  same  ob- 
jective along  American  lines  of  approach. 

The  Blue  Cross  is  now  a national  organi- 
zation and  insurance  in  one  state  is  good 
in  any  other.  Also  various  states  are  try- 
ing out  prepaid  medical  schemes — notably 
New  England  under  the  Blue  Cross  for 
hospitalization  and  the  Blue  Shield  for  pre- 
paid medical  care.  The  Tennessee  State 
Medical  Association  is  now  actively  pro- 
moting a plan  for  prepaid  medical  care 
similar  to  that  of  the  Blue  Shield  in  New 
England.  The  efficiency  of  these  organi- 
zations is  rapidly  improving  and  the  ad- 
ministration costs  coming  down.  At  last 
report  the  cost  of  administration  was  10 
per  cent,  a figure  that  I defy  any  govern- 
ment agency  to  even  appi’oach.  These  or- 
ganizations, together  with  other  private 
insurance  companies  cover  roughly  half  the 
people  of  the  United  States  today,  and  they 
are  rapidly  increasing  both  in  number  and 
in  benefits  paid. 

Must  we  lose  sight  of  the  individual  as 
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a person  and  think  of  him  only  as  a number 
on  a filing  card  or  a name  on  a report  to 
a bureau?  Have  our  communities  so  com- 
pletely lost  their  independence,  their  lead- 
ership, and  their  self-reliance  that  they 
must  look  to  Washington  for  the  solution 
of  their  problems?  Have  we  become  so  far 
reduced  in  our  democracy  that  we  must, 
like  mendicant  children,  go  before  the  Great 
White  Father  in  Washington,  rattling  the 


tin  cup  and  beseeching  alms  and  pearls  of 
wisdom  ? 

God  forbid  that  the  curse  of  state  medi- 
cine with  its  towering  bureaucracy,  its 
mountainous  red  tape,  its  assembly  line 
medicine,  its  proved  inefficiency,  and  its 
staggering  cost  in  money  and  human  life 
should  ever  be  visited  upon  the  American 
people. 
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THE  TREATMENT  OF  ALCOHOLISM  BY  THE  CONDITIONED  REFLEX 
METHOD* 


JAMES  A.  WALLACE,  M.D.,  Memphis 

For  some  time  those  interested  in  the 
problem  of  alcoholism  have  noted  the  rather 
poor  results  and  inadequacy  of  the  usual 
therapeutic  measures.  Tillotson  and  Flem- 
ing' found  that  only  15  per  cent  of  a group 
of  patients  treated  by  psychotherapy  re- 
mained abstinent  eighteen  months  or  longer. 

In  1940  Voegtlin2  reported  his  treatment 
of  alcoholics  by  the  conditioned  reflex  meth- 
od. An  aversion  to  the  sight,  taste  and 
smell  of  alcohol  was  established  by  use  of 
emetine.  On  the  basis  of  four  years  ex- 
perience with  685  patients  he  felt  64  per 
cent  “permanent  cures”  could  be  expected 
from  this  treatment.  A review  of  the  lit- 
erature since  1940  reveals  reports  by  sev- 
eral other  investigators12-19,  but  the  ma- 
jority of  the  papers  is  by  Voegtlin,  Lemere 
and  their  associates.2-11 

Voegtlin  et  aF  later  reported  that  1,042 
treated  over  a period  of  5*4  years,  58.6  per 
cent  were  abstinent  and  that  41.4  per  cent 
had  relapsed.  Lemere,  Voegtlin  and  asso- 
ciates4 in  a review  of  6 years  use  of  the 
conditioning  treatment  reported  that  of 
1,194  patients  followed  up,  74.8  per  cent 
of  644  treated  within  the  last  2 years  were 
still  abstinent ; 52.5  per  cent  of  291  treated 
2 to  4 years  ago  were  abstinent  and  of 
259  treated  4 years  or  more  ago  51.5  per 
cent  were  still  abstinent. 

Lemere  and  Voegtlin’'  in  a discussion  of 
the  specificity  of  the  conditioned  reflex 
treatment  described  two  cases  that  re- 
mained conditioned  to  specific  alcoholic  bev- 
erages but  began  drinking  again,  bever- 
ages to  which  they  had  not  been  conditioned. 
Lemere  and  associates6  state  that  the  type 
of  patient  best  suited  for  the  treatment  is 
the  normal,  stable  person  whose  alcoholism 
has  been  a gradual  process  and  who  sin- 
cerely wants  to  stop  drinking.  They  list 
the  following  as  unfavorable  for  treatment : 
the  financially  indigent,  the  uncooperative 
patient,  the  constitutional  psychopath,  the 
inadequate,  women  and  professional  men. 


'•'From  The  Wallace  Sanitarium,  Memphis,  Tenn. 


The  treatment  should  not  be  given  to  psy- 
chotic or  deteriorated  patients. 

In  a paper  giving  a detailed  description 
of  the  technic  of  the  conditioned  reflex 
treatment,  Lemere  et  al7  give  the  following 
contraindications:  active  peptic  ulcer,  an- 
gina, coronary  disease,  myocarditis,  hernia, 
tubercular  cavitation  and  bowel  or  lung 
hemorrhage.  Voegtlin,  Lemere  and  Brozs 
reviewed  the  literature  on  previous  use  of 
conditioning  in  the  treatment  of  alcoholism. 
All  but  one  of  these  earlier  investigators 
used  apomorphine  as  the  nauseant.  They 
feel  that  apomorphine  is  unsuitable  because 
the  nauseant  action  is  too  short ; a narcotic 
or  euphoric  phase  follows  the  nauseant 
phase;  and  the  drug  is  potentially  danger- 
ous. These  writers  further  point  out  the 
importance  of  a controlled  environment  and 
proper  timing  in  the  treatment. 

Voegtlin  et  al9  showed  that  those  who 
returned  for  periodic  reinforcement  treat- 
ments did  better  than  those  who  would  not 
cooperate  in  the  reinforcement  program. 
The  patients’  cooperation  showed  a sincer- 
ity that  was  lacking  in  those  who  refused 
cooperation. 

Lemere,10  in  considering  psychological 
factors  associated  with  the  treatment, 
states  that  the  patients’  desire  to  stop 
drinking  is  the  most  important.  Other  fac- 
tors he  considers  important  are  the  follow- 
ing : Cost  of  the  treatment,  specialized  type 
of  hospital  where  the  treatment  is  given, 
psychotherapy  and  education  of  the  patient 
and  the  follow-up. 

Voegtlin"  formerly  set  up  a criterion  of 
a “cure”  as  four  years  abstinence.  He  has 
found  that  from  the  fourth  to  the  tenth 
year  there  continued  to  be  some  relapses. 
He  feels  the  method  produces  a remission 
rather  than  a “cure.”  The  excellent  studies 
of  Voegtlin,  Lemere  and  their  associates 
are  valuable  contributions  to  the  literature 
on  the  therapy  of  alcoholism  and  have  stim- 
ulated reports  by  other  investigators. 

Kant12-14  conditioned  31  patients  with 
six  relapses  and  states  other  relapses  may 
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have  occurred  since  he  has  not  had  recent 
contact  with  all  the  patients  treated.  He 
recommends  conditioning  to  sight,  smell 
and  taste  of  alcohol  in  the  first  one  or  two 
treatments  with  no  liquors  being  ingested 
until  subsequent  treatment  periods.  Kant 
feels  the  method  offers  hope  for  the  so- 
called  hopeless  alcoholic. 

Thimann15  conditioned  43  patients  and 
27  remained  abstinent  following  treatment. 
He  feels  the  results  chiefly  depend  on  the 
selection  of  patients. 

Carter16  described  his  technic  of  treat- 
ment and  says  the  immediate  results  have 
been  better  than  with  the  usual  methods. 

Turner17  described  his  technic,  gave  case 
reports  and  emphasized  sincerity  as  a prog- 
nostic factor. 

Kindwall  and  Ziegler18  reported  that  of 
29  cases  they  treated  more  than  half  did 
well.  They  described  an  interesting  pa- 
tient who,  unable  to  drink  following  the 
conditioning  procedure,  resorted  to  the  use 
of  drugs. 

Edlin  and  associates19  reported  that  of 
61  state  hospital  patients  followed  up,  12 
remained  abstinent  5-15  months.  They  had 
much  better  results  in  a small  group  of 
private  patients.  They  feel  that  superior 
sociological  and  financial  status  are  impor- 
tant factors  in  the  prognosis.  They  re- 
ported 19  patients  relapsed  immediately 
following  treatment.  Voegtlin10  feels  that 
Edlin’s  technic  produced  considerable  ab- 
sorption of  alcohol  and  that  proper  condi- 
tioning did  not  occur. 

The  object  of  this  paper,  besides  a re- 
view of  the  literature,  is  to  describe  our 
experience  with  the  conditioned  reflex  treat- 
ment. Forty  patients  were  treated  at  a 
private  sanitarium  where  only  voluntary 
alcoholics  are  admitted.  These  patients 
were  treated  in  the  period  from  October 
3,  1946,  to  June  18,  1947.  Ages  of  the 
group  ranged  from  20  to  62.  Thirty-seven 
were  men  and  three  women.  This  group 
represented  various  types  of  occupations, 
the  majority  being  farmers  from  the  mid- 
South  area.  In  the  majority  of  cases  the 
patients  requested  the  treatment,  usually 
after  talking  with  other  patients  that  were 
being  treated.  In  a few  cases  the  phy- 
sician suggested  the  treatment,  but  in  no 


case  was  any  pressure  put  on  the  patient 
to  take  it.  In  fact,  something  of  the  sever- 
ity of  the  treatment  was  explained  to  the 
patient  before  he  made  a final  decision. 
No  attempt  was  made  to  mislead  the  pa- 
tient in  any  way.  The  theory  of  the  con- 
ditioning procedure  was  explained  in  sim- 
ple terms.  The  patient  was  told  that  the 
treatment  would  tend  to  produce  a tem- 
porary aversion  for  alcoholic  beverages  and 
would  be  of  benefit  to  him  if  he  sincerely 
wanted  help  and  was  ready  to  do  some- 
thing about  his  alcoholism.  Only  patients 
found  by  physical  examination  and  routine 
laboratory  studies  to  be  free  of  definite 
physical  defects  were  treated.  No  patient 
was  treated  who  was  under  the  influence 
of  alcohol  or  sedation. 

The  technic  of  Voegtlin  was  used  and 
will  not  be  described  in  detail  here.  Break- 
fast is  withheld  on  the  morning  of  treat- 
ment and  10  mgm.  of  benzedrine  sulphate 
given  one  hour  prior  to  treatment.  The 
procedure  is  carried  out  in  a room  as  free 
as  possible  from  external  stimuli.  The 
patient  is  first  given  emetine  grains  11/2 
orally  with  lukewarm  water.  This  is  im- 
mediately followed  by  a hypodermic  injec- 
tion of  6 minims  of  the  emetine-pilocarpine- 
ephedrine  mixture.  This  dosage  is  grad- 
ually increased  to  12  minims  in  the  fol- 
lowing treatments.  The  alcoholic  beverage 
is  not  given  until  just  prior  to  the  onset 
of  the  emetine  nausea.  Ten  to  thirty  min- 
ims of  a tartar  emetic  solution  are  added 
to  the  beer.  Every  attempt  is  made  to 
avoid  absorption  of  the  alcohol.  Four  to 
eight  treatments  were  given.  Psychother- 
apy is  carried  out  during  the  treatment. 
The  patient  is  allowed  to  talk  of  his  drink- 
ing career  and  is  advised  that  total  absti- 
nence is  his  only  hope  in  the  future.  An 
attempt  is  made  to  help  the  patient  in  the 
solution  of  any  problems  that  may  be  con- 
tributing to  his  illness  and  he  is  urged  to 
develop  recreational  interests  as  means  of 
relaxation. 

Of  the  40  patients  who  were  treated, 
three  took  one  treatment  and  refused  to 
continue.  Conditioning  was  unsuccessful 
in  two  patients  and  further  treatment  was 
discontinued  by  the  physicians.  The  re- 
maining 35  patients  completed  the  condi- 
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tioning  process.  It  was  impossible  to 
obtain  reliable  follow-up  reports  on  four 
patients.  Of  the  31  patients  who  were 
followed,  13  (42  per  cent)  have  remained 
abstinent  for  varying'  periods  from  four 
months  to  seventeen  months.  It  is  felt 
that  this  latter  group  was  definitely  bene- 
fited by  this  type  of  therapy.  The  ma- 
jority of  relapses  occurred  within  the  first 
two  months  after  completion  of  treatment. 
The  women,  younger  alcoholics  and  psycho- 
paths made  up  the  majority  of  this  group 
of  early  relapses. 

In  over  200  individual  conditioning  ses- 
sions, very  few  unusual  symptoms  have 
been  noted.  Occasional  diarrhea  is  easily 
controlled.  The  employment  of  cardiac 
stimulants  was  rarely  necessary.  Patients 
that  were  given  the  conditioned  reflex  treat- 
ment made  better  progress  in  several  ways 
than  did  the  much  larger  group  treated  by 
other  methods.  As  soon  as  conditioning 
was  started  these  patients  began  to  eat 
and  sleep  well  and  did  not  complain  of 
nervousness.  It  seemed  that  the  condi- 
tioning procedure  exerted  a sort  of  seda- 
tive effect  on  some  patients.  The  condi- 
tioned patients  were  more  cooperative  and 
it  was  easier  to  establish  satisfactory  rap- 
port with  them  than  with  the  other  group. 

It  would  seem  that  the  conditioned  re- 
flex treatment  is  helpful  in  producing 
longer  periods  of  remission  in  certain  al- 
coholics than  is  possible  with  other  methods 
of  treatment.  A definite  benefit  of  this 
type  of  therapy  is  that  when  a period  of 
sobriety  occurs  the  patient  has  an  oppor- 
tunity to  cooperate  in  psychotherapy. 
There  are  certainly  many  interesting  psy- 
chological aspects  of  the  conditioning  treat- 
ment that  have  not  been  described  in  the 
literature. 

It  is  a misnomer  to  speak  of  a “cure”  in 
alcoholism  just  as  is  true  in  some  other 
diseases.  The  true  alcoholic  is  not  cured 
by  any  specific  type  of  therapy  and  is  in 
danger  of  relapse  until  the  day  he  dies. 
There  is  no  one  type  of  treatment  that  is 
of  benefit  in  all  types  of  alcoholics.  The 
conditioned  reflex  treatment  is  a valuable 
adjunct  but  is  only  one  of  the  methods  to 
be  used  in  the  total  therapy  of  alcoholism. 


Summary 

1.  A brief  review  of  the  literature  on 
the  conditioned  reflex  treatment  of  alco- 
holism has  been  given. 

2.  A group  of  forty  unselected  patients 
at  a private  sanitarium  were  given  the 
treatment. 

3.  A brief  description  of  the  conditioning 
technic  is  given. 

4.  Of  31  patients  followed  up,  13  (42  per 
cent)  remained  abstinent  from  4-17  months. 

5.  Conditioning  is  a valuable  adjunct  in 
the  total  therapy  of  alcoholism. 
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Mr.  President,  Gentlemen: 

I was  asked  by  your  program  committee 
chairman,  Dr.  Paul  E.  Purks,  to  speak  to 
you  on  the  subject  of  the  “Wherefores  and 
Whyfores  of  General  Practice.’’  I am  re- 
minded of  that  familiar  cheer  used  by  our 
teen  age  cheerleaders,  “Who  for,  What 
for,  Who  you’re  gonna  yell  for?  Team, 
Team,  Whole  darned  team.”  That  implies 
standing  together,  united  with  a similar 
purpose  and  fighting  for  something  worth 
while.  That  should  be  the  way  we  as  gen- 
eral practitioners  should  conduct  ourselves. 

Too  little  emphasis  has  been  and  still  is 
being  placed  on  general  practice.  Too  much 
emphasis  has  been  and  still  is  being  placed 
on  specialization.  In  these  United  States 
40  per  cent  of  the  surgery,  50  per  cent  of 
all  the  maternity  work,  and  85  to  90  per 
cent  of  all  the  routine  medical  treatment 
is  performed  by  the  general  practitioner. 
Of  the  approximately  135,000  members  of 
the  American  Medical  Association,  40,000 
are  specialists  and  approximately  100,000 
are  general  practitioners.  Therefore  is  it 
democratic  to  exclude  from  staff  hospital 
membership  this  majority?  Such  is  the 
situation,  gentlemen,  in  many  of  our  hos- 
pitals throughout  the  country.  Many  of 
our  hospitals  accept  only  certified  board 
men  for  staff  membership.  Is  there  any 
surprise  then  that  resentment  against  such 
a condition  should  arise?  Even  a minority 
group  resents  restraints. 

This  specialization  trend  had  its  origin 
in  Board  Certification  by  the  AMA.  The 
intention  was  and  still  is  good,  in  that 
scientific  enlightenment  was  its  aim  and  the 
betterment  of  mankind  was  its  goal.  The 
first  Specialty  Board  was  formed  about  35 
years  ago.  Their  number  has  been  in- 
creased to  include  all  phases  of  medicine 
and  surgery.  Last  Monday  I learned  that 
we  had  in  our  midst  the  only  member, 
in  Tennessee,  of  the  Board  of  Physical 

*Read  at  the  meeting  of  the  Andrew  Jackson 
Chapter  of  the  American  Academy  of  General  Prac- 
tice, Springfield,  February  3,  1949. 

•{•President,  Tennessee  Academy  of  General  Prac- 
tice. 


Medicine.  There  is  nothing  wrong  with 
specialists.  In  truth,  we  general  practi- 
tioners need  and  respect  our  specialists. 
We  bear  them  no  ill  will,  but  we  insist  on 
fair  play. 

The  following  is  a quotation  from  the 
November-December,  1947,  issue  of  the 
Kansas  City  Medical  Journal.  “Prob- 
ably no  movement  within  the  practice 
of  medicine  attracted  more  attention  than 
the  erection  of  a Section  on  General 
Practice  by  the  American  Medical  Asso- 
ciation and  the  Conception  of  an  Academy 
of  General  Practice  following  the  last  meet- 
ing of  that  Section  at  Atlantic  City  in 
June,  1947.”  The  American  Academy  of 
General  Practice  was  founded  June  10, 
1947,  by  a group  of  men  firmly  convinced 
that  general  practice  is  the  basic  founda- 
tion of  good  medical  care  in  America  and 
that  economically  it  is  sound. 

The  general  practitioner  by  reason  of 
being  the  family  doctor  and  the  trusted 
counselor  of  the  family  is  the  most  potent 
enemy  in  our  nation  of  socialized  medicine. 
He  is,  if  he  will  but  speak  to  his  people 
and  tell  them  of  the  dangers  of  socialized 
state  or  compulsory  insurance  medicine, 
the  most  powerful  influence  for  the  preser- 
vation of  our  free,  unrestrained  way  of 
medical  life. 

The  following  quotation  from  the  Con- 
stitution will  clearly  show  the  purpose  for 
which  the  Academy  was  founded:  “1.  To 
promote  and  maintain  high  standards  of 
the  general  practice  of  medicine  and  sur- 
gery. 2.  To  encourage  and  assist  young 
men  and  women  in  preparing,  qualifying, 
and  establishing  themselves  in  general 
practice.  3.  To  protect  the  right  of  the 
general  practitioner  to  engage  in  medical 
and  surgical  procedures  for  which  he  is 
qualified  by  training  and  experience.  4. 
To  assist  in  providing  post  graduate  study 
courses  for  general  practitioners,  and  to 
encourage  and  assist  practicing  physicians 
and  surgeons  in  participating  in  such  train- 
ing. 5.  To  advance  medical  science  and 
private  and  public  health.” 

The  fact  that  general  practitioners  are 
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excluded  from  staff  membership  in  many 
of  the  hospitals  in  the  country  leads  to  an 
enmity  that  fosters  socialization  of  medi- 
cine. The  continuance  of  such  practice  is 
difficult  to  understand  in  view  of  the  fol- 
lowing quotes:  A resolution  adopted  by 
the  House  of  Delegates  of  the  American 
Medical  Association  in  1946:  “Resolved, 
That  hospitals  should  be  encouraged  to  es- 
tablish general  practitioner  services.  Ap- 
pointments to  a general  practice  section 
shall  be  made  by  the  hospital  authorities 
on  the  merits  and  training  of  the  physician. 
Such  a general  practice  section  shall  not 
per  se  prevent  approval  of  a hospital  for 
the  training  of  interns  and  for  residencies. 
The  criterion  of  whether  a physician  may 
be  a member  of  a hospital  staff  shall  not 
be  dependent  on  certification  by  the  var- 
ious specialty  boards  or  membership  in 
special  societies.” 

A report  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medi- 
cal Association:  “It  was  never  intended 
that  staff  appointments  in  hospitals  gen- 
erally, or  even  in  hospitals  approved  for 
residencies,  should  be  limited  to  board- 
certified  physicians  as  is  now  the  policy 
in  some  hospitals.  Such  policies,  if  prac- 
ticed extensively,  are  detrimental  to  the 
health  of  the  people,  and  therefore  to  Amer- 
ican medicine.  Hospital  staff  appointments 


should  depend  on  the  qualifications  of  phy- 
sicians to  render  proper  care  to  hospitalized 
patients  as  judged  by  the  professional  staff 
of  the  hospital  and  not  on  certification  or 
special  society  memberships.  In  this  opin- 
ion, the  council  has  the  full  concurrence  of 
the  Advisory  Board  for  Medical  Special- 
ties.” 

A resolution  adopted  concurrently  by  the 
American  Board  of  Surgery  and  the  Ad- 
visory Board  of  Medical  Specialties:  “The 
American  Board  of  Surgery  is  not  con- 
cerned with  measures  that  might  gain  spe- 
cial privileges  or  recognition  for  its  cer- 
tificants  in  the  practice  of  surgery.  It  is 
neither  the  intent  nor  has  it  been  the  pur- 
pose of  the  Board  of  Surgery  to  define  re- 
quirements for  membership  on  the  staff  of 
hospitals.  The  prime  object  of  the  board 
is  to  pass  judgment  on  the  education  and 
training  of  broadly  competent  and  respon- 
sible surgeons;  not  who  shall  or  shall  not 
perform  surgical  operations.  The  board 
specifically  disclaims  interest  in  or  recog- 
nition of  differential  emoluments  that  may 
be  based  on  certification.” 

It  is  my  belief  that  a section  of  general 
practice  can  be  a part  of  any  hospital  staff 
within  the  country.  I am  offering  as  a 
workable  basis  for  such  a plan  a reprint 
from  “Hospitals”  for  August,  1948. 
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EDITORIAL 


“The  Jumps” 

The  Irish  Sweepstakes  recently  attracted 
considerable  attention  before  its  running, 
and  by  a report  that  some  man  up  East  had 
a winning  ticket  which  paid  a handsome 
sum,  our  local  sport  pages  are  now  mention- 
ing the  Iroquois  Memorial  Steeple  Chase  as 
one  of  the  big  jump  events  in  America. 

These  jumps  are  recalled  as  we  watch  the 
way  the  critics  of  the  medical  profession 
jump  at  conclusions.  When  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion voted  a $25.00  assessment  on  each  of  its 
members,  these  critics  grabbed  their  pencils 
and  figured  the  Association  would  receive 
$3,000,000.00.  Of  course  the  critics  could 
think  such  a sum  could  not  be  spent  for  any 
purpose  other  than  a “slush  fund.”  So  here 
was  jump  number  one.  The  whole  truth  is 
that  the  sum  is  to  be  used  for  educational 
and  public  expense.  The  House  of  Dele- 
gates is  sure  that  if  the  public  knows  more 
about  socialized  medicine,  wholesale  pro- 
tests will  prevent  such  legislation. 

Jump  number  two  shows  how  ignorant 
our  critics  are.  The  American  Medical 
Association  is  not  composed  of  men  who 
would  know  how  to  handle  a “slush  fund.” 
By  making  the  accusation  the  critics 
showed  their  own  tactics  and  attributed 
similar  motives  to  the  Association. 

Jump  number  three  is  a real  reflection 
upon  the  intelligence  of  the  Medical  Associ- 
ation. If  the  critics  had  given  the  matter 


a second  thought  it  would  have  been  evi- 
dent that  a three  million  dollar  “slush 
fund”  is  mere  peanuts  money  when  com- 
pared to  the  first  seventy-five  million  dol- 
lars of  misappropriated  money  reported  by 
Representative  Forrest  A.  Harness’  Sub- 
Committee  which  investigated  unauthor- 
ized use  of  federal  money  by  the  bureau- 
crats interested  in  the  socialization  of  medi- 
cine. We  regret  that  the  Harness  Commit- 
tee did  not  complete  its  work  and  find  out 
how  much  more  than  $75,000,000  was  really 
used.  The  odds  of  three  to  seventy-five  plus 
are  prohibitive.  If  “slush  fund”  had  been 
contemplated  the  twenty-five  dollar  assess- 
ment would  have  been  very  greatly  in- 
creased. 

The  critics  riding  the  “slush  fund”  horse 
have  been  spilled  at  these  three  jumps  but 
we  will  continue  to  hear  of  “slush  fund” 
from  those  who  put  their  tongues  in  high 
before  they  start  their  brains. 

A jump  at  another  false  conclusion  was 
voiced  in  a recent  article  appearing  in  a 
Nashville  Sunday  paper.  A three  column 
head  reads  “Valuable  Medical  Care  Going 
to  Waste  for  Lack  of  Hospital  Teaching 
Patients.”  About  a column  is  used  in 
discussing  the  plight  of  Vanderbilt  and 
Meharry  Medical  Schools.  One  paragraph 
reads  “As  the  situation  exists  now,  the 
medical  schools  need  teaching  patients 
desperately  but  they  are  unable  to  pay 
the  cost  of  caring  for  them.  At  the  same 
time,  hundreds  of  indigents  in  the  area 
need  medical  care  but  are  likewise  unable 
to  pay  the  cost.” 

It  is  a matter  of  common  knowledge  that 
non-tax  supported  schools  are  in  financial 
difficulties.  School  men  know  their  prob- 
lems and  we  have  no  suggestions  to  offer. 
Some  way  must  be  found  to  carry  on  the 
engineering,  academic  and  all  other  depart- 
ments of  our  great  non-tax  supported  uni- 
versities. But  here  is  the  conclusion  of  the 
writer  of  the  article  so  far  as  medical  ed- 
ucation is  concerned : 

“Two  Possible  Solutions 
“In  other  words,  some  form  of  Na- 
tional Compulsory  Health  Insurance 
and  a program  of  public  education  are 
the  only  solutions. 

“In  the  meantime  medical  schools 
must  continue  to  operate,  so  long  as 
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possible,  under  conditions  which,  at 
best,  are  far  from  satisfactory. 

“The  great  danger,  medical  men  in 
Nashville  say,  is  this : the  medical 
schools  might  fold  up  before  help  is 
forthcoming,  an  eventuality  which  is 
nearer  to  reality,  in  their  opinion,  than 
most  persons  like  to  believe.” 

The  writer  of  the  article  frequently  at- 
tributes his  statements  to  “members  of  the 
medical  profession,”  and  gives  a direct  quo- 
tation : “Medical  men  say”  and  “one  young 
doctor  expressed  an  opinion.”  It  is  a very 
good  report  of  opinions  expressed  by  some 
unidentified  physicians. 

However,  it  seems  to  be  a long,  long 
jump  from  the  financial  difficulties  of  med- 
ical schools  to  the  conclusion  that  all  will 
be  well  if  we  would  only  establish  “SOME 
FORM  OF  NATIONAL  COMPULSORY 
HEALTH  INSURANCE.” 

Any  horse  that  can  take  a jump  that  long 
and  that  high  might  drop  his  rider  as  he 
goes  over. 


DEATHS 


Walter  O.  Faught,  D.D.S.,  Nashville,  a 
member  of  the  Tennessee  State  Medical 
Association,  aged  52,  died  March  5,  1949. 


Julian  Baker  Blue,  M.D.,  Memphis;  Uni- 
versity of  Louisville  School  of  Medicine, 
1907 ; aged  64;  died  January  25,  1949. 


Jacob  Lake  McClary,  M.U.,  Cleveland; 
University  of  Nashville  Medical  Depart- 
ment, 1908;  died  January  21,  1949. 


Robert  Lee  Dossett,  M.D.,  Tullahoma; 
University  of  Tennessee  College  of  Medi- 
cine, 1908;  aged  68;  died  March  27,  1949. 


William  Floyd  Boze,  M.D.,  Elmwood; 
University  of  Tennessee  College  of  Medi- 
cine, 1892;  aged  79;  died  March  11,  1949. 


RESOLUTIONS 


Dr.  James  Patrick  Owens 

Dr.  J.  P.  Owens  died  at  his  home  at  565 
East  Gage  in  Memphis,  Tennessee  on  Oc- 
tober 5,  1948,  after  a short  illness. 

Born  in  Paducah,  Kentucky,  on  October 
25,  1886,  Dr.  Owens  came  to  Memphis  with 
his  parents,  the  late  William  J.  and  Nettie 
Owens,  when  a boy  and  received  his  early 
education  in  the  parochial  schools  here, 
graduating  from  Christian  Brothers  Col- 
lege. 

His  medical  education  came  from  the 
College  of  Physicians  and  Surgeons  which 
later  was  taken  over  by  the  University  of 
Tennessee.  He  received  his  M.D.  degree 
in  1910  and  was  president  of  his  class. 
Dr.  Owens  took  postgraduate  work  in 
Vienna  and  in  Dresden,  Germany,  special- 
izing in  pediatrics. 

Returning  to  Memphis,  Dr.  Owens  en- 
tered general  practice.  He  was  instructor 
at  the  University  of  Tennessee  Medical  Col- 
lege. 

He  was  in  the  Army  Medical  Corps  in 
World  War  I,  and,  after  two  years  over- 
seas’ service  was  discharged  with  the  rank 
of  Major. 

He  was  on  the  staff  of  St.  Joseph  Hospital 
and  was  president  of  the  staff  in  1945. 

Dr.  Owens  was  a member  of  Phi  Rho 
Sigma  medical  fraternity  and  a communi- 
cant of  St.  Thomas  Catholic  Church. 

He  leaves  his  wife,  Mrs.  Elizabeth 
McLeary  Owens;  a daughter,  Mrs.  Mary 
Kathleen  Owens  Cox;  a son,  William  J. 
Owens;  and  a grandson.  J.  P.  Owens  II, 
all  of  Memphis. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
February,  1949) 


Dr.  Lewie  Reynolds  Polk 

Dr.  Lewie  Reynolds  Polk  died  suddenly 
at  his  home  on  December  18. 

Born  in  Millington,  Tennessee,  December 
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8,  1885,  the  son  of  William  E.  and  Lena 
Wesson  Polk,  Dr.  Polk  was  a life  long  res- 
ident of  Shelby  County.  He  received  his 
early  education  in  the  public  schools  there, 
graduating  from  Millington  High  School. 
He  attended  the  University  of  Tennessee  at 
Knoxville  and  graduated  from  the  old 
Memphis  Hospital  Medical  College  (later 
University  of  Tennessee)  in  1909.  He  was 
resident  physician  for  the  Shelby  County 
Hospital. 

Dr.  Polk  was  active  in  church  work,  a 
charter  member  and  one  of  the  founders  of 
Temple  Baptist  Church.  He  was  also  active 
in  fraternal  circles,  having  held  highest 
offices  in  Masonry  in  Tennessee. 

Dr.  Polk  had  no  hobbies  except  his  work 
in  fraternal  circles. 

He  leaves  his  wife,  Mrs.  Verlie  Davidson 
Polk ; a daughter,  Mrs.  V.  A.  Patterson ; a 
son,  Lewie  R.  Polk,  Jr.;  a sister,  Mrs.  W. 
F.  Bridewell,  and  two  grandchildren,  Sam 
Polk  Patterson  and  Jane  Patterson,  all  of 
Memphis. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
February,  1949) 


Dr.  Walter  Thomas  Swink 
Dr.  Walter  Thomas  Swink  died  on 
December  20,  1948,  age  78. 

Born  August  20,  1870  in  Medon,  Ten- 

Inessee,  the  son  of  George  W.  and  Lyde 
Buchanan  Swink,  he  received  his  early 
education  in  the  public  schools  there.  He 
later  attended  Union  University  at  Jack- 
son,  Tennessee  and  the  University  of  Ten- 
nessee at  Knoxville.  He  received  his  M.D. 
degree  from  the  College  of  Physicians  and 
Surgeons  at  Chicago  in  1896  and  did  post- 
graduate work  at  Harvard  and  at  Vander- 
bilt. 

Dr.  Swink  began  practice  at  Medon  and 
was  county  health  officer  in  Madison  Coun- 
ty. He  moved  to  Memphis  in  1910. 

Becoming  associated  with  the  University 
of  Tennessee  in  teaching  capacity,  Dr. 
Swink  was  on  the  staff  of  practically  all 
Memphis  hospitals.  He  was  a Fellow  of 
the  American  College  of  Phvsicians. 

Answering  the  call  of  his  country,  Dr. 


Swink  was  attached  to  Unit  P and  later  to 
Base  Hospital  57.  He  was  discharged  with 
the  rank  of  Lieutenant  Colonel  and  was  a 
Colonel  in  the  Reserve  Corps. 

Dr.  Swink  had  no  hobbies  but  spent  his 
time  studying.  He  was  a member  of  Union 
Avenue  Baptist  Church. 

He  leaves  his  wife,  Mrs.  Bertha  Mills 
Swink;  two  daughters,  Mrs.  Katrina  War- 
wick and  Mrs.  Edith  Rogers,  all  of  Mem- 
phis; and  a son,  W.  C.  Swink  of  Blytheville, 
Arkansas. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
February,  1949) 


Dr.  William  Egbert  Ragsdale 

Born  at  Milan,  Tennessee,  June  10,  1881, 
the  son  of  W.  P.  and  Annie  Williams  Rags- 
dale, Dr.  Ragsdale  received  his  early  edu- 
cation in  the  public  schools  of  Milan. 

Following  his  decision  to  study  medicine 
he  entered  the  University  of  Nashville 
Medical  College,  which  he  attended  two 
years,  and  transferred  to  the  College  of 
Physicians  and  Surgeons  at  Memphis  from 
which  he  graduated  in  1908  with  the  de- 
gree of  Doctor  of  Medicine. 

Following  his  graduation,  Dr.  Ragsdale 
began  the  practice  of  medicine  in  Memphis 
where  he  has  been  active  until  the  time  of 
his  death  on  December  8.  He  was  active 
in  church  and  civic  affairs,  a member  of 
St.  John’s  Methodist  Church,  also  a 
Shriner,  member  of  the  Lions  Club  and 
Chicasaw  Golf  Club. 

Dr.  Ragsdale  was  a member  of  Alpha 
Kappa  Kappa  Medical  Fraternity  and  an 
active  member  of  the  staff  of  St.  Joseph’s 
Hospital  for  many  years. 

He  was  a lover  of  the  outdoors,  an  ar- 
dent fisherman  and  huntsman. 

He  leaves  his  wife,  Mrs.  Louise  Moore 
Ragsdale ; two  daughters,  Mrs.  Samuel 
H.  Mays  and  Miss  Marjorie  Ragsdale  of 
Memphis;  a son,  W.  E.  Ragsdale,  Jr.,  of 
Rochester,  Minnesota;  and  two  grandsons, 
Samuel  H.  Mays,  Jr.,  and  Jack  Ragsdale. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
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C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
February,  1949) 


Dr.  John  Lucius  McGehee 

Again  we  must  chronicle  the  loss  of  one 
of  the  most  outstanding  surgeons  in  the 
Mid-South.  After  forty-six  years  in  the 
practice  of  medicine  and  surgery  in  the  city 
of  Memphis,  Lucius  McGehee  died  at  the 
Baptist  Hospital  on  February  16,  1949, 
after  having  had  an  acute  heart  attack  only 
a few  days  previously.  On  that  day  there 
passed  away  a man  whose  outstanding  abil- 
ity in  his  field  of  surgery,  whose  almost  un- 
rivaled capacity  as  a teacher  and  leader, 
and  whose  devotion  to  duty  made  him  a 
place  in  the  minds  and  hearts  of  his  friends, 
acquaintances,  patients  and  students  that 
is  rarely  achieved  by  any  physician. 

Although  above  the  draft  age  at  the  be- 
ginning of  World  War  I,  he  volunteered 
his  services,  and,  with  the  rank  of  Major, 
M.C.,  he  was  given  the  post  of  adjutant 
and  served  as  one  of  the  senior  surgeons 
at  Base  Hospital  No.  15,  located  at  Chau- 
mont,  France,  then  General  Pershing’s 
headquarters.  Here  his  ability  as  an  ad- 
ministrator and  his  skill  as  a surgeon  were 
recognized  throughout  military  circles. 
Soon  after  his  return  to  Memphis  he  was 
elected  president  of  the  Memphis  and 
Shelby  County  Medical  Society. 

As  professor  of  Surgery  of  the  Univer- 
sity of  Tennessee,  College  of  Medicine,  and 
as  head  of  that  department  at  the  John 
Gaston  Hospital,  he  was  renowned  for  the 
meticulous  care  with  which  he  approached 
a surgical  problem.  He  always  maintained 
that  no  surgical  condition  was  so  trivial 
that  it  should  not  be  carefully  worked  up 
prior  to  operation.  At  the  operating  table 
his  technic  was  marked  by  its  careful  pre- 
ciseness. His  many  professional  honors 
and  affiliations  attest  to  his  ability  as  a 
surgeon.  His  many  friends  and  admirers 
are  evidence  of  his  capacity  for  making 
strong  friendships.  He  continuously 
strengthened  these  friendships  by  his  per- 
sonal warmth — that  tie  that  alone  binds 
worthwhile  people  together. 

Lucius  McGehee  has  gone  to  join  a host 


of  his  old  professional  friends  in  the  great 
hereafter,  where  he  will  be  among  those 
at  the  head  of  the  list.  Those  of  us  who 
are  left  will  always  remember  him  for 
what  he  was,  and  for  what  he  stood.  He 
was  the  kind  of  man  who  is  not  soon  for- 
gotten. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
March,  1949) 


Dr.  Julian  Baker  Blue 

On  the  evening  of  January  25,  1949, 
while  attending  the  annual  meeting  of  the 
Medical  Staff  of  the  Methodist  Hospital,  Dr. 
J.  B.  Blue,  who  had  been  a member  of  that 
staff  since  the  Methodist  Hospital  was  first 
organized,  suffered  a sudden  heart  attack 
and  succumbed  an  hour  and  a half  later  at 
the  hospital.  Thus,  without  any  former 
evidence  of  cardiac  pathology,  there  passed 
away  a man  who  exemplified  most  of  those 
virtues  and  attributes  that  one  hopes  to 
find  but  rarely  does.  He  was  a gentleman, 
a scholar,  a real  physician  and  a friend. 

In  writing  about  one’s  best  friends  it  is 
difficult  to  draw  a true  picture,  lest  the 
portrayal  be  thought  to  be  overestimated  or 
biased.  In  attempting  to  describe  a man 
such  as  J.  B.  Blue,  it  would  be  difficult  to 
overvalue  any  of  those  traits  that  charac- 
terized him. 

Occasionally  in  the  span  of  one’s  life  a 
man  is  found  who  inherently  possesses  and 
embodies  those  finer  qualities  that  any  man 
would  envy.  Such  a man  was  J.  B.  Blue. 
An  innate  sense  of  honesty  that  could  under 
no  circumstances  permit  him  to  deviate 
from  the  true  paths  of  justice  and  truth 
was  his.  Zeal  and  a keen  inquiring  mind 
that  enabled  him  to  separate  the  wheat 
from  the  chaff  and  use  it  to  the  advantage 
of  his  patients  and  friends,  together  with 
the  ability  to  apply  the  knowledge  gar- 
nered from  an  extensive  professional  and 
human  experience,  placed  him  at  the  head 
of  his  profession.  Pretense  and  prejudice 
played  no  part  in  his  make-up;  he  detested 
exhibitionism  and  exploitation  of  friend 
or  fellow-man. 
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Super-man?  Definitely  no — but  definite- 
ly a man  and  a gentleman  in  the  truest 
sense.  Weakness?  Yes — those  weaknesses 
of  the  body  but  few  of  the  character  or  the 
mind.  His  Hippocratic  oath  was  sacred  to 
him  and  it  was  inviolate.  He  never  failed 
to  command  respect. 

As  a physician  his  skill  in  the  fields  of 
ophthalmology  and  otolaryngology  and  his 
knowledge  of  human  nature  placed  him 
among  the  leaders  of  his  specialty.  His 
popularity  and  his  ability  as  a physician 
were  recognized  by  his  professional  col- 
leagues who  elected  him  to  the  presidency 
of  the  Memphis  and  Shelby  County  Medical 
Society,  and  gained  for  him  many  honors 
in  the  medical  world. 

“J.  B.’s”  kind  heart — that  part  of  him 
that  was  mortal — failed  him.  That  part 
that  was  left  behind — that  part  that  made 
him  “J.  B.,”  the  man  and  the  friend  of 
man — still  lives. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
March,  1949) 


Dr.  J.  L.  McClary 

On  January  21,  1949,  Dr.  J.  L.  McClary 
of  Cleveland,  Tennessee,  joined  that  great 
Association  of  Tennessee  Physicians  who, 
having  served  faithfully  and  to  their  ut- 
most, have  passed  on  to  a well  earned  rest. 

For  fifty-two  years,  on  horseback,  by 
buggy  and  by  automobile,  in  his  home,  in 
his  office,  in  the  hospital,  and  in  countless 
homes  of  his  patients  throughout  Bradley, 
Polk  and  surrounding  counties,  Dr.  McClary 
gave  without  stint  of  his  great  physical 
strength,  his  wisdom  and  his  skill  to  those 
who  called  upon  him  for  help.  Even  in 
his  last  illness  he  repeatedly  rose  from  his 
bed  to  administer  to  the  ills  of  those  trust- 
ing patients  who  came  to  his  home  for  a 
last  bestowal  of  the  help  he  had  never 
denied  them. 

In  recognition  of  this  remarkably  long- 
service,  Dr.  McClary  was  presented  two 
years  ago  with  the  fifty-year  pin  of  the 
Tennessee  State  Medical  Association,  the 


first  Bradley  County  physician,  we  believe, 
to  receive  this  award. 

The  great  host  of  friends  and  patients 
and  genuine  admirers  who  made  inquiry 
during  his  last  illness  and  who  called  at  his 
home  after  his  death  bore  unassailable  testi- 
mony of  the  great  esteem  in  which  he  was 
held. 

Be  it  therefore  resolved,  That  we,  the 
living,  of  the  Bradley  County  Medical  So- 
ciety deplore  the  death  of  this  truly  great 
and  worthy  associate  and  offer  our  heart- 
felt sympathy  to  his  bereaved  family. 

Be  it  further  resolved,  That  we  publish 
these  resolutions  in  our  State  Medical 
Journal  and  send  a copy  to  the  family. 

D.  N.  Arnold,  M.D. 

E.  R.  Ferguson,  M.D. 

Claud  Taylor,  M.D. 

C.  T.  Speck,  Jr.,  M.D.,  Secretary 


Dr.  Harry  Gray  McNamee 

Dr.  Harry  Gray  McNamee  died  at  Ken- 
nedy General  Hospital  on  November  7,  1948 
after  an  illness  of  six  months. 

Born  at  Grand  Junction,  Tennessee  on 
December  21,  1911,  Dr.  McNamee  received 
his  early  education  at  that  place  and  at  Ten- 
nessee Military  Institute  from  which  he 
graduated.  His  premedical  education  was 
at  Vanderbilt  University.  Entering  the 
University  of  Tennessee,  Dr.  McNamee  re- 
ceived his  M.D.  degree  in  1937. 

He  interned  at  Philadelphia  General 
Hospital  for  two  years  and  was  surgical 
resident  there  for  three  years.  From  there 
he  entered  the  Army  Medical  Corps  where 
he  served  his  country  for  four  and  a half 
years.  He  was  Chief  of  Surgery  of  the 
24th  Station  Hospital  in  India  and  Pales- 
tine. He  was  discharged  after  the  war  with 
the  rank  of  Lieutenant  Colonel. 

Returning  to  Memphis,  Dr.  McNamee 
was  surgeon  of  the  International  Harvester 
Company  until  the  time  of  his  illness.  He 
was  instructor  in  surgery  of  the  University 
of  Tennessee  for  the  past  year. 

Dr.  McNamee  was  a Methodist,  a member 
of  Phi  Chi  Medical  Fraternity  and  Sigma 
Nu.  He  was  a member  of  the  Army  and 
Navy  Club. 

He  leaves  his  wife,  Mrs.  Rosalie  Steiner 
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McNamee;  his  four-months-old  son,  H.  G. 
McNamee  III,  both  of  Memphis;  his  par- 
ents, Mr.  and  Mrs.  H.  G.  McNamee,  Sr. 
of  Grand  Junction;  two  sisters,  Mrs.  W.  B. 
Davis  of  Murray,  Kentucky  and  Mrs. 
Everett  Scott  of  LaGrange,  Tennessee. 

S.  S.  Evans,  Chairman 
Wilson  Searight 
C.  D.  Blassingame 
Otis  Warr 

(Reprinted  from  the  Memphis  Medical  Journal, 
February,  1949) 


SECRETARY'S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


Dear  Doctor: 

The  American  Medical  Association  is 
being  besieged  with  letters  from  physicians 
now  on  active  duty  with  the  armed  forces, 
and  from  their  families,  in  connection  with 
their  possible  retention  on  active  duty 
owing  to  the  urgent  need  for  medical  of- 
ficers. 

Most  of  these  doctors  will  soon  complete 
two  years  of  active  duty  following  govern- 
ment-sponsored and  supported  A.S.T.P. 
and  V-12  medical  training  during  the  war. 

Dr.  James  C.  Sargent,  Milwaukee,  chair- 
man of  the  A.M.A.  Council  on  National 
Emergency  Medical  Service,  said  that  “the 
A.M.A.  supports  Defense  Secretary  James 
Forrestal  wholeheartedly  in  his  efforts  to 
stimulate  voluntary  enlistments  by  the 
8,000  civilian  physicians,  who  received  all 
or  part  of  their  professional  training  at 
government  expense  and  who  saw  little  or 
no  military  service.  There  are  also  7,000 
physicians  who  paid  for  their  own  educa- 
tion, but  who  were  deferred  from  their 
wartime  draft  to  continue  their  medical 
education.” 

Continuing,  Dr.  Sargent  said : 

“It  is  the  moral  obligation  of  these  men 
to  volunteer  their  services  so  that  those 
doctors  now  on  active  duty,  who  have  met 
their  obligation  following  government- 
sponsored  medical  training,  may  be  released 
at  the  conclusion  of  their  two  year  tour  of 
duty.  We  are  hopeful  that  a sufficient  num- 
ber of  doctors  among  those  who  have  not 
served  on  active  duty  with  the  armed  forces 


will  volunteer  so  that  a doctor  draft  can  be 
avoided  and  no  medical  officers  who  have 
completed  their  tour  of  active  duty  will  be 
retained.” 

Pushes  fight  against  state  medicine.  At 
its  53rd  annual  convention  in  Chicago  re- 
cently, the  Illinois  Society  of  the  Daughters 
of  the  American  Revolution  adopted  a res- 
olution reaffirming  its  stand  against  the 
establishment  of  compulsory  sickness  in- 
surance in  the  United  States.  Mrs.  Roscoe 
C.  O’Byrne,  Brooksville,  Ind.,  president- 
general,  led  the  discussion  on  the  resolu- 
tion. 

Sincerely  yours, 

George  F.  Lull,  M.D. 

Secretary  and  General  Manager. 


AND  WE  QUOTE 


Shouldn’t  Doctors  Have  Rights  Too?* 

If  medicine  is  to  be  socialized,  asks  a well-known 
radio  commentator,  why  not  any  other  profession 
or  business  ? 

Henry  J.  Taylor 

As  Chief  of  the  Federal  Security  Ad- 
ministration, Oscar  M.  Ewing  is  staging 
a campaign  to  socialize  medicine  in  the 
United  States,  most  of  our  practicing 
physicians  protest  that  socialized  medicine 
would  cost  them  their  independence  and 
make  them  puppets  of  Washington.  But, 
says  Mr.  Ewing,  there  are  so  few  doctors, 
only  180,000  compared  to  the  total  popula- 
tion of  the  country,  that  the  effect  of 
socialization  on  doctors  individually  is 
unimportant.  Unimportant,  he  means, 
compared  to  what  he  thinks  will  be  the 
effect  on  the  health  of  the  population. 

Now,  a doctor  is  an  American  citizen. 
His  individual  rights  are  no  less  important 
because  he  is  outnumbered.  This  Republic 
is  obligated  to  protect  the  minority  as  it 
is  to  respect  the  majority. 

It  is  neither  moral  nor  just  to  disregard 
the  honest,  individual  rights  of  one  single 
man  or  woman  or  enterprise  in  this  nation 


*“Your  Land  and  Mine,”  a General  Motors  pro- 
gram, broadcast  over  ABC  network,  December 
27,  1948.  Published  by  permission  from  The 
Reader’s  Digest,  April,  1949. 
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on  any  claim  that  to  do  so  is  for  the  good 
of  a majority.  That’s  totalitarian  talk. 

The  amazing  thing  is  how  far  we’ve 
gone  down  the  road  of  totalitarian  ideas 
in  our  country  without  knowing  it.  Yet 
we  fought  a great  war  against  this  very 
kind  of  thinking.  This  basic  argument 
was  Stalin’s  argument  when  he  as- 
sassinated the  wheat  farmers  of  the 
Ukraine.  Stalin’s  motives  and  method 
were  very  different.  But  his  principle  was 
the  same.  What  did  a few  farmers  amount 
to  compared  to  the  whole  population? 

1 myself  heard  Hitler  argue  that  same 
principle  in  Germany.  What  did  a mere 
handful  of  Jews — a mere  600,000 — amount 
to,  compared  to  80  million  other  Germans? 

Mr.  Ewing  and  other  socializers  here 
have  their  countries  mixed.  This  is  Amer- 
ica. It  should  not  be  confused  with  Russia 
or  Germany  or  even  Britain.  I think  the 
doctors  of  our  country  will  make  them- 
selves heard. 

Let  Mr.  Ewing  lay  his  hand  on  one  single 
doctor,  and  he  will  do  so  to  your  peril — 
whoever  you  may  be  and  whatever  work 
you  may  do — and  to  the  peril  of  this  coun- 
try. For  if  doctors  can  be  socialized,  why 
cannot  dairymen  be  socialized  ? More  people 
need  milk  every  day  than  need  doctors.  Why 
cannot  insurance  salesmen  or  authors  or 
coal  miners  be  nationalized? 

If  socialization  of  doctors  is  good  for  so- 
ciety— no  matter  how  bad  it  is  for  doctors 
themselves — why  isn’t  socialization  of  any- 
thing equally  good  for  society?  The  answer 
is  that  socialization  isn’t  good  for  society — 
that  it  finally  turns  out  simply  to  be  a poli- 
tician’s paradise. 

I say  the  No.  1 challenge  for  statesman- 
ship, in  government,  in  business  and  in 
labor,  is  to  safeguard  from  political  con- 
trol the  independence  of  the  professions,  of 
business  and  of  working  people,  farmers, 
artists,  students  and  doctors. 

The  whole  idea  that  political  control  of 
our  lives  and  work  is  the  trend  of  the  future 
should  be  retired  into  the  obscurity  from 
which  it  is  a pity  it  ever  emerged.  Here 
stands  the  last  firm,  untouched  foothold  of 
freedom  in  all  the  world.  Guard  it  well. 


NEWS  NOTES  AND  COMMENTS 


The  Cook  County  Graduate  School 

The  Cook  County  Graduate  School  of 
Medicine  of  Chicago  has  arranged  two 
courses  that  will  be  of  special  interest  to 
some  of  the  members  of  the  Tennessee 
State  Medical  Society.  A Two  Weeks’  In- 
tensive Personal  Course  in  the  “Diagnosis 
and  Treatment  of  Congenital  Malforma- 
tions of  the  Heart’’  will  be  offered  by 
Benjamin  M.  Gasul,  M.D.,  starting  Monday, 
June  13.  A Two  Weeks’  Intensive  Personal 
Course  in  “Cerebral  Palsy”  will  be  offered 
by  M.  A.  Perlstein,  M.D.,  starting  Monday, 
August  1.  These  physicians  are  Members 
of  the  Attending  Staff  of  the  Cook  County 
Hospital. 


George  E.  Duncan,  M.D.,  announces  the 
opening  of  his  offices  at  137  Seventh  Ave- 
nue, North,  Nashville,  Tennessee  for  the 
practice  of  Medicine  and  Surgery. 


New  Jersey  D.A.R.  Against  Compulsory 
Health  Insurance 

Opposition  to  Federal  compulsory  health 
insurance  was  announced  March  18th  by 
the  New  Jersey  Society  of  the  Daughters 
of  the  American  Revolution.  The  stand 
was  voiced  in  a resolution  passed  unani- 
mously by  delegates  attending  a 2-day  con- 
vention in  the  State  House. 


MEDICAL  SOCIETIES 


A nderson-Campbell  Counties : 

The  Anderson-Campbell  County  Medical 
Society  met  on  March  31,  1949  at  the  home 
of  Dr.  P.  T.  Howard. 

Following  the  usual  business  session,  Dr. 
G.  B.  Brown,  President,  introduced  the 
speaker  of  the  evening,  Dr.  J.  W.  Hayes  of 
Clinton.  Dr.  Hayes  presented  a paper  on 
“Left-handedness  in  Children”  in  which  he 
stated  that  there  is  no  proof  that  the  en- 
couragement of  the  child  to  revert  from  the 
use  of  the  left  hand  in  writing,  eating,  etc., 
to  right-handedness  is  detrimental  in  later 
life. 
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After  a round-table  discussion  of  the 
paper,  the  meeting  was  adjourned. 

Roscoe  C.  Pryse,  M.D.,  Secretary. 


Davidson  County: 

March  8 : “Defense  Mechanism  of  the  Host 
in  Relation  to  the  Chemotherapy  of 
Acute  Bacterial  Infections,”  by  Dr. 
William  Barry  Wood,  Jr.,  Professor 
of  Medicine,  Washington  University 
School  of  Medicine,  St.  Louis,  Mo. 
March  22:  Psychiatric  Program,  Moder- 
ator, Dr.  O.  S.  Hauk.  Collaborators: 
Dr.  Henry  B.  Brackin  and  Dr.  Earl 
Dorris. 

April  5:  “Health  Needs  in  25,000  School 
Children,”  by  Dr.  Renee  Zindwer. 

A memorial  service  for  the  members  of 
the  Academy  who  have  died  during  the 
past  year  was  held  preceding  the  scien- 
tific program. 


List  of  Officers  for  1949 
Bradley  County 

Wm.  A.  Garrott,  Cleveland  President 

S.  J.  Sullivan,  Cleveland  Vice-President 

C.  T.  Speck,  Jr.,  Cleveland 

Secretary-Treasurer 

Cumberland  County 
W.  S.  Dooley,  Crossville  President 

V.  L.  Lewis,  Crossville 

Secretary-Treasurer 

Franklin  County 

Chas.  B.  Keppler,  Sewanee  President 

H.  T.  Kirby-Smith,  Sewanee  Vice-President 
George  L.  Smith,  Winchester 

Secretary-T  reasurer 

Humphreys  County 


J.  C.  Armstrong,  Waverly  President 

H.  C.  Capps,  Waverly  Secretary-Treasurer 

Lawrence  County 

T.  J.  Stockard,  Lawrenceburg  President 


W.  O.  Crowder,  Lawrenceburg 

Vice-President 

L.  C.  Harris,  Jr.,  Lawrenceburg 

Secretary-Treasurer 

Maury  County 

D.  B.  Andrews,  Columbia  President 

E.  K.  Provost,  Columbia  Vice-President 
W.  N.  Cook,  Columbia  Secretary -Treasurer 


Montgomery  County 

F.  A.  Martin,  Cumberland  City  President 
Wm.  G.  Lyle,  Clarksville  Vice-President 
Edward  P.  Cutter,  Clarksville 

Secretary-Treasurer 

Roane  County 

T.  L.  Bowman,  Harriman  President 

K.  A.  O’Connor,  Oak  Ridge  Vice-President 
H.  B.  Ruley,  Oak  Ridge 

Secretary-T  reasurer 

Scott  County 

D.  T.  Chambers,  Norma  President 

M.  F.  Frazier,  Oneida  Vice-President 

Milford  Thompson,  Oneida 

Secretary -Treasurer 


Greene  County: 

The  regular  monthly  meeting  of  the 
Greene  County  Medical  Society  met  in  the 
Brumley  Hotel,  April  5th  at  6:30  P.M. 

Following  dinner  the  President,  Dr.  Hal 
Henard  introduced  the  guest  speaker  for 
the  evening.  Dr.  Luke  Ellenburg  of 
Greeneville  read  a very  excellent  paper  on 
“Psychosomatic  Medicine  Practicable  by 
the  General  Practitioner.”  After  consid- 
erable discussion  of  the  paper,  Dr.  C.  B. 
Laughlin  made  a motion  which  was 
seconded  by  Dr.  Dale  Brown  that  Dr.  Ellen- 
burg’s  paper  be  sent  to  the  Tennessee  Medi- 
cal Association  for  publication  in  the 
journal. 

V.  Robert  Bottomley,  M.D., 

Secretary-T  reasurer 


OTHER  MEDICAL  SOCIETIES 


The  Southeastern  Surgical  Congress 

The  Seventeenth  Annual  Assembly  of 
The  Southeastern  Surgical  Congress  will 
be  held  in  Biloxi,  Mississippi,  The  Buena 
Vista  Hotel,  May  23,  24,  25,  26,  1949. 

There  will  be  forty-three  papers  pre- 
sented by  distinguished  surgeons  from  the 
South  and  throughout  the  country.  This 
is  a very  comprehensive  program  and  the 
medical  profession  will  do  well  to  take  ad- 
vantage of  this  opportunity  to  hear  these 
men. 

For  further  information  address  B.  T. 
Beasley,  M.D.,  Secretary-Treasurer. 
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ANESTHESIA 

By  H.  M.  Aushhrman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Drugs  and  Methods  for  the  “Occasional”  Anes- 
thetists. R.  M.  Waters.  Postgraduate  Medicin-*. 

Vol.  3,  pp.  77-84,  February,  1948. 

It  is  suggested  that  those  who  must  administer 
an  occasional  anesthetic — the  student,  interne,  the 
general  practitioner,  the  young  surgeon,  and  the 
embryo  specialist — ought  to  begin  by  learning 
about  a minimum  number  of  drugs  and  methods. 
After  mastery  of  these,  he  may  wisely  proceed  to 
more  complex  efforts. 

The  author  states  that  four  agents,  namely 
nitrous  oxide,  ether,  chloroform  and  procaine, 
with  relatively  simple  apparatus,  in  the  hands  of 
any  conscientious  and  competent  physician,  can 
provide  safe,  pleasant,  and  adequate  anesthesia 
for  the  majority  of  the  operations  in  modern 
surgical  practice.  Since  opiates,  barbiturates  and 
tribromethanol  (avertin)  are  respiratory  depres- 
sants, they  should  be  avoided.  Since  ethyl  chlor- 
ide, ethylene,  cyclopropane,  vinyl  ether,  trichlor- 
ethylene  and  the  newer,  nonvolatile  agents  vary 
from  the  older  ones  in  potency  and  pharmaco- 
logical characteristics,  they  should  be  avoided  by 
the  inexperienced  anesthetists.  These  newer 
agents  possess  no  outstanding  advantage  which 
skill  with  nitrous  oxide,  ether,  chloroform,  and 
procaine  cannot  match.  The  dangers  of  nitrous 
oxide  have  been  greatly  exaggerated  in  recent 
years  and  are  enhanced  by  the  injudicious  use  of 
depressant  drugs.  Ether,  skillfully  administered, 
can  be  made  to  produce  satisfactory  anesthesia  for 
nearly  all  operations  during  which  a source  of 
ignition  is  not  present.  Chloroform  offers  an  agree- 
able means  of  inducing  unconsciousness  for  a brief 
operation  or  for  induction  before  ether.  Its  ad- 
ministration is  not  as  dangerous  as  supposed  if 
the  following  safeguards  are  taken.  First,  patience 
and  deliberation  in  increasing  the  vapor  tension; 
second,  constant  palpation  of  the  patient’s  pulse, 
and  third,  addition  of  oxygen  to  the  respired  at- 
mosphere. 

Procaine  being  a well  established  local  anesthetic, 
is  more  thoroughly  understood  than  the  other 
agents,  so  it  is  recommended  as  the  occasional 
anesthetist’s  local  agent.  If  the  spinal  method 
is  used  by  the  beginner,  procaine  is  probably  his 
safest  drug. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Morphine  Suppression  of  Urinary  Output  in  Preg- 
nant and  Nonpregnant  Women.  Otto  F.  Kraus- 
haar,  M.D.,  James  T.  Bradbury,  Sc.D.,  Y.  K. 
Wang,  M.D.,  and  Willis  E.  Brown,  M.D.,  Iowa 
City,  Iowa.  American  Journal  Obstetrics  and 
Gynecology,  Vol.  57,  No.  2,  pp.  302-310, 
February,  1949. 

The  effect  of  morphine  on  urinary  output  has 
been  a controversial  subject  as  indicated  in  a re- 
view of  the  literature  by  Ferrier  and  Sokoloff. 
These  authors  presented  evidence  of  the  antidiu- 
retic action  of  morphine  and  Demerol  in  patients 
with  congestive  heart  failure.  In  1944  and  1945, 
the  antidiuretic  effect  of  morphine  in  dogs  was 
described  by  DeBodo,  who  concluded  that  this 
effect  was  due  to  release  of  antidiuretic  principle 
from  the  neurohypophysis.  The  studies  here  pre- 
sented began  in  May,  1947,  shortly  after  an  ap- 
parent suppression  of  urinary  output  was  noted 
following  the  administration  of  morphine  to  several 
patients  with  eclampsia  or  severe  pre-eclampsia. 
It  was  decided  to  determine  the  effect  of  a single 
injection  of  morphine  on  the  urinary  output  of 
normal  pregnant  and  nonpregnant  women.  Eleven 
normal  nonpregnant  and  four  normal  pregnant 
women  and  two  patients  with  diabetes  insipidus 
were  given  intravenous  infusions  of  5 per  cent 
dextrose  and  their  urinary  outputs  were  measured 
for  twenty-four  hours.  After  several  days,  the 
procedure  was  repeated  with  the  patient  receiv- 
ing  morphine  sulphate,  % grain  (16  mg.),  intra- 
muscularly at  the  time  the  intravenous  infusion 
was  begun.  The  results  obtained  on  the  control 
day  were  compared  with  those  obtained  on  the 
morphine  day.  During  the  intravenous  admin- 
istration of  5 per  cent  dextrose  at  a constant 
rate  over  a five-hour  period  in  normal  subjects, 
there  is  an  initial  diuresis  in  the  first  two  hours 
followed  by  a decrease  in  urinary  output.  A single 
dose  of  morphine  caused  a suppression  of  urinary 
output  which  tended  to  eliminate  the  initial  diuretic 
surge  normally  seen  in  the  first  two  hours.  This 
was  a constant  effect  but  varied  in  degree.  On 
morphine  test  days,  as  compared  with  control  days, 
there  was  no  increase  of  specific  gravity  or  chloride 
concentration  of  the  urine.  Hematocrit  determina- 
tions taken  before  the  infusion  and  again  eight 
hours  later  were  unchanged  during  both  control 
and  morphine  days.  Two  patients,  one  pregnant, 
were  given  single  injections  of  Pitressin.  There 
was  an  increased  concentration  of  urinary  chlor- 
ides and  an  increase  in  total  chlorides.  One  pa- 
tient had  suppression  of  urinary  output  and  the 
other  showed  an  output  about  equal  to  that  on 
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control  day.  Two  patients  with  diabetes  insipidus 
demonstrated  suppression  urinary  output  when 
given  morphine.  In  one  instance  the  total  chlor- 
ides were  decreased  and  in  the  other  they  re- 
mained unchanged.  These  observations  suggest 
that  the  data  from  dog  experiments,  indicating 
that  morphine  causes  a release  of  antidiuretic 
hormone  from  the  neurohypophysis,  cannot  be 
accepted  in  explanation  of  the  antidiuretic  effect 
of  morphine  in  normal  women.  The  one  constant 
result  obtained  in  this  series  of  observations  was 
the  suppression  of  urinary  output  after  a single 
injection  of  morphine.  The  degree  of  suppression 
varied  from  patient  to  patient,  with  the  age  factor 
appearing  to  be  most  important. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Personal  Factors  of  Accident  Proneness.  I.  Csillag, 

and  E.  Hedri.  Industrial  Medicine,  Vol.  18,  No. 

29,  January,  1949. 

Surgical  Hospital  No.  Ill  at  the  University  of 
Budapest  handles  20,000  casualties  yearly  and 
the  influence  of  personal  factors  was  investigated 
in  a study  of  causal  relationships. 

Casualties  were  classified  into:  A.  Those  where 
personal  factors  were  implicated,  and  B.  Where 
personal  factors  could  have  no  part.  Group  A 
was  studied  only  and  recurrent  accidents  were 
considered  solely.  A scientific  questionnaire  form, 
inquiring  into  the  environment  and  the  sociolog- 
ical and  mental  background  of  the  patients,  was 
completed.  In  addition,  certain  tests  were  com- 
pleted. One  hundred  cases  were  observed  and 
54%  of  the  patients  had  lost  1 of  their  parents 
in  childhood  or  did  not  even  know  the  father  or 
mother.  One-third  of  the  patients’  deceased 
fathers  had  been  victims  of  violent  death. 

Seventy  per  cent  of  the  examined  patients  could 
not  give  free  way  to  their  aggression.  Others  at- 
tempted to  by  choice  of  vocation,  others  by  par- 
ticipating in  sports.  Where  these  methods  were 
insufficient  and  where  the  moral  ego  was  on  a 
high  level,  the  patients,  through  the  accident  solu- 
tion, turned  the  aggression  against  themselves  by 
way  of  subconscious  mechanism.  This  has  been 
termed  Accidentotroplism. 

Aggression  could  very  often  be  found  in  the  form 
of  seemingly  motiveless  bad  moods  or  depressions. 
It  is  generally  known  shocks  have  a favorable  effect 
on  psychoses,  especially  on  severe  depressions.  The 
authors  feel  a shock  may  stop  the  depression  and 
may  even  cause  euphoria.  The  shock  resulting 
from  accident  may  have  a similar  effect  on  de- 
pressed persons. 


In  over  33%  of  the  cases  individuals  were  found 
working  in  fields  unsuitable  to  their  emotional 
constitution  and,  infrequently,  there  was  an  acute 
conflict.  In  many  cases  there  were  found  true 
competitors  who  had  unceasing  ambition  to  dis- 
tinguish themselves  in  all  fields.  These  persons 
are  reckless  regarding  physical  welfare  and  pile 
success  upon  success.  These  main  factors  can 
be  traced  back  to  early  childhood,  and  the  authors 
stress  the  need  of  appraising  the  personality  at 
the  start  in  addition  to  the  usual  pre-placement 
procedures  conducted  in  industry.  Carrying  this 
a step  farther,  they  recommend  that  not  only 
should  there  be  preventive  personality  examina- 
tions, but  emotional  treatment  after  the  accidents. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Submucosal  Nodules  of  the  Rectum:  Diagnostic 

Significance.  Raymond  J.  Jackman,  M.D.,  Mayo 

Clinic,  Vol.  22;  Rochester,  Minn. 

Small,  submucosal  nodules,  palpable  on  routine 
digital  examination  by  the  clinician,  are  fairly 
common  findings.  Without  knowing  their  true 
cause,  many  physicians  regard  these  submucosal 
nodules  as  being  of  no  significance  and  therefore, 
do  nothing  about  them.  They  are  usually  asymp- 
tomatic. These  nodules  may  be  malignant  or  at 
least  may  possess  malignant  propensities.  It  is 
because  of  this  and  the  problem  of  differential  diag- 
nosis that  they  are  so  important. 

Excluded  from  this  report  are  those  relatively 
rare  tumors  which  arise  ventral  to  the  sacrum, 
presumably  from  remnants  of  the  postanal  gut 
and  known  as  “middledorpf”  tumors  or,  more  spe- 
cifically, as  teratomas.  I have  also  excluded  those 
presacral  tumors  which  arise  from  remnants  of 
the  notochord,  commonly  spoken  of  as  chordomas; 
tumors  of  the  cauda  equina;  anterior  spina  bifida 
with  meningocele;  expanding  tumors  of  the  sacrum, 
and  inflammatory  process  such  as  internal  abscess 
and  fistula.  Extrarectal  masses  resulting  from 
carcinomatous  or  inflammatory  process  which  occur 
in  the  rectovesical  or  recto-uterine  spaces  or  which 
arise  from  the  male  or  female  genito-urinary  ap- 
paratus are  likewise  excluded. 

This  report  deals  with  the  small  (a  few  milli- 
meters to  3 or  4 cm.  in  diameter),  isolated,  sub- 
mucosal nodules  which  appear  to  be  covered  by 
normal  mucosa.  On  palpation  alone,  these  nodules 
may  be  confused  with  polyps  or,  when  situated 
near  the  pectinate  line  they  may  be  mistaken  for 
hypertrophied  anal  papillae,  and  they  may  seem 
adherent  to  the  mucosa  or  movable  beneath  it. 
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Differentiation  may  be  impossible  without  direct 
visualization.  Determination  of  the  exact  nature 
of  the  nodule  may  be  impossible  without  excision 
of  the  nodule  and  histologic  study  of  the  tissue 
removed. 

Each  of  eighty-seven  consecutive  patients  had 
a submucosal  tumor  excised  which  was  studied 
microscopically.  Forty-seven  of  these  were  pre- 
viously reported  in  1944.  To  this  group  we  are 
now  adding  forty  cases  making  a total  of  eighty- 
seven. 

Chemical  Submucosal  Nodules: 

Result  of  injection  treatment ..  56.5  percent 


Malignant  lesion  6.9  per  cent 

Benign  tumors  . 9.1  per  cent 

Inflammatory  lesions  27.5  per  cent 


More  than  one-half  of  the  patients  in  this  group 
had  submucosal  nodules  which  resulted  from  in- 
jection treatment.  On  digital  and  proctoscopic  ex- 
amination, it  is  usually  impossible  to  determine 
such  nodules  from  the  other  submucosal  processes 
enumerated.  The  most  important  feature  in  dif- 
ferentiation, clinically,  is  a history  of  injection 
treatment,  which  may  have  been  performed  as 
long  as  twenty  years  previously. 

Malignant  Submucosal  Nodules: 

Carcinoids:  Four  of  the  nodules  were  diagnosed 
on  microscopic  examination  as  being  carcinoids. 
There  is  little  written  in  the  literature  about  the 
occurrence  of  these  tumors  in  the  large  bowel  or 
rectum.  Usually  this  is  a low  grade  type  of  malig- 
nant lesion  but  is  invasive  locally  and  cases  of  ex- 
tensive metastasis  have  been  reported. 

Lymphosarcoma : Two  of  the  isolated  submucosal 
nodules  were  lymphorsarcomas.  Here,  again,  the 
process  was  undoubtedly  early  and  the  lesion  was 
asymptomatic,  having  been  found  on  routine  dig- 
ital examination.  One  nodule  measured  1.5  by 
2 cm.  and  was  situated  on  the  left  wall  at  a point 
about  three  cm.  above  the  dentate  margin.  The 
patient  gave  a history  of  having  had  injection 
treatments  several  years  previously. 

Benign  Submucosal  Nodules: 

There  were  three  types  of  benign  submucosal 
rectal  nodules:  fibroma,  lipoma  and  leiomyoma. 
Inflammatory  Submucosal  Nodules: 

Twenty-four  patients  had  submucosal  nodules 
which  were  considered  inflammatory  in  origin. 
There  were  eight  phleboliths,  all  of  which  were 
asymptomatic.  In  addition  to  this,  there  wei’e 
three  mucous  cysts,  four  nodules  showing  some 
type  of  inflammatory  reaction  around  cholesterin 
crystals,  two  enlarged  lymph  follicles,  two  en- 
larged lymph  nodes,  one  fecalith,  and  four  other 
examples  of  an  inflammatory  process. 

These  submucosal  rectal  nodules  are  discovered 
frequently  by  the  clinician  and  are  just  about  as 
frequently  disregarded  as  being  inconsequential. 
Although  most  of  them  are  the  result  of  injection 


treatment  or  of  benign  nature,  a sufficiently  high 
percentage  are  malignant  to  warrant  excision 
and  microscopic  examination. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Amblyopia.  G.  Wilhelm.  Ameri- 
can Journal  of  Ophthalmology,  March,  1949. 

In  11  children,  2 to  10  years  old,  with  strabis- 
mus and  amblyopia  of  one  eye,  improvement  fol- 
lowed permanent  occlusion  in  90  percent  in  two 
to  four  weeks.  Normal  vision  was  achieved  in 
11  percent  of  those  whose  initial  vision  was  5/10, 
in  70  percent  with  vision  of  5/25  and  in  34  per- 
cent with  less  than  5/50.  The  necessary  time  of 
occlusion  was  independent  of  age,  but  longer  with 
lower  initial  vision.  Treatment  of  amblyopia 
should  be  started  before  the  sixth  year,  but  is 
possible  after  this  age.  In  42  percent  the 
amblyopia  recurred,  especially  in  children  of  two 
to  four  years.  After  repeated  occlusion,  lasting 
results  were  eventually  attained  in  85  percent  of 
patients.  Subsequent  amblyopia  of  the  occluded 
eye  occurred  in  46  percent  of  the  two  to  four  year 
old  children,  never  after  the  sixth  year.  In  46 
percent  the  strabismus  disappeared  after  elimina- 
tion of  the  amblyopia  and  prescription  of  glasses. 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


“Anticoagulant  Therapy  in  Chronic  Cardiovascular 
Diseases.”  Edgar  A.  Hines,  Jr.,  and  Nelson  W. 
Barker,  Rochester,  Minnesota.  Medical  Clinics 
of  North  America,  Vol.  33,  No.  2,  pp.  335-345, 
March,  1949. 

Anticoagulant  therapy  is  the  best  method  for 
preventing  thrombosis  and  embolism  which  is 
available  at  present.  In  most  of  the  chronic  vas- 
cular diseases,  intravascular  thrombosis  plays  an 
important  role  in  the  course  and  eventual  out- 
come of  the  disease.  The  value  of  anticoagulants 
in  the  treatment  of,  and  prevention  of,  episodes  of 
thrombosis  and  embolism  is  now  well  established. 
The  difficulty  of  administration  of  heparin  and 
of  the  control  of  dicumarol  makes  neither  of 
these  anticoagulant  drugs  ideal  for  use  in  large 
groups  of  cases  over  a period  of  many  months  or 
years.  However,  the  anticoagulants,  when  prop- 
erly used,  may  play  an  important  role  in  the 
treatment  of  single  episodes  of  thrombosis  and 
embolism  and  in  the  prevention  of  recurring 
episodes  of  thrombosis  which  may  occur  over  a 
relatively  short  period  of  time. 
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Chronic  Occlusive  Arterial  Diseases 

In  thromboangiitis  obliterans  and  obliterating 
arteriosclerosis,  the  primary  disease  involves  the 
wall  of  the  artery;  and  the  anticoagulants  are  not 
especially  suitable  for  these  diseases. 

Patients  with  thromboangiitis  obliterans  who 
are  having  frequently  recurring  episodes  of 
thrombophlebitis  may  sometimes  be  benefited  by 
a program  of  dicumarol,  which  may  interrupt 
the  “phlebitis  cycle.” 

Anticoagulant  treatment  would  seem  to  be  ideal 
for  the  treatment  of  simple  arterial  thrombosis, 
a condition  in  which  the  arterial  wall  is  normal 
but  arterial  occlusion  results  from  a thrombosing 
tendency  of  the  blood.  When  arterial  thrombosis 
has  occurred  recently  or  when  episodes  of  throm- 
bosis occur  frequently,  anticoagulants  are  of  great 
value  in  preventing  further  extension  of  the  dis- 
ease and  of  complications.  Sudden  arterial  oc- 
clusion should  always  be  Heated  as  an  emergency, 
heparin  should  be  given  followed  by  dicumarol  for 
at  least  ten  days. 

Chronic  Venous  Disease 

In  primary  varicose  veins  small  regions  of 
thrombosis  frequently  .occur.  These  often  result 
from  injury  to  a superficial  vein,  usually  these 
regions  of  thrombosis  remain  localized,  and  the 
use  of  anticoagulants  is  not  necessary.  When 
thrombosis  occurs  in  the  greater  saphenous  system 
or  in  the  deep  veins  of  the  calf  or  where  there  is 
an  extension  of  the  localized  region  of  thrombosis, 
anticoagulant  therapy  is  advisable.  Dicumarol  is 
the  most  satisfactory  anticoagulant  in  such  situa- 
tions, and  it  should  be  continued  for  a week  or  ten 
days  after  the  subsidence  of  the  acute  thrombosis. 

Recurring  idiopathic  thrombophlebitis  is  char- 
acterized by  recurring  episodes  of  venous  throm- 
bosis over  varying  periods  of  time.  Fatal  pul- 
monary embolism  is  rare,  and  the  most  important 
feature  is  the  prolonged  period  of  disability  which 
occurs  from  the  recurring  episodes.  Anticoagu- 
lants are  of  value  in  the  individual  episode  as 
this  treatment  will  prevent  extension  of  the 
venous  thrombosis. 

Cerebral  Thrombosis 

Anticoagulants  have  not  been  used  extensively 
in  the  treatment  of  cerebral  thrombosis;  how- 
ever, the  extension  of  a cerebral  thrombus  may 
be  prevented  by  the  use  of  either  heparin  or 
dicumarol.  If  used,  greater  caution  than  usual 
should  be  exercised  in  keeping  the  prothrombin 
above  levels  at  which  hemorrhage  is  likely  to  oc- 
cur. 

Cardiac  Disease 

Anticoagulants  have  been  used  in  the  treat- 
ment of  acute  coi'onary  occlusion  with  myocardial 
infarction  in  patients  wi+h  auricular  fibrillation, 


and  in  patients  with  congestive  heart  failure.  The 
rationale  for  their  use  in  coronary  disease  has  been 
to  prevent  further  coronary  thrombosis  and  to  pre- 
vent the  thrombo-embolic  complications  often  assoc- 
iated with  acute  myocardial  infarction,  such  as 
venous  thrombosis,  pulmonary  embolism  and  throm- 
bosis, intracardiac  thrombosis  and  subsequent  em- 
bolism in  cerebral  and  peripheral  arteries.  Several 
groups  of  workers  have  reported  favorably  on  this 
type  of  treatment,  and  all  show  their  great  value 
in  the  prevention  of  thrombo-embolic  complica- 
tions, and  probably  also,  in  addition,  the  mortality 
rate  in  acute  myocardial  infarction.  The  adminis- 
tration of  anticoagulants  for  myocardial  infarction 
should  be  continued  for  at  least  four  weeks. 

Patients  who  have  auricular  fibrillation  from  any 
cause  are  subject  to  a relatively  high  incidence 
of  thrombo-embolic  complications,  particularly 
acute  arterial  occlusion  because  of  formation  of 
mural  thrombi  in  the  relatively  inactive  auricles. 
Patients  who  have  chronic  rheumatic  mitral  val- 
vular disease  are  most  likely  to  have  this  compli- 
cation. When  such  episodes  recur  over  relatively 
short  periods,  anticoagulants  may  be  of  value 
prophylactically.  In  these  cases  dicumarol  should 
be  used. 

In  congestive  heart  failure  in  older  people, 
venous  and  arterial  thrombosis  are  not  infrequently 
the  cause  of  death.  In  such  situations  anticoagu- 
lants are  of  great  value.  Dicumarol  is  preferable. 

Administration  of  Anticoagulants 

Heparin  is  effective  only  when  given  intra- 
venously or  intramuscularly,  and  at  the  present  list 
price  the  cost  for  treating  a patient  adequately 
averages  about  $20.00  daily.  The  method  of  con- 
tinuous intravenous  drip  is  preferable  if  heparin 
is  to  be  given  for  longer  than  two  or  three  days. 
In  making  the  solution,  200  mg.  of  heparin  are 
dissolved  in  1 liter  of  5 per  cent  glucose  or  normal 
sodium  chloride  solution.  The  solution  is  dripped 
continuously  at  the  rate  of  about  25  drops  a 
minute.  The  coagulation  time  of  venous  blood 
drawn  from  the  opposite  arm  is  taken  every  four 
hours  for  the  first  twelve  hours  and  then  twice 
daily  thereafter.  The  heparin  solution  should  be 
controlled  so  that  the  coagulation  time  remains 
between  15  and  25  minutes.  In  the  event  of  bleed- 
ing, 1 mg.  of  protamine  given  intravenously  will 
neutralize  immediately  the  action  of  1 mg.  of 
heparin.  In  the  experience  of  the  authors,  the 
intramuscular  injection  of  heparin  has  not  been 
satisfactory. 

Dicumarol 

It  is  essential  that  the  dosage  of  dicumarol  be 
controlled  by  accurate  determinations  of  the  pro- 
thrombin time.  The  Quick  test  of  prothrombin 
time  is  described.  This  should  be  performed  daily 
and  dicumarol  dosage  adjusted.  The  prothrombin 
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time  should  be  kept  between  10  per  cent  and  30 
per  cent  of  normal.  If  the  prothrombin  falls  below 
10  per  cent,  bleeding  is  likely  to  occur;  and  in  this 
event,  72  mg.  of  synthetic  vitamin  K should  be 
given  every  eight  hours  until  bleeding  stops.  If 
the  dosage  of  dicumarol  is  carefully  regulated, 
serious  bleeding  occurs  in  less  than  1 per  cent  of 
patients.  Dicumarol  should  not  be  used  in  the 
following  situations:  when  there  is  renal  insuf- 
ficiency, hepatic  insufficiency,  purpura  of  any  type, 
blood  dyscrasia  with  bleeding  tendency,  subacute 
bacterial  endocarditis,  following  operations  on  the 
brain  or  spinal  cord.  It  should  be  used  very 
cautiously,  if  at  all,  in  the  following  situations: 
when  there  is  active  peptic  ulcer,  when  there  are 
open  granulating  wounds,  when  there  are  drainage 
tubes  in  body  orifices  or  surgical  wounds,  when 
there  is  severe  dietary  or  vitamin  deficiency. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D 
Bennie-Dillon  Building,  Nashville 


Childbearing  in  the  Tuberculous  Gravidae.  J.  P. 

McIntyre  and  W.  C.  Armstrong,  Robroyston  Hos- 
pital, Glasgow,  Scotland.  Journal  of  Obstetrics 

and  Gynaecology,  British  Empire,  Vol.  55,  pp. 

624-629,  October,  1948. 

During  the  period,  January,  1947  to  March,  1948 
inclusive,  150  pregnant  tuberculous  patients  were 
delivered  in  the  maternity  unit,  Robroyston  Hos- 
pital, Glasgow.  No  selection  was  made  in  the  pa- 
tients admitted;  all  were  recommended  for  admis- 
sion from  tuberculosis  dispensaries  and  antenatal 
clinics,  and  accordingly  results  obtained  may  be 
regarded  as  applying  to  all  types  of  tuberculous 
lung  lesions  associated  with  pregnancy. 

Deterioration  observed,  clinically  and  radio- 
logically  during  pregnancy,  labor,  and  for  ap- 
proximately 2 to  3 months  following  delivery,  was 
attributed  to  the  effects  of  childbearing  on  the 
lung  condition.  Classification  of  tuberculous  lung- 
lesions  being  variable,  it  was  decided  for  practi- 
cable purposes,  to  group  patients  on  admission 
according  to  the  following  scale  of  assessments: 

(1)  “Quiescent”  cases,  in  which  the  general 
condition  of  the  patient  was  good;  toxemia  was 
absent;  tubercle  bacilli  were  not  present  in  the 
sputum,  and  serial  skiagrams  showed  no  sign  of 
pulmonary  progression.  This  group  comprised  73 
cases. 

(2)  “Arrested”  cases,  in  which  the  disease  had 
been  quiescent  over  a continuous  period  of  2 
years.  This  group  comprised  13  cases. 

(3)  “Recovered”  cases,  in  which  the  state  of 
quiescence  continued  uninterruptedly  for  5 years. 
This  group  comprised  6 cases. 

(4)  “Active”  cases,  discharging  tubercle  bacilli 


in  the  sputum  during  the  preceding  3 months. 
This  group  comprised  58  cases. 

Tuberculosis  antedated  the  pregnancy  of  108 
patients,  in  11  of  whom  the  operation  of  thoraco- 
plasty had  been  carried  out  prior  to  admission, 
while  in  10  others,  artificial  pneumothorax  was 
maintained  concurrently  with  the  pregnancy.  The 
remaining  87  patients  gave  a history  of  routine 
sanatorium  treatment,  with  artificial  pneumotho- 
rax in  53,  and  phrenic  nerve  interruption  in  10. 
Four  deaths  were  recorded  in  this  group  of 
patients. 

Collapso-therapeutic  measures  in  their  many 
forms  were  applied  with  success  to  20  patients 
during  gestation:  12  had  artificial  pneumothorax 
induced,  with  section  of  adhesions  in  7 ; 1 patient, 
31/2  months  pregnant  on  admission,  was  the  sub- 
ject of  a 2-stage  thoracoplasty  operation. 

Dyspnea  of  moderate  degree  was  noticed  in  18 
patients  during  the  height  of  the  second  stage  of 
labor,  and  of  these  2 had  received  thoracoplasty 
operations  and  8 artificial  pneumothorax  treat- 
ment, while  the  remaining  8 patients  suffered 
from  advanced  pulmonary  tuberculosis. 

Two  multiparae,  seen  for  the  first  time  at  the 
6th  month  approximately,  died  undelivered;  in 
both  the  lung  lesion  was  advanced  and  bilateral 
and  in  1,  tuberculous  meningitis  complicated  the 
condition. 

No  death  occurred  during  labor. 

In  February,  1947  special  provision  was  made 
in  the  maternity  unit  and  associated  antenatal 
and  postnatal  clinics,  Robroyston  Hospital,  Glas- 
gow, for  the  observation  and  treatment  of  ex- 
pectant and  nursing  tuberculous  mothers,  all  of 
whom,  residents  within  the  city,  were  eligible  for 
admission.  In  order  that  contingencies  of  an 
obstetrical  and  medical  nature  might  be  investi- 
gated and  treated  simultaneously,  the  staff  in- 
cluded a consultant  obstetrician  and  a chest  phy- 
sician, while  the  responsibility  for  the  infant  after 
delivery  and  during  the  neonatal  period  devolved 
upon  the  pediatrician  to  the  hospital.  Breast 
feeding,  except  in  certain  selected  cases,  was 
forbidden. 

In  the  patients  under  review  prior  considera- 
tion was  given  to  the  lung  lesion,  the  pregnancy 
being  regarded  as  secondary  in  significance. 
Where  indicated,  surgical  procedures  designed  to 
secure  partial  and  complete  immobilization  of  the 
diseased  lung  were  applied,  not  only  during  the 
pregnancy  however  long  its  duration,  but  through- 
out the  puerperium. 

Where  pregnancy  was  advanced  less  than  5 
months,  therapeutic  interruption  was  performed 
if  the  case  was  one  of  advanced  pulmonary  tuber- 
culosis in  which  collapse  therapy  was  contrain- 
dicated. Later  than  this  period  pregnancy  was 
allowed  to  proceed  to  term  and,  where  possible, 
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labor  was  shortened  and  dystocia  avoided.  Spinal 
anesthesia  was  preferred  to  inhalent  drugs.  On 
discharge  from  the  hospital  advice  was  given  the 
mother  regarding  contraception,  and  she  was  ad- 
vised to  report,  with  her  child,  to  the  postnatal 
clinic  in  3 months’  time  for  further  assessment. 

While  the  authors’  figures  ai’e  statistically  in- 
significant to  justify  final  pronouncements  on  the 
precise  influence  of  age  and  parity  on  the  evolu- 
tion of  pulmonary  tuberculosis,  the  impression 
was  formed  that,  generally,  primiparae  fared 
better  than  multiparae,  presumably  because  the 
health  of  the  latter  had  become  impaired  by  re- 


peated pregnancies  and  domestic  responsibilities, 
resulting  in  lowering  of  the  powers  of  resistance 
to  a dangerous  level.  It  \s  interesting  to  note 
that  while  Jameson  supports  this  view,  Cohen 
disagrees. 

Although  ceding  the  point  that  pregnancy  may 
have  an  adverse  effect  on  tuberculous  lung  lesions, 
results  obtained  in  this  investigation  tend  to  show 
that  therapeutic  interruption  does  not  necessarily 
bring  about  an  improvement  in  the  phthisical 
condition.  In  conclusion  the  writers  are  of  the 
opinion  that  collapse  therapy  is  the  sheet  anchor 
for  gravidae  with  active  tuberculosis. 
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Obion R.  M.  Darnall,  Union  City H.  W.  Calhoun,  Union  City 

Overton W.  M.  Breeding,  Livingston K.  A.  O’Connor,  Oak  Ridge A.  B.  Qualls,  Livingston 

Putnam W.  A.  Hensley,  Cookeville K.  L.  Haile,  Cookeville Thurman  Shipley,  Cookeville 

Roane T.  L.  Bowman,  Harriman M.  F.  Frazier,  Oneida H.  B.  Ruley,  Oak  Ridge 

Robertson A.  R.  Kempf,  Springfield W.  S.  Rude,  Ridgetop John  S.  Freeman,  Springfield 

Rutherford J-  T.  Boykin,  Murfreesboro jB.  S.  Davison,  Murfreesboro L.  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  A.  Broady,  Sevierville Ralph  H.  Shilling,  Gatlinburg Troy  J.  Beeler,  Sevierville 

Shelby Emmett  R.  Hall,  Memphis Otis  Gordon,  Memphis Henry  Gotten,  Memphis 

Clyde  V.  Croswell,  Memphis  Malcolm  Aste,  Memphis,  Treasurer 

President-Elect 

Smith Thayer  S.  Wilson,  Carthage R.  L.  Kash,  Lebanon L.  R.  Sloan,  Carthage 

Sullivan-Johnson Roy  B.  Howard,  Kingsport W.  M.  Gammon,  Bristol John  Shelton  Reed,  Kingsport 

Sumner Albert  G.  Dittes,  Portland R.  A.  Moore,  Gallatin 

Tipton A.  J.  Butler,  Covington N.  L.  Hyatt,  Covington J.  S.  Ruffin,  Covington 

Washington,  Carter, 

and  Unicoi Robert  H.  Harvey,  Erwin G.  K.  Scholl,  Johnson  City C.  K.  Slade,  Mountain  Home 

(Washington  County) 

, :•  j J,  ' / ; i J.  A.  Knapp,  Elizabethton 

(Carter  County) 

Weakley A.  A.  Sparkman,  Martin R.  W.  Brandon,  Jr.,  Martin 

White,  Warren,  and 

Van  Buren Joseph  C.  Blankenship,  Sparta_.C.  M.  Clark,  Jr.,  McMinnville B.  L.  Upchurch,  Sparta 

(Warren  County) 

E.  B.  Clark,  Sparta 
( White  County) 

D.  M.  Page,  Spencer 
(Van  Buren  County) 

Williamson C.  F.  Lucky,  Franklin H.  J.  Guffee,  Franklin 

Wilson J.  P.  Leathers,  Lebanon T.  R.  Puryear,  Lebanon R.  C.  Kash,  Lebanon 
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April,  1949 


STANDING  AND  SPECIAL  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Herbert  Acuff,  M.D.,  Knoxville  (1951) 

J.  R.  Fancher,  M.D.,  Chattanooga  (1949) 

Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1951) 

L.  C.  Sanders,  M.D.,  Memphi-s  (1950) 

Malcolm  T.  Tipton,  M.D.,  Union  City  (1949) 

STATE  HOSPITAL 

James  L.  Bibb,  M.D.,  Chattanooga  (1949) 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

J.  C.  Price,  M.D.,  Dyersburg  (1951) 

R.  B.  Wood,  M.D.,  Knoxville  (1951) 

John  Walter  Oursler,  Humboldt  (1949) 

LEGISLATIVE  AND  PUBLIC  POLICY 

C.  M.  Hamilton,  M.D.,  Chairman,  Nashville 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1951) 

Frank  Harris,  M.D.,  Chattanooga  (1949) 

Webb  B.  Key,  M.D.,  Memphis  (1950) 

T.  R.  Ray,  M.D.,  Shelbyville  (1949) 

W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 
H.  W.  Qualls,  M.D.,  ex  officio,  Memphis 

LIAISON 

Carl  E.  Adams,  M.D.,  Woodbury  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

J.  O.  Manier,  M.D.,  Nashville  (1953) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1949) 

Joseph  F.  Gallagher,  M.D.,  Nashville  (1951) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1951) 
John  M.  Lee,  M.D.,  Nashville  (1951) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1949) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

D.  C.  Seward,  M.D.,  Nashville  (1949) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1949) 

J.  C.  Pearce,  M.D.,  Jackson  (1949) 

♦POSTGRADUATE  INSTRUCTION 

C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 

Henry  Brackin,  M.D.,  Nashville 

Edward  T.  Brading,  M.D.,  Johnson  City 

O.  N.  Bryan,  M.D.,  Nashville 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 

W.  C.  Colbert,  M.D.,  Memphis 
T.  S.  Hill,  M.D.,  Memphis 
Frank  Luton,  M.D.,  Nashville 
J.  O.  Manier,  M.D.,  Nashville 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1949) 

A.  M.  Patterson,  M.D.,  Chattanooga 
R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville 
W.  L.  Williamson,  M.D.,  Memphis 

CANCER  COMMITTEE 
C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 


R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1949) 
Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville,  (1949) 

R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville  (1951) 

♦POLIOMYELITIS 

James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1951) 

H.  S.  Christian,  M.D.,  Knoxville  (1951) 

Ben  S.  Fowler,  M.D.,  Nashville  (1950) 

George  Inge,  M.D.,  Knoxville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1949) 

F.  T.  Mitchell,  M.D.,  Memphis  (1951) 

J.  S.  Speed,  M.D.,  Memphis  (1949) 

Harold  J.  Starr,  M.D.,  Chattanooga  (1950) 

♦GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1949) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

♦EMERGENCY  MEDICAL  SERVICE 

James  C.  Gardner,  M.D.,  Chairman,  Nashville 
W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 
Joe  L.  Raulston,  M.D.,  Fountain  City 
W.  J.  Sheridan,  M.D.,  Chattanooga 
James  E.  Wilson,  M.D.,  Memphis 
J.  R.  Thompson,  Jr.,  M.D.,  Jackson 

♦SCHOOL  HEALTH  SERVICE 
To  be  appointed. 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

D.  J.  Johns,  M.D.,  President,  Nashville 

L.  C.  Jackson,  M.D.,  Secretary-Treasurer,  Dickson 
Vice-Presidents : 

East  Tennessee — J.  M.  Cox,  M.  D.,  Lake  City 
Middle  Tennessee — C.  B.  Roberts,  M.D.,  Sparta 
West  Tennessee — H.  B.  Everett,  M.D.,  Memphis 

TENNESSEE  STATE  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Henry  Carroll  Smith,  M.D.,  President,  Nashville 
William  A.  Garrott,  M.D.,  Vice-President,  Cleve- 
land 

Roland  H.  Myers,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  PEDIATRIC  SOCIETY 

W.  O.  Vaughan,  M.D.,  President,  Nashville 
O.  L.  Von  Canon,  M.D.,  Vice-President,  Chatta- 
nooga 

Barton  Etter,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  RADIOLOGICAL  SOCIETY 

Franklin  B.  Bogart,  M.D.,  President,  Chattanooga 
Herbert  Francis,  M.D.,  Vice-President,  Nashville 
J.  Marsh  Frere,  M.D.,  Secretary-Treasurer,  Chat- 
tanooga 


♦Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws. 
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THE  MENACE  OF  SOCIALIZED  MEDICINE 
A Call  to  Action  for  Personal  Privilege  and  Professional  Liberty* 
H.  W.  QUALLS,  M.D.,  Memphis 


On  this  occasion,  I would  that  I had  the 
power  of  the  man  in  the  fairy  tale  who 
touched  a dry  bone.  Behold,  it  spoke  and 
moved,  and  when  the  man  placed  this  magic 
bone  to  his  lips,  it  made  such  charming 
music  that  the  human  ear  was  enchanted. 

As  the  traveler  across  the  arid  sands  of 
the  desert  hails  with  delight  the  fertile 
oasis,  so  we,  loaded  with  the  cares  and  per- 
plexities of  a busy  life,  love  to  throw  aside 
our  burdens  and  rest  and  refresh  our  en- 
ergies in  these  annual  reunions,  which  are, 
or  should  be,  the  oases  of  a life’s  journey. 

First  of  all,  my  friends,  I trust  that  God 

I may  inspire  in  your  hearts,  on  this  occa- 
sion, the  same  impartial  good  will  toward 
me  that  I have  always  felt  for  the  Ten- 
nessee State  Medical  Association  and  for 
each  one  of  you. 

This  is  a time  in  my  life  when  I wish  I 
had  the  power  of  oratory  of  Demosthenes 
or  William  Jennings  Bryan  and  the  logic 
of  Socrates  and  an  opportunity  to  speak 
to  many  great  American  audiences,  such  as 
this,  and  burn  into  their  souls  the  great 
danger  that  is  facing  our  country  because 
a group  in  Washington,  with  alert  minds 
and  Communistic  ideas,  is  misguiding  and 
misleading  many  people  of  good  intentions 


*Presidential  address  delivered  before  the  Ten- 
nessee State  Medical  Association,  Chattanooga, 
April  12,  13,  1949. 


into  believing  that  Socialized  Medicine  is 
a panacea  for  all  ills. 

Those  who  are  fostering  Government 
Medicine  are  telling  the  people  it  is  not 
Socialized  Medicine.  When  proponents  of 
the  proposed  compulsory  Government  In- 
surance say  it  is  not  Socialized  Medicine, 
such  a statement  reflects  upon  the  intelli- 
gence of  all  who  have  studied  the  provi- 
sions of  Government  Health  Legislation. 
Through  false  propaganda,  the  people  are 
led  to  believe  that  they  are  getting  some- 
thing for  nothing.  As  a matter  of  fact, 
they  would  be  paying  an  enormous  price 
for  a very  poor  quality  of  medical  care. 

Doctors  made  subservient  to  the  Federal 
Security  Administrator  could  not  and  would 
not  give  their  best  services  to  medical  care, 
and  doctors  would  not  encourage  their  sons 
and  other  young  men  to  study  medicine  to 
become  servants  of  a Government-controlled 
Health  Program. 

Thousands  of  the  best  doctors  would  not 
join  the  Government  plan.  Therefore, 
many  people  would  not  have  free  choice 
of  physicians  without  paying  their  doctor 
his  regular  fee  in  addition-  to  the  exorbi- 
tant tax  for  Government  Medicine. 

If  people  are  taxed  for  compulsory  health 
insurance,  millions  of  them  would  take  un- 
fair advantage  of  such  a program.  The 
doctors’  offices  and  the  hospitals  would  be 
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filled  with  hypochondriacs,  neurotics,  and 
malingerers — this  to  the  complete  disgust  of 
all  doctors  and  at  a cost  of  millions  of  dol- 
lars in  taxpayers’  money. 

We  have  a dire  shortage  of  doctors  in  the 
United  States  at  the  present  time.  We 
would  soon  have  fewer  doctors  under  Gov- 
ernment Medicine.  To  carry  out  a Govern- 
ment program  for  medical  care,  this  coun- 
try would  require  three  times  as  many 
doctors,  three  times  as  many  nurses,  and 
three  times  as  many  hospital  beds  as  we 
now  have. 

This  is  being  conservative ; a part  of  the 
report  from  the  Truman-appointed  Hoover 
Commission  reads  as  follows:  “In  private 
hospitals  the  average  patient,  last  year, 
spent  seven  days.  In  county  hospitals, 
partly  tax-supported,  patients  getting  the 
same  treatment  were  in  for  seventeen  days. 
In  Federal  hospitals,  not  counting  patients 
with  war-connected  disabilities,  the  average 
stay  for  patients  with  the  same  ailments 
was  thirty  days.'” 

In  May,  1947,  Brookings  Institution,  at 
the  request  of  Senator  H.  Alexander  Smith, 
made  an  exhaustive  study,  entirely  at  its 
own  expense,  and  published  a memorandum 
on  “Medical  Care  for  the  Individual.”  The 
Brookings  Institution  is  the  best-known 
and  most  reliable  institution  in  the  field  of 
social,  economic,  and  governmental  re- 
search. Any  fair-minded  person,  on  study- 
ing this  report,  would  be  completely  con- 
vinced that  compulsory  insurance  is  not 
the  answer  to  better  medical  care. 

In  September,  1948,  Oscar  R.  Ewing, 
Federal  Security  Administrator,  submitted 
to  the  President  a 186-page  report  on  what 
he  called,  “The  Nation’s  Health — A Ten- 
Year  Program.”  He  claimed  to  have  se- 
cured information  from  many  sources.  Mr. 
Ewing  consulted  very  few  men  in  the  medi- 
cal profession,  and,  evidently  from  the  re- 
port, he  was  not  influenced  by  their  advice. 
Neither  was  he  influenced  by  the  report 
of  the  Brookings  Institution ; moreover,  he 
was  not  influenced  by  the  report  of  the 
Hoover  Commission.  Ladies  and  gentle- 


men, the  people  of  this  country  would 
strongly  resent  the  Ewing  report  to  the 
President  if  they  knew  he  ignored  the  ad- 
vice of  the  medical  profession,  the  report 
of  the  Brookings  Institution,  and  the  re- 
port of  the  Hoover  Commission. 

It  would  be  interesting  to  know  what 
the  186-page  report  of  totally  unreliable 
statements,  misrepresenting  the  public  in- 
terest, cost  the  taxpayers  of  this  country. 
I heard  Mr.  Ewing  on  the  radio  wTith  “Meet 
the  Press”  on  December  3,  1948.  His  an- 
swers to  the  questions  asked  by  the  press 
were  just  as  ridiculous  as  his  report  to 
the  President. 

If  Mr.  Ewing  is  really  interested  in  medi- 
cal care,  why  should  he  insult,  berate,  de- 
ride, and  ridicule  the  medical  profession, 
whose  members  are  the  only  people  in  the 
world  capable  of  giving  medical  care? 

Mr.  Ewing  has  said  many  times  that  the 
lives  of  140,000,000  persons  are  more  im- 
portant than  the  wishes  of  180,000  phy- 
sicians. We  agree  with  that  blunt  state- 
ment, but  we  insist  that  since  the  180,000 
physicians  in  this  country  are  responsible 
for  medical  care,  their  wishes  should  be 
consulted  about  the  methods  of  adminis- 
tering it. 

If  the  people  in  this  country  knew  the 
facts  about  compulsory  Government  insur- 
ance, they  would  not  want  it.  They  should 
know.  It  is  our  duty  to  let  them  know  the 
tremendous  cost,  the  great  increase  in 
taxes,  and  the  stifling  of  personal  privilege. 
The  public  should  also  know’  that  Govern- 
ment Medicine  will  destroy  the  doctor- 
patient  relationship  and  the  doctor’s  pro- 
fessional liberty. 

Doctors  are  men  wrho  prolong  life  and 
make  death  easier;  shall  they  be  deprived 
of  their  professional  liberty?  Shall  the 
people  they  serve  be  deprived  of  their 
personal  privilege?  I say  no — a thousand 
times  no. 

The  majority  of  people  in  this  country 
have  faith  in  their  physician.  It  is  our 
duty  to  study  and  work  for  the  needs  of 
the  people  and  let  them  know  our  compe- 
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tence  to  meet  those  needs.  Our  sincerity 
in  seeking  a better  voluntary  medical-care 
program  will  strengthen  the  people’s  faith 
in  us.  They  will  know  how  to  translate 
their  devotion  to  our  cause  into  construc- 
tive action  for  better  medical  care. 

Let  us  instill  and  maintain  in  the  hearts 
of  the  people  in  this  country  the  hope  of 
freedom  and  the  living  promise  that  we, 
of  the  medical  profession,  will  fight  with 
every  fiber  of  our  being  for  the  best  in- 
terest of  the  people  we  serve. 

Let  us  inform  the  American  people  that 
Lenin,  the  organizer  and  leader  of  the 
Communist  Party  in  Russia,  said : “Social- 
ized Medicine  is  the  keystone  to  the  arch 
of  the  Socialist  State.” 

The  Communist-inspired  idea  for  Social- 
ized Medicine  has,  by  the  use  of  millions 
of  dollars  in  misappropriated  funds,  gained 
much  momentum.  We  have  many  difficul- 
ties confronting  us.  It  will  not  be  easy 
to  meet  them.  These  times  require  the  co- 
operation of  every  one  of  us  and  the  highest 
order  of  devotion  and  intense  labor  by  all 
liberty-loving  people. 

Let  us  analyze  some  of  the  difficulties 
that  confront  us.  The  Communists  in  this 
country,  guided  largely  by  the  Communists 
in  Russia,  are  doing  everything  in  their 
power  to  bring  about  Socialized  Medicine. 
They  know  it  is  a step  in  their  direction. 
These  intelligent  termites  are  energetic,  and 
they  have  many  shrewd  ways  of  influencing 
the  members  of  Congress. 

An  active  propaganda  machine,  organ- 
ized and  promoted  by  the  alert  mind  of 
Isidore  Sidney  Falk,  has  been  working 
unceasingly  the  past  ten  years  in  the  in- 
terest of  Socialized  Medicine. 

While  doctors  were  busy  studying  the 
science  of  medicine  and  the  art  of  healing 
the  sick,  this  persuasive  organization  has 
influenced  Government  officials.  Millions 
of  dollars  of  the  taxpayers’  money  have 
been  diverted  from  normal  channels  to  in- 
fluence the  people  for  Government  Medi- 
cine. Philanthropists,  with  good  intentions, 
contribute  millions  to  this  propaganda  ma- 


chine whose  sole  purpose  is  to  jeopardize 
American  liberty. 

The  medical  profession  and  the  people 
they  serve  are  deeply  indebted  to  many 
newspapers  and  their  editors  for  the  splen- 
did work  they  have  done,  and  are  still 
doing,  to  halt  the  trend  for  Socialized  Medi- 
cine. 

Part  of  an  editorial  published  in  Editor 
and  Publisher,  March  20,  1948,  reads  as 
follows : “There  are  in  this  country  sin- 
cere, reliable,  truly  patriotic  American  citi- 
zens who,  with  unimpeachable  motives,  lend 
their  positions  and  their  substance  to  the 
promotion  of  Compulsory  Sickness  Insur- 
ance. They  do  not  comprehend.  Actually 
it  is  merely  a device  for  centralizing  and 
consolidating  Political  Control.  It  is  an 
instrument  for  World  Revolution  leading 
to  Communist  conquest. 

“The  people  do  not  know  this.  They 
should  be  told.  The  editors  of  newspapers 
should  tell  them.” 

Part  of  another  editorial  in  the  January 
30,  1949,  issue  of  the  Memphis  Commercial 
Appeal  reads  as  follows:  “It  is  one  thing 
for  Government  to  encourage  research  and 
to  maintain  agencies  for  the  preservation 
of  public  health,  and  another  for  Govern- 
ment to  reach  the  hand  of  politics  into 
that  sacred  relationship  between  healer  and 
patient.  For  there  is  something  not  seen 
with  eyes  in  that  relationship,  a nebulous 
transfer  of  faith  and  confidence,  hope  and 
belief,  which  cannot  be  written  in  Latin 
on  prescriptions,  but  which  have  such  a 
significant  part  in  the  healing  process.” 

Those  who  advocate  compulsory  health 
insurance  are  leading  the  people  to  believe 
that  medical  care  will  be  free.  The  bread- 
winners are  not  being  told  that  4 per  cent 
will  be  subtracted  from  their  incomes  for 
medical  care;  too,  they  are  not  being  told 
that  this  exorbitant  tax  will  increase  in  a 
very  short  time. 

Social  Security  is  now  costing  the  people 
of  France  25  per  cent  of  their  income. 

In  New  York  State,  a commission  of 
eighteen  people  was  appointed,  by  the  state 
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legislature,  to  make  a complete  study  of 
Socialized  Medicine.  The  commission  was 
a very  representative  group  composed  of 
doctors,  lawyers,  public  health  officers,  et  al. 
All  were  interested  in  medical  care.  This 
investigation  cost  the  taxpayers  in  New 
York  State  $200,000.00.  Studies  were  made 
in  every  country  that  has  Socialized  Medi- 
cine, and  it  is  absolutely  clear  that  every 
time  people  are  compelled  to  pay  a certain 
sum  to  the  government  for  medical  care, 
this  compulsion  has  destroyed  the  medical 
care  the  people  were  supposed  to  receive. 
Every  member  of  the  commission  was  thor- 
oughly convinced  that  no  form  of  Govern- 
ment control  is  the  answer  to  better  medical 
care. 

The  doctors  in  this  country  believe  in 
freedom  for  the  people  they  serve — the 
same  freedom  we  expect  for  ourselves.  Let 
us  fight  for  honesty,  loyalty,  fair  play, 
concern  for  our  patients,  and  the  oppor- 
tunity for  men  of  innate  ability  to  achieve. 
These  are  the  inner  meanings  of  the  Amer- 
ican way  of  life  and  the  deep  concern  of 
all  freedom-loving  people  everywhere. 

It  is  a tragic  fact  that  we  are  now  liv- 
ing in  a time  when  the  convictions  of 
freedom-loving  people  are  sneered  at  and 
derided.  The  priceless  rights  of  freedom  are 
being  jeopardized  by  thousands  of  Federal 
bureaucrats  who  would  make  the  medical 
profession  a political  pawn,  and  use  Gov- 
ernment-controlled medicine  for  their  per- 
sonal gain. 

It  is  discouraging  to  the  freedom-loving 
people  of  this  country  to  know  that  we  now 
have  in  Washington  a group  of  political 
parasites  who  are  using  the  taxpayers’ 
money  and  every  known  scheme  that  will 
influence  Congress  to  give  us  a country  to 
live  in  much  like  Germany  during  the  Hit- 
ler regime. 

It  is  dishonest  to  misappropriate  Federal 
funds  to  foster  compulsory  health  insur- 
ance. It  is  a cruel  deception  to  tell  the 
people  that  the  Government  will  give  them 
free  medicine. 


As  the  National  Economic  Council  puts 
it,  “Government  has  nothing  to  give  the 
citizen  except  what  it  first  takes  from  the 
citizen.  Nothing  else.  Government  has  no 
other  source  of  income.  It  is  not  a producer 
of  wealth.  It  is  a taker,  then  a spender.” 

It  is  our  duty  to  let  the  people  know  the 
exorbitant  service  charge  for  administering 
Government  Medicine. 

Richard  Ben  Wand  in  the  Southern  Lum- 
ber Journal,  March  10,  1949,  writes  as 
follows:  “It  has  been  estimated  by  reliable 
agencies  that  within  five  years  from  the 
date  socialized  medicine  would  go  into  ef- 
fect, one  million  paid  employes  would  be 
needed  to  administer  the  service.  Political 
medicine  would  require  probably  100,000 
field  offices  alone.  It  is  not  unlikely  that 
within  ten  years  the  expense  of  administer- 
ing political  medicine  would  absorb  some 
forty  per  cent  of  all  revenues  collected  by 
the  Government,  a staggering  figure  of 
fifteen  billion  dollars  a year.” 

We  now  have  in  Washington  many  Fed- 
eral bureaucrats,  supplied  with  plenty  of 
money,  who  are  powerful  enemies  to  Amer- 
ican medicine.  These  people  would  de- 
stroy the  most  successful  system  of  medical 
care  the  world  has  ever  known  and  sub- 
stitute for  it  a system  that  has  failed  every- 
where it  has  been  tried.  These  bureau- 
crats are  alert  and  shrewd  and,  by  their 
methods,  have  convinced  many  of  our  leg- 
islators that  Socialized  Medicine  is  a won- 
derful thing.  They  have  convinced  some 
of  the  legislators  that  compulsory  health 
insurance  is  not  Socialized  Medicine. 

If  compulsory  health  insurance — the  bill 
known  in  legislative  circles  as  S.5 — should 
become  a law,  we  would  find  ourselves  sad- 
dled with  the  biggest  political  monster  the 
world  has  ever  known. 

Socialized  Medicine  is  “fathered  by  Com- 
munism, mothered  by  Socialism,  and  wet- 
nursed  by  power-hungry  bureaucracy.” 
Public  opinion  sways  legislative  opinion. 
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If  the  people  are  told  the  truth  about  the 
menace  of  Socialized  Medicine,  they  will 
induce  Congress  to  kill  this  evil  measure. 

Ladies  and  gentlemen,  Socialized  Medi- 
cine will  abolish  personal  privilege  and  pro- 
fessional liberty. 

Do  you  love  your  professional  liberty? 
Shall  we  stand  idly  by  and  allow  ourselves 
and  the  people  we  serve  to  become  sub- 
servient to  a totalitarian  Government? 

Let  us  pray  to  God  that  our  Government 


will  be  most  ably  and  honorably  adminis- 
tered by  men  of  sound  moral  principles 
who  are  deeply  interested  in  the  welfare 
of  their  country.  Let  our  political  leaders 
not  be  guided  by  those  with  alert  minds 
and  Communistic  ideas  into  any  one  of  the 
crooked  paths  that  lead  to  Government 
Medicine.  Let  us  public  servants  remem- 
ber that  only  a straight  path  of  public  in- 
terest can  lead  to  a pure  and  lasting  fame 
and  the  blessings  of  posterity. 
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OBSERVATIONS  ON  THE  TREATMENT  OF  BENIGN  GASTRIC  ULCER 
Report  of  a Case  of  Benign  Gastric  Ulcer  Treated  Medically 


RANDOLPH  A.  CATE,  M.D.,  Nashville 

This  report  of  a gastric  ulcer  measuring 
2.0  x 1.5  cm.,  occurring  on  the  greater  cur- 
vature high  in  the  intermediate  zone,  is 
of  interest  because  unusual  circumstances 
dictated  medical  management  alone.  More 
fundamental  significance  probably  relates 
to  the  carefully  assessed  improvisations 
which  were  finally  necessary  when  routine 
methods  of  medical  treatment  had  been 
exploited  without  success.  That  this  is  an 
extremely  rare  site  for  benign  gastric  ul- 
ceration is  of  itself  sufficiently  interesting 
to  merit  this  report. 

Russell7,  in  his  recent  comprehensive  re- 
port on  ulcers  of  the  greater  curvature, 
states  that : “It  has  become  fairly  well  es- 
tablished that  peptic  ulcer  of  the  greater 
curvature  is  a rare  condition.”  He7  refers 
to  the  conclusions  of  Sproul8,  that:  “It  is 
probably  unwise  for  a roentgenologist  to 
diagnose  a lesion  on  the  greater  curvature 
as  benign  peptic  ulcer.  The  chance  of  the 
diagnosis  being  correct  is  very  small — 
probably  one  in  a million”;  and  to  Mat- 
thews’9 thorough  review  of  the  world  lit- 
erature in  1935,  finding  only  twenty-two 
cases  described  in  sufficient  detail  to  war- 
rant the  diagnosis,  and  only  ten  of  these 
being  proven  histologically.  Russell7  con- 
cludes that:  “It  is  not  possible  to  make  a 
positive  distinction  between  benign  and 
malignant  ulcers,  without  a careful  his- 
tologic examination.”  However,  comparing 
this  case  to  his7  excellent  review  of  the 
criteria  for  differentiation  between  benign 
and  malignant  lesions  would  seem  to  indi- 
cate that  this,  too,  is  a benign  ulcer  of  the 
greater  curvature. 

Interest  in  this  report  will  be  centered 
primarily  on  treatment  aspects,  apparently 
unique  and  successful  in  application  to  this 
case. 

Case  Report 

A.G.S.,  a thirty-nine  year  old  white  print- 
ing press  operator  and  mail  clerk,  entered 
a local  hospital  on  September  22,  1948, 
complaining  of  substernal  aching  pain  and 
dyspnea  on  exertion,  relieved  after  several 


minutes  rest.  This  had  become  progres- 
sively severe  since  first  noticed  shortly  after 
an  upper  respiratory  infection  one  month 
prior  to  admission.  For  fifteen  years  he 
had  had  typical  episodes  of  mid-epigastric 
pain  of  ulcer  type,  always  relieved  by  food 
or  alkali  within  a few  minutes,  until  two 
weeks  before  admission.  For  six  months 
he  had  had  questionable  “tarry”  stools  once 
or  twice  a week,  usually  following  taking 
milk  of  magnesia,  to  which  he  had  become 
habituated  at  this  interval.  There  had 
been  no  red  blood  in  the  stools  and  no 
hematemesis.  His  weight  remained  stable, 
with  an  estimated  loss  of  eight  pounds  in 
the  month  before  admission.  Loss  of 
strength  and  over-all  weakness  had  been 
progressive  for  this  duration,  with  increas- 
ing pallor  not  previously  noted.  His  appe- 
tite had  remained  fair,  with  intake  volun- 
tarily limited  to  liquids  and  semi-solids 
because  of  the  constant  epigastric  pain, 
which  for  two  weeks  had  been  relieved 
transiently  by  water  alone.  Even  water, 
however,  failed  to  relieve  a constant  se- 
vere “boring”  pain,  which  had  appeared 
in  the  left  interscapular  region  in  the  week 
prior  to  admission,  without  specific  rela- 
tionships. 

Physical  examination  revealed  a mark- 
edly pale  white  man,  appearing  well  nour- 
ished, who  was  very  restless  and  perspiring 
freely.  The  blood  pressure  was  140/80, 
pulse  110,  respirations  24  and  temperature 
99.8°.  The  heart  and  lungs  were  normal. 
Abdominal  examination  revealed  moderate 
voluntary  spasm  in  the  mid-epigastrium, 
with  tenderness  on  gentle  deep  palpation. 
No  masses  were  felt  and  the  abdominal  vis- 
cera were  otherwise  negative  to  examina- 
tion. Rectal  examination  revealed  dark 
brown  feces;  Guaiac  negative.  An  electro- 
cardiogram was  normal. 

Admission  Hb.  was  43  per  cent  (7.23 
gms.) , R.B.C.  3,500,000,  W.B.C.  9,400,  and 
Color  Index  0.6.  Kahn  and  Wasserman 
tests  were  consistently  negative ; urine  nor- 
mal; N-P-N  26  mgs.  per  cent;  blood  sugar 
90  mgs.  per  cent;  cholesterol  313  mgs.  per 
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cent;  T.S.P.  7.5  gms.  per  hundred  cc. ; al- 
bumin 5.5  gms.  per  hundred  cc. ; globulin 
2 gms.  per  hundred  cc. ; serum  amylase 
106  units. 

The  patient  was  given  2 oz.  of  milk  and 
cream  every  hour  and  8 cc.  of  aluminum 
hydroxide  jel  every  two  hours  between  7 :00 
a.m.  and  9:00  p.m.,  and  similarly  when 
awake  at  night.  Three  transfusions  of  500 
cc.  of  whole  blood  were  given  on  alternate 
days.  Other  measures  included  mild  se- 
dation, anti-spasmodics,  and  routine  pre- 
cautions to  detect  serious  hemorrhage, 
which  did  not  eventuate.  Morphine  was 
required  frequently  during  the  first  four 
days  to  relieve  the  intense  boring  pains  in 
the  left  interscapular  area,  but  he  remained 
symptom  free  after  the  fifth  hospital  day. 

On  the  sixth  hospital  day,  a gastroin- 
testinal series  was  done,  reported  by  the 
radiologist  (B.R.M.)*  as  follows:  “Esoph- 
agus shows  no  defect.  On  the  greater  cur- 
vature of  the  body  of  the  stomach  there  is 
a huge  ulcer  crater  measuring  2x11/2  cms. 
Marked  radiation  of  the  rugae  surrounds 
the  crater.  Four  hour  film  shows  the  ulcer 
still  full  of  barium;  otherwise  motility  is 


"‘Courtesy  B.  R.  Mayes,  M.D. 


Fig.  1 


Fig.  3 

normal.  Impression:  Gastric  ulcer  on  the 
greater  curvature,  probably  malignant.” 
(Figs.  1,  2 and  3.) 

The  probable  malignant  nature  of  the 
ulcer  was  explained  to  the  patient,  and  he 
was  given  some  insight  into  the  greater 
than  usual  risk  and  the  comparative  pos- 
sible advantages  of  later  surgical  interven- 
tion. This  was  necessary  because  his  wife 
was  recently  deceased,  leaving  five  children 
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under  ten  years  of  age.  He  was  discharged 
from  the  hospital  for  various  reasons  twelve 
days  after  admission,  without  decision  as 
to  future  surgical  intervention.  The  basic 
treatment  plan  above  was  not  altered,  but 
gradual  addition  of  soft  foods  was  care- 
fully detailed. 

Following  discharge  the  patient  adhered 
closely  to  the  progressive  regime  outlined, 
including  hourly  interval  feedings  of  half 
and  half  milk  and  cream,  totaling  two 
quarts  daily.  He  remained  free  of  pain 
and  gained  rapidly  in  weight,  apparently, 
however,  essentially  depot  fat  of  girdle, 
face,  neck  and  abdominal  distribution 
(Chart  2).  This  improvement  was  reflected 
also  in  repeated  hemoglobin  determinations 
(Chart  1).  Although  improved,  exertional 
dyspnea  and  easy  fatiguability  persisted. 
Continuous  abdominal  distention  and  bor- 
borvgmus  were  also  bothersome.  Abdom- 
inal examination  remained  negative  except 
for  moderate  epigastric  soreness  on  pal- 
pation. 

On  November  9,  1948,  a gastro-intestinal 
series  was  done,  reported  by  the  radiolo- 
gists (McC.,  L.  and  I.)  **  as  follows : “There 


**Courtesy  of  C.  C.  McClure,  L.  M.  Manier  and 
J.  Ivie. 


Fig.  4 


is  a large  ulcer  in  the  upper  portion  of 
the  stomach  on  the  greater  curvature,  with 
a crater.  This  is  probably  a malignant 
ulcer.  Otherwise,  the  stomach  and  duode- 
num are  negative”  (Fig  4). 

He  returned  to  full-time  employment  on 
November  16,  1948,  and  was  unable  to  con- 
tinue the  intermediate  hourly  feedings  on 
schedule  when  at  work.  Recurrences  of 
epigastric  pain  were  frequent,  although 
mild,  and  always  relieved  immediately  by 
food  or  alkali  if  not  ignored.  After  the 
first  week  he  worked  overtime  consistently. 
Although  developing  a stubborn  upper  res- 
piratory infection  again  on  about  December 
1,  1948,  he  continued  to  work  as  above, 
doing  hard  labor.  Although  progressively 
fatigued  and  generally  sore,  there  was  only 
moderate  increase  of  intermittent  ulcer- 
type  pain  and  no  tarry  stools  were  noted. 
No  significant  loss  of  weight  occurred. 
When  finally  reporting  for  routine  evalu- 
ation on  December  18,  1948,  a marked  drop 
in  blood  hemoglobin  was  noted  (Chart  1). 
He  appeared  exhausted  and  was  perspiring 
freely,  but  his  temperature  was  normal  and 
no  evidence  of  gross  hemorrhage  was  de- 
tected. An  electrocardiogram  showed  no 
change. 

On  December  18,  1948,  the  radiologists 
(McC.,  L.  and  I.)  repeated  the  gastro- 
intestinal series,  reporting  as  follows : “No 
appreciable  change  is  seen  in  the  ulcerating 
lesion  in  the  greater  curvature  of  the  stom- 
ach close  to  the  cardia.  This  has  the  ap- 
pearance of  an  ulcerating  carcinoma,  al- 
though films  compared  with  films  made  at 
St.  T.  Hospital  (Figs.  1,  2 and  3)  show 
decrease  in  the  size  of  the  lesion”  (Fig.  5). 

Gastric  analysis,  on  December  20,  1948, 
revealed  fasting  free  hydrochloric  acid  20°, 
total  48°.  Unfortunately,  no  other  studies 
were  done  on  the  gastric  contents.  During 
this  procedure,  which  was  carefully  done, 
the  patient  experienced  considerable  aching 
pain  in  the  mid-epigastrium,  which  per- 
sisted for  seven  days  in  decreasing  severity, 
not  relieved  either  by  food,  water  or  alkali. 
No  secondary  bleeding  was  noted. 

On  December  20,  1948,  the  patient  was 
given  a low  cholesterol,  low  fat,  high  pro- 
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Fig.  5 

tein,  high  carbohydrate  diet  in  three  equal 
feedings  daily,  to  include  at  each  meal  a 
large  serving  of  lean  beef,  and  steamed, 
polished  rice  in  large  serving  at  least  once 
daily.  Two  quarts  of  skimmed  milk  daily 
were  given,  taken  during  meals  and  when 
possible  between  meals  while  at  work,  with 
emphasis  placed  on  amounts  consumed 
daily,  rather  than  on  intervals  between 
feedings.  Aluminum  hydroxide  jel,  8 ccs., 
or  its  equivalent  in  tablet  form  for  con- 
venience when  at  work,  was  taken  on  the 
hour,  when  awake,  without  regard  to  feed- 
ings. Tincture  of  belladonna,  drops  15, 
twice  daily,  was  also  advised.  Minimal 
vitamin  supplements  were  added  to  this 
regime,  and  all  other  medicines  were 
omitted.  Laxatives  were  not  permitted  and 
elimination  more  than  once  daily  was  dis- 
couraged. 

On  this  regime,  he  has  remained  entirely 
free  of  ulcer  symptoms,  and  almost  from 
the  start  noted  rapid  gain  in  strength  and 
endurance  and  loss  of  the  at  times  distress- 
ing exertional  dyspnea,  flatulence,  dis- 
tention and  borborygmus.  Although  his 
weight  remained  stabilized  within  narrow 
limits,  as  before,  there  was  a marked  de- 
crease in  the  size  of  the  subcutaneous  fat 
depots.  Parallel  objective  and  subjective 


increase  in  muscle  bulk  was  obvious  and  ex- 
ercise tolerance  (stair  climbing)  was  pro- 
gressively and  markedly  increased  from  the 
first  week  of  adopting  this  regime.  Physical 
examination  remained  negative  and  gain  in 
hemoglobin  was  rapid  without  iron  supple- 
ment. 

On  February  19,  1949,  the  gastrointes- 
tinal series  was  repeated  (McC.,  L.  and  I.) 
and  reported  as  follows : “The  deformity 
as  previously  reported  in  the  stomach  is 
not  present  at  this  examination.  The  rugae 
are  slightly  dilated.”  (Fig.  6.) 

At  his  last  check-up  on  April  1,  1949,  six 
months  after  discharge  from  the  hospital 
and  three  and  one-half  months  after  adopt- 
ing the  new  plan  of  treatment,  he  was  still 
asymptomatic  and  negative  to  examination. 

Discussion 

No  conclusions  may  be  drawn  from  this 
report,  but  some  aspects  of  the  plan  of 
treatment  after  December  20,  1948,  seem 
worth  emphasizing,  because  they  were  suc- 
cessfully applied  under  the  same  adverse 
handicaps.  Certainly  there  is  no  final  proof 
that  this  was  a benign  lesion,  as  consent 
for  more  involved  diagnostic  procedures 
has  not  been  obtained.  However,  the 
clinical  course  to  date  (April  1,  1949)  would 
suggest  that  this  was  a benign  ulcer.1-  2 


Fig.  6 
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Experiments  on  animals  have  shown  that 
deficiencies  of  essential  proteins  precipitate 
formation  or  recurrence  of  peptic  ulcers, 
and  retard  or  prevent  healing.3  Further- 
more, diets  relatively  high  in  cholesterol 
containing  fats  impair  the  metabolism  of 
protein  by  the  liver,4  the  organ  “par  excel- 
lence”3 concerned  with  protein  metabolism. 
Reports  of  concurrent  hepatic  damage  in 
cases  of  peptic  ulcer  are  numerous,5  in- 
dicating the  need  for  greater  parallel  at- 
tention to  this  and  other  organs  responsible 
for  the  supply  of  metabolites  needed  for 
growth,  metabolism  and  repair.6  These 
suggestive  features  were  therefore  incor- 
porated in  the  later  successful  regime,  in 
greater  than  usual  emphasis  in  such  cases. 
Three  meals  a day,  equally  divided,  were 
used  in  order  to  reduce  both  the  total 
amount  of  acid  secreted  and  the  frequency 
of  increased  gut  motility  secondary  to  eat- 
ing. Intermediate  protection  of  the  ulcer- 
ated area  was  accomplished  by  using  hourly 
aluminum  hydroxide  jel,  or  its  equivalent 
in  more  convenient  tablet  form  when  neces- 
sary at  work.  As  in  diabetic  cases,  caloric 
requirements  per  meal  and  per  day  were 
established,  in  less  rigid  but  equally  em- 
phatic manner.  Competition  for  metabol- 
ites under  conditions  of  hard  labor  was 
evaluated  as  best  possible,  reflected  by  defi- 
nite dietary  increases  of  all  essentials  in 
proportionate  need. 

Finally,  this  report  suggests  that  in  cases 
of  peptic  ulcer,  earlier  return  to  routine 
activities  may  reduce  the  strain  of  forced 
idleness  without  compromising  the  proc- 
esses of  repair,  by  comparative  simplifica- 
tion in  management  similar  to  that  used  in 
this  case. 
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REPORT  OF  FATAL  CASE  OF  POST-VACCINAL  (ALLERGIC)  ENCEPHALITIS 

J.  T.  MOORE,  M.D.,  Algood 


This  case  was  given  rabies  vaccine. 

In  order  to  give  a comprehensive  reason 
for  a vaccination  of  this  patient,  I will 
give  a history  leading  up  to  the  time  of  his 
vaccination. 

On  January  15,  1949,  a man  (farmer) 
came  to  me  stating  that  on  the  night  be- 
fore at  12  midnight,  he  heard  a fighting 
among  his  ten  hounds  in  the  back  yard ; 
and  he  went  out  on  the  back  porch  in  his 
shorts ; immediately  a large,  vicious  grey 
fox  attacked  him,  biting  and  scratching 
his  legs,  causing  them  to  bleed.  He  kicked 
the  fox  off.  The  fox  ran  to  a hound  tied 
in  a box  where  his  bed  was  for  the  night, 
fought  this  hound  furiously,  then  went  to 
two  other  hounds  and  fought  them,  and  by 
this  time  the  man  had  secured  a stick.  The 
fox  came  back  to  attack  him  again  and  he 
killed  it  with  the  stick.  The  fox’s  head 
was  cut  by  the  dogs  in  various  places  to 
the  skull.  I sent  this  fox’s  head  to  the 
Tennessee  State  Laboratory,  which  showed 
positive.  Numerous  Negri  bodies  being 
found. 

I gave  this  man  rabies  vaccine,  and  he 
also  gave  his  ten  dogs  complete  immunizing 
vaccines.  None  of  these  dogs  so  far  as 
I know  died  or  had  hydrophobia.  During 
this  same  period,  in  this  neighborhood, 
foxes  appeared  at  different  homes  attack- 
ing dogs  and  trying  to  attack  farmers. 
And  several  foxes  were  killed  and  a num- 
ber were  found  dead  and  some  sick  ones 
in  this  neighborhood.  One  dog  was  killed 
and  buried,  which  had  left  home  (killed 
by  a neighbor).  During  this  time  a calf 
in  this  neighborhood  showed  evidence  of 
hydrophobia,  and  was  pronounced  so  by  a 
veterinarian.  The  owner  of  this  calf  and 
one  son,  who  had  drenched  this  calf  and 
treated  it,  came  to  me  for  vaccine,  which 
was  given.  The  second  day  of  these  vac- 
cinations, a Mr.  Critt  Daniels,  age  44,  a 
slender,  apparently  healthy  man,  farmer 
with  a large  family,  came  to  me  with  this 
history. 

He  was  in  a habit  of  trapping  foxes 
along  a creek.  He  had  his  traps  along  the 


bank  of  the  creek.  Two  foxes  were  in  his 
traps  about  the  same  time,  near  each  other. 
One  fox  had  fallen  over  in  the  creek  and 
was  dead,  either  died  or  was  drowned.  He 
did  not  think  this  fox,  if  normal,  would 
have  drowned ; that  the  fox  should  have 
stayed  out  of  the  water.  He  had  not  heard 
of  any  mad  foxes.  So  he  came  to  me  about 
eight  days  after  he  had  skinned  this  dead 
fox,  and  while  skinning  it  he  cut  his  hand 
with  the  same  knife,  loosening  up  a fleek 
of  skin  which  he  cut  off  with  this  knife. 
So  with  this  kind  of  history,  I began  giv- 
ing him  rabies  vaccine.  On  the  twelfth 
day  the  nurse  who  gave  the  vaccine  to 
him  and  had  been  giving  the  most  doses 
to  all  the  others,  said  to  him,  “You  don’t 
look  very  well  today ; perhaps  you  had  bet- 
ter go  in  and  see  Dr.  Moore.”  He  said  to 
her,  “No,  I am  all  right.”  So  she  gave 
the  vaccine  to  him  the  same  as  the  others, 
but  next  day  I was  called  to  go  to  see  him ; 
that  he  was  not  able  to  come  the  ten  or 
eleven  miles  to  my  office.  So  I made  a 
visit  to  see  him  and  found  him  sitting  up. 
He  had  the  following  symptoms:  Temper- 
ature, normal ; pulse  85.  He  looked  a little 
pale;  said  he  was  not  suffering;  did  not 
have  a headache;  but  his  head  felt  dizzy 
and  his  legs  felt  weak;  and  complained  of 
some  difficulty  in  swallowing.  He  had  a 
free  flow  saliva.  His  blood  pressure  was 
normal.  I had  him  get  up  and  try  to  walk. 
He  could  not  walk  steady.  He  walked 
something  like  a drunk  person  and  had  to 
have  someone  to  steady  him.  So  I had 
him  go  to  bed.  He  was  rational,  but  was 
a little  slow  in  his  answers.  He  had  a good- 
natured  appearance,  which  was  always  nat- 
ural with  him. 

I was  very  much  puzzled  about  his  con- 
dition. He  gave  history  of  having  a cold 
a few  days  before.  I was  trying  to  decide 
whether  to  finish  the  vaccination,  as  he 
was  supposed  to  have  two  more  doses  of 
the  14-dose  treatment.  However,  I drew 
the  vaccine  to  give  him,  but  as  I was  so 
uncertain,  I gave  him  not  more  than  one 
minim,  withdrew  the  needle  and  wasted 
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the  remainder  of  the  dose.  He  had  not 
been  sleeping  much  for  two  or  three  nights 
and  had  frequent  kidney  actions  and  had 
been  going  out  of  the  house  for  his  kid- 
neys to  act.  I directed  them  to  keep  him 
in  bed  and  use  urinal  without  having  to 
get  up,  and  gave  him  a barbital  prepara- 
tion for  rest. 

I was  called  next  day,  in  the  afternoon 
of  February  5,  and  found  him  practically 
unconscious,  temperature  102.  He  could 
move  his  limbs  and  turn  over  and  raise  up. 
When  spoken  to,  his  answers  were  mud- 
dled in  a semi-conscious  manner.  Pupils 
were  slightly  dilated,  reflexes  sluggish.  The 
bladder  was  distended.  I catheterized  him, 
getting  about  26  ounces  of  urine.  I sent 
him  to  the  hospital  (Cookeville  City)  di- 
recting forced  fluids,  and  then  gave  peni- 
cillin. The  next  morning,  February  6,  his 
condition  seemed  more  critical.  He  was 
a little  rigid  in  the  neck  and  frothing  at 
the  mouth,  great  quantities  of  saliva  being 
exudated.  I had  consultation  with  the 
Cookeville  doctors,  and  the  diagnosis  was 
so  uncertain ; in  fact,  we  were  panic  for 
fear  it  was  hydrophobia.  So  I called  the 
state  health  officer,  Dr.  Hutcherson,  and 
he  said  that  possibly  Dr.  Cecil  B.  Tucker 
of  the  state  health  department,  could  prob- 
ably get  off  and  come  up  on  Monday  morn- 
ing to  see  the  case,  which  Dr.  Tucker  kindly 
did  and  was  very  much  interested  in  the 
case ; but  we  could  not  make  a positive 
diagnosis.  On  this  day,  February  7,  the 
patient  was  becoming  more  comatose  and 
showing  evidence  of  general  paralysis. 

Examination  of  spinal  fluid  showed  neg- 
ative. He  could  still  swallow  and  was  tak- 
ing some  fluids.  He  was  given  glucose 
each  day.  On  February  8 he  was  able 
to  swallow  practically  no  fluid.  His  tem- 
perature rose  to  104.  He  was  given  in- 
travenous liquids  and  one  pint  of  blood. 
On  the  night  of  the  8th,  I gave  him  fluids 
and  some  liquid  nourishment  through  a 
Lavene  tube.  The  last  two  days  he  was 
completely  paralyzed.  I am  sure  he  could 


have  had  an  amputation  of  the  limb  with- 
out any  movement.  This,  I think,  was  the 
most  trying  case  and  caused  me  more  anx- 
iety than  any  I ever  had.  He  died  the 
afternoon  of  February  9. 

I secured  permission  from  his  wife  to 
hold  a postmortem,  which  was  done  that 
night  and  a brain  specimen  was  sent  to 
Tennessee  State  Laboratory  with  the  re- 
sult that  no  negri  bodies  were  found,  which 
diagnosis  excluded  hydrophobia. 

The  death  was  reported  due  to  encephal- 
itis, a positive  nature  of  which  was  un- 
known. 

Dr.  Tucker  was  kind  enough  to  pursue 
further  investigation  and  sent  the  specimen 
to  the  Virus  Laboratory  at  Montgomery, 
Alabama,  for  further  study. 

The  histopathological  report  from  Dr.  R. 
Kissling  was  as  follows: 

No  virus  was  recovered  from  the  brain 
tissue  after  inoculation  of  mice,  and  no 
negri  bodies  were  found.  Sections  were 
made  from  the  brain  with  the  following 
results : 

“Brain:  The  lesions  at  all  levels  are  con- 
fined chiefly  to  the  white  matter.  The  le- 
sions are  perivascular  and  divided  into  two 
general  zones.  The  inner  zone  is  limited 
to  the  adventitial  spaces  and  consists  of 
densely  packed  round  cells,  probably  lymph- 
ocytes. The  outer  zone  is  much  wider 
and  not  sharply  delimited.  It  consists  of 
loosely  arranged  cells  with  rather  dense 
nuclei  and  abundant  foamy  cytoplasm. 
Neurons  show  no  outstanding  changes. 
Negri  bodies  were  not  observed. 

“ Diagnosis : Allergic  encephalitis.” 

In  conclusion,  there  is  one  thing  I failed 
to  state  in  this  case:  the  local  reaction 
was  not  as  much  as  in  the  other  cases  that  ' 
were  being  vaccinated  at  the  same  time. 
There  was  never  any  infection  in  the  sight  j 
of  vaccination,  and  no  evidence  of  reaction 
until  the  12th  day.  The  vaccine  used  was 
fresh  and  from  a standard  recognized  lab- 
oratory. 
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Approval  of  the  American  Medical 
Association  Assessment 

The  House  of  Delegates  at  the  Chatta- 
inooga  Meeting  unanimously  voted  to  ap- 
prove the  educational  campaign  of  the 
i American  Medical  Association  and  urged 
every  member  to  pay  the  assessment  which 
will  provide  funds  to  carry  on  the  cam- 
paign. This  action  was  taken  by  approving 
a resolution  presented  by  the  Delegation 
from  the  Nashville  Academy  of  Medicine 
and  the  Davidson  County  Medical  Society. 
The  resolution  will  be  recorded  in  the  pro- 
ceedings of  the  House,  but  it  should  not  wait 
for  that  publication.  We  print  the  reso- 
lution here  with  the  hope  that  it  will  be 
studied  by  every  society  in  the  state  and 
by  every  member  of  every  society. 

Let  me  repeat.  This  resolution  origi- 
nated in  the  Board  of  Directors  of  the 
Nashville  Academy  of  Medicine  and  the 
Davidson  County  Medical  Society.  It  was 
presented  to  the  Academy  and  unanimously 
adopted.  The  resolution  was  then  pre- 
sented to  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association.  It 
was  unanimously  adopted  by  the  House  of 
Delegates. 

With  such  a background,  we  cannot  see 
how  any  doctor  can  refuse  to  do  everything 
in  his  power  to  carry  out  the  provisions 
of  the  resolution.  Here  it  is: 

“The  Board  of  Directors  of  the 


Nashville  Academy  of  Medicine  and 
the  Davidson  County  Medical  Society 
is  deeply  concerned  regarding  the 
threat  of  compulsory  sickness  insur- 
ance. It  accepts  as  principles  that 
the  interest  of  the  patient  is  prior  to 
the  interest  of  the  individual  physi- 
cian, and  the  interest  to  the  nation’s 
health  is  prior  to  the  interest  of  the 
medical  profession. 

“Federal  intervention  threatens 
these  basic  relationships  by  placing 
the  interest  of  politics  above  those  of 
both  patient  and  physician.  Federal 
compulsory  sickness  insurance,  by  al- 
tering these  basic  relationships,  will 
lower  the  quality  of  medical  practice 
and  depress  the  level  of  the  public 
health. 

“The  present  and  past  leadership  of 
the  American  Medical  Association  is 
to  be  whole-heartedly  commended  for 
their  staunch  opposition  to  federal  con- 
trol, and  the  Directors  of  the  Academy 
urge  every  member  of  this  Associa- 
tion to  pay  the  assessment  in  order 
that  the  defense  of  these  essential  prin- 
ciples be  stoutly  maintained. 

“A  policy  of  defense,  however,  is  not 
enough,  and  a more  realistic  attitude 
toward  the  health  program  and  a posi- 
tive and  aggressive  program  initiated 
by  organized  medicine  are  essential  to 
the  recapture  of  our  traditional  lead- 
ership in  the  field  of  health. 

“The  Twelve-Point  Program  of  the 
American  Medical  Association  is  en- 
dorsed and  commended,  but  much  re- 
mains to  be  done  before  these  general 
principles  can  come  into  being.  The 
Board  of  Directors,  therefore,  suggests 
to  the  membership  that  our  delegates 
to  the  State  Society  be  instructed  to 
use  their  votes  and  the  influence  of 
this  Society  for  the  election  of  those 
individuals  to  the  House  of  Delegates 
of  the  American  Medical  Association 
who  will  implement  the  spirit  of  this 
resolution  in  a positive  and  aggressive 
manner. 

“The  Board  of  Directors  is  clearly 
conscious  of  the  dangers  of  divisions 
within  our  ranks  and  believes  that  the 
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N.  S.  SHOFNER,  M.D. 

Nathaniel  Sehorn  Shofner,  born  June  2,  1895,  at  Erin,  Tennessee. 

The  son  of  Daniel  Wilson  Shofner  and  Florence  Sehorn  Shofner. 

In  1900  moved  with  his  parents  to  Mt.  Pleasant,  Tennessee,  where  his 
father  became  President  of  The  First  National  Bank. 

Received  all  his  elementary  and  preparatory  education  at  Howard  In- 
stitute, Mt.  Pleasant,  Tennessee. 

Entered  Vanderbilt  University  in  the  fall  of  1911  and  received  his 
B.A.  degree  in  1915,  and  M.D.  degree  in  1919.  Licensed  in  Tennessee 
in  1919. 

College  Fraternity : Beta  Theta  Pi. 

Medical  Fraternity : Alpha  Kappa  Kappa. 

Served  as  President  of  the  Vanderbilt  Dramatic  Club  and  manager  of 
the  Vanderbilt  Glee  Club,  and  was  editor  of  The  Hustler,  the  college  stu- 
dent paper.  Editor  of  the  1919  “Commodore,”  the  Vanderbilt  annual. 
Was  member  of  The  Calumet  Club,  The  Owl  Club,  and  The  Commodore 
Club. 

Served  a year  as  interne  at  St.  Thomas  Hospital,  Nashville,  on  the 
service  of  the  late  Dr.  W.  D.  Haggard,  1919-1920.  Served  as  assistant 
resident  on  the  Surgical  Service  at  Lakeside  Hospital,  Cleveland,  Ohio, 
from  1920  to  1924  on  the  service  of  the  late  Dr.  George  Crile  and  served 
as  First  Resident  Surgeon  at  the  Cleveland  Clinic  Hospital  from  1924 
to  1925  when  Dr.  Crile  transferred  his  work  there. 

Following  completion  of  a residency,  was  given  the  Crile  Scholarship 
which  enabled  him  to  make  a tour  of  European  clinics. 

Returned  to  Nashville  and  opened  an  office  for  the  practice  of  surgery 
January  1,  1926. 

Was  elected  to  membership  in  the  Nashville  Academy  of  Medicine 
and  Davidson  County  Medical  Society  in  1926  and  served  as  President 
of  this  Society  in  1940. 

Is  on  the  visiting  staffs  of  St.  Thomas  Hospital,  Vanderbilt  University 
Hospital,  Mid-State  Baptist  Hospital,  Nashville  General  Hospital  and 
Hubbard  Hospital. 

Has  been  on  the  teaching  staff  of  Vanderbilt  Medical  School  since  1926 
and  at  present  is  Assistant  Professor  of  Clinical  Surgery  and  Assistant 
Professor  of  Anatomy. 

Membership  in  the  following  medical  societies : Nashville  Academy  of 
Medicine,  Davidson  County  Medical  Society,  Tennessee  State  Medical 
Association,  American  Medical  Association,  Middle  Tennessee  Medical 
Society  of  which  he  is  a past  president,  the  Nashville  Surgical  Society,  the 
Cleveland  Clinic  Fellowship  Association,  and  is  a Fellow  of  the  American 
College  of  Surgeons  and  the  Southeastern  Surgical  Society. 

Religious  affiliation : Christ  Church,  Episcopal. 

Clubs:  Belle  Meade  Country  Club,  Lookout  Mountain  Fairyland  Club. 

Was  married  to  Ethel  Yeatman  Millard  of  Westmoreland  County,  Vir- 
ginia, and  has  two  daughters,  Mrs.  D.  J.  McCormick  of  Santa  Cruz 
County,  California,  and  Mary  Florence  Shofner,  who  is  a graduate  stu- 
dent at  the  University  of  Oklahoma. 

Lives  on  the  Hillsboro  Road,  five  miles  from  Nashville,  and  spends 
as  much  time  as  possible  puttering  about  his  yard  and  almost  every  year 
goes  fishing  at  Crystal  River,  Florida. 
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solidarity  of  our  organization  must  be 
maintained  and  strengthened,  as  it  is 
the  only  defense  of  these  principles 
so  necessary  for  the  advancement  of 
the  nation’s  health.  This  essential  sol- 
idarity can  only  be  obtained  by  tolerant 
discussion  of  the  present  problem,  by 
the  action  of  the  constituted  demo- 
cratic processes  of  the  American  Med- 
ical Association,  and  by  all  members 
loyally  accepting  the  will  of  the  ma- 
jority.” 

Let  every  society  approve  by  its  vote  the 
action  of  its  delegates  as  expressed  in  the 
resolution.  Let  every  member  of  every 
society  do  his  part  in  carrying  on  the  cam- 
paign as  outlined  in  the  resolution. 


The  Tennessee  Surgical  Plan 

After  careful  consideration  and  full  dis- 
cussion, the  House  of  Delegates  modified 
three  provisions  of  the  Surgical  Plan.  Two 
of  these  changes  will  be  effective  immedi- 
ately while  the  third  will  require  more  study 
by  the  Fee  Schedule  Committee. 

The  first  change  by  the  House  of  Dele- 
gates removed  the  Anesthetic  Schedule. 
Hospital  insurance  generally  includes  an 
item  for  extra  expense,  such  as  X-ray,  lab- 
oratory and  other  incidentals.  The  hospital 
insurance  is  now  paying  anesthetic  fees. 
By  including  an  anesthesia  schedule  in  the 
Surgical  Policy  the  policyholder  would  be 
paying  a double  fee  for  anesthesia.  So  by 
omitting  the  anesthesia  schedule  from  the 
Surgical  Policy  the  beneficiary  is  not  re- 
quired to  pay  for  two  anesthetics. 

The  second  change  was  to  modify  Article 
16  of  the  provisions  of  the  policies.  As 
originally  passed,  a company  writing  a pol- 
icy could  not  require  the  insured  to  buy 
additional  allied  coverages,  such  as  hos- 
pitalization, sickness  and  accident,  and 
medical.  The  modified  section  16  now  per- 
mits “tie-in”  sales  to  groups  of  twenty-five 
or  less.  These  “tie-in”  policies  will  increase 
the  total  premium  so  that  the  cost  of  sell- 
ing and  issuing  the  individual  and  small 
group  policies  will  not  be  prohibitive. 

The  House  of  Delegates  instructed  the 
fee  schedule  committee  to  re-study  the  fees 


for  orthopedic  cases  and  for  ear,  eye,  nose 
and  throat  cases.  These  schedules  were 
to  be  increased  “regardless  of  any  set 
limit,”  so  that  the  fees  would  be  commen- 
surate with  the  required  work.  It  was 
agreed  that  these  changes  would  not  go 
into  effect  this  year. 

In  the  near  future  the  Fee  Schedule  Com- 
mittee plans  to  issue  a book  explaining  the 
various  advantages  of  the  Tennessee  Sur- 
gical Plan.  The  book  will  be  for  general 
distribution  by  doctors  and  insurance  com- 
panies. Names  of  the  participating  phy- 
sicians and  approved  insurance  companies 
will  be  listed  in  the  book. 

The  response  of  the  physicians  to  par- 
ticipate has  been  gratifying.  However  we 
feel  sure  that  a number  of  physicians  who 
intend  to  sign  the  agreement  have  not  yet 
signed.  If  you  are  not  on  the  list,  send  in 
your  card.  We  want  your  name  in  the 
first  list  to  be  released  to  the  public. 


DEATHS 


Z.  L.  Shipley,  M.D.,  Cookeville;  Chatta- 
nooga Medical  College,  1902;  aged  75;  died 
December  14,  1948. 


Grover  Moss  Rogers,  M.D.,  Kingsport; 
aged  64;  died  April  11,  1949. 


John  B.  Fitts,  M.D.,  Chattanooga;  Uni- 
versity of  Georgia  School  of  Medicine,  Au- 
gusta, 1927;  aged  49;  died  April  17,  1949. 


AND  WE  QUOTE 


Beware  of  Socialized  Medicine 

London,  England. — Those  who  believe  in 
socialized  medicine  are  those  who  believe 
in  state  control,  who  believe  that  the  state 
can  do  things  better  for  the  people  than 
the  people  can  do  these  things  themselves. 
They  prefer  the  welfare  state  to  individual 
freedom. 

What  results  can  they  marshal  to  sup- 
port their  belief?  None,  that  history  re- 
cords. It  continues  to  be  an  illusive  will 
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o’  the  wisp  of  wishful  thinking  that  is  all 
fancy  and  no  fact.  It  ignores  the  tangible 
results  of  the  free  enterprise  system,  and 
dreams  of  a socialistic  Utopia. 

One  of  the  welfare  measures  that  the 
welfare  staters  always  concentrates  upon 
is  socialized  medicine,  a complete  health 
service  for  all  provided  at  government  ex- 
pense. This  was  one  of  the  promises  in 
the  platform  of  the  present  Socialist  Gov- 
ernment as  it  came  into  power  in  Great 
Britain.  It  was  therefore  made  a part  of 
Britain’s  social  security  program,  provid- 
ing medical  and  dental  service,  medicine, 
dentures,  spectacles,  hot  water  bottles,  cor- 
sets, wigs  and  transformations,  and  all 
other  appurtenances  supposedly  pertaining 
to  the  health  and  well-being  of  the  people. 

Of  course,  good  health  is  desirable  for 
the  people  of  any  nation.  Naturally,  a com- 
plete health  service  for  all  is  one  of  the 
ways  to  insure  good  health.  The  question 
is  whether  the  particular  nation  interested 
can  afford  to  provide  for  this  service  in 
its  general  budget.  The  further  question 
is  whether,  provided  it  can  be  afforded,  it 
is  best  to  turn  the  health  of  the  people 
over  to  the  state  or  let  the  people  retain 
control  over  their  own  health. 

So  far  as  Great  Britain  is  concerned,  the 
people  are  now  finding  out  that  they  were 
not  able  to  afford  socialized  medicine  in 
their  national  budget.  It  is  costing  at  the 
rate  of  $1,040,000,000  per  year,  or  approxi- 
mately one-twelfth  of  the  total  budget,  far 
beyond  all  estimates.  In  the  recent  bud- 
get message,  the  Government  had  to  tell 
the  people,  “There  is  indeed  very  good  ar- 
gument for  imposing  some  special  charge 
or  tax  in  connection  with  the  health  serv- 
ice, both  for  help  to  finance  it  and  to  bring 
home  to  the  people  generally  that  it  has 
to  be  paid  for  out  of  taxation.  It  is  argued 
with  some  force  that  this  might  help  people 
be  more  economical  in  making  use  of  the 
service.”  And  this  when  the  people  had 
been  led  to  believe  it  was  all  free,  when 
they  had  been  led  to  believe  there  was  no 
end  to  the  benefits  they  could  receive  by 
redistribution  of  the  national  wealth ! 

No  wonder  someone  commented  the  other 
day  that  Britain  is  now  a nation  of  “weep- 
ing and  wailing  and  nationalization  of 


teeth.”  The  people  have  been  disillusioned. 
“The  fair  share  for  all”  is  turning  out  to 
be  nothing  more  than  a fair  share  of  aus- 
terity for  all,  with  no  prospects  now  held 
out  by  even  the  Socialist  Government  for 
any  immediate  improvement.  The  meat 
supply  is  dwindling,  due  to  the  bungling 
and  inefficiency  of  government  bulk  pur- 
chasing, and  the  people  have  nothing  to 
do  with  their  new  teeth  except  to  bite 
their  fingernails.  They  have  nothing  to 
look  at  with  their  new  spectacles  except 
an  empty  plate. 

But  even  if  Great  Britain  could  afford 
socialized  medicine — and  the  people  would 
realize  they  cannot  a great  deal  more  if 
their  government  were  not  being  subsi- 
dized by  American  aid — there  is  no  evi- 
dence thus  far  that  this  is  the  best  way 
to  provide  health  for  all.  The  British  Med- 
ical Association  was  against  it  from  the 
beginning,  because  they  realized  they  would 
thereby  surrender  their  freedom  and  their 
initiative  to  government  control.  The  act 
being  passed,  however,  all  of  them  except 
the  finest  specialists,  who  would  have  no 
trouble  commanding  private  patients,  were 
forced  into  the  service.  These  doctors  are 
now  paid  by  the  government  for  the  pa- 
tients under  their  control  at  an  annual  fee 
rate  of  $3.60  “per  head.”  Patients  are  no 
longer  individuals;  they  are  units.  The 
personal  relationship  between  doctor  and 
patient  is  gone. 

The  maximum  number  of  patients  any 
doctor  is  allowed  is  4,000.  This,  of  course, 
is  more  than  any  one  doctor  can  adequately 
wait  upon,  and  the  average  number  of  pa- 
tients is  much  less.  Since  all  the  doctor’s 
overhead  must  come  out  of  his  govern- 
ment compensation,  this  means  that  the 
average  doctor’s  income  has  been  reduced 
far  below  that  which  his  profession  de- 
serves. The  British  Medical  Association 
is  now  demanding  a larger  fee  per  patient, 
and  has  even  formed  a union  of  its  own, 
the  British  Medical  Guild,  to  protect  the 
interests  of  the  doctors  in  the  state  health 
service.  In  an  effort  to  force  all  doctors 
into  the  service,  the  Government  is  refus- 
ing free  medicine  to  all  private  patients, 
but  there  is  much  evidence  that  the  people 
are  becoming  greatly  dissatisfied  with  their 
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“free”  health  service  and  are  beginning  to 
realize  that  now  they  “have  what  they 
want,  they  don’t  want  it.” — Thurman  Sen- 
sing, Secretary,  Southern  States  Industrial 
Council. 


The  National  Physicians  Committee 

Official  statement  of  the  Board  of  Trustees 
for  the  extension  of  Medical  Service 
to  officers  and  members  of  cooperating 
organizations  and  contributors  to  Na- 
tional Physicians  Committee: 

Ten  years  ago  a group  of  officers  and 
fellows  of  the  American  Medical  Associa- 
tion realized  that  the  American  Medical 
Association  was  not  as  active  in  certain 
functions  as  was  deemed  necessary,  some 
of  which  seemed  at  that  time  inappropriate 
for  the  American  Medical  Association  to 
perform.  As  a result,  the  National  Phy- 
sicians Committee  for  the  Extension  of 
Medical  Service  was  created  and  has 
worked  during  these  intervening  years 
within  the  policies  established  by  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation. 

Several  times  during  those  years,  the 
House  of  Delegates  has  expressed  confidence 
in  the  work  of  this  organization. 

Two  years  ago,  a Committee  of  the  House 
Delegates  reported  that  “the  American 
Medical  Association  should  and  must  do  its 
own  public  relations  work.” 

In  December,  1948,  the  House  of  Dele- 
gates took  action  to  create  a new  agency 
to  carry  on  public  relations  activities  and 
to  further  the  extension  of  medical  care. 
This  new  agency  has  been  created  and  is 
functioning.  The  program  as  planned  and 
now  being  carried  on  by  the  American 
Medical  Association  represents  the  fulfill- 
ment of  the  objectives  for  which  the  Na- 
tional Physicians  Committee  was  created 
and  toward  which  it  has  been  working. 

Its  aims  having  been  accomplished,  the 
Board  of  Trustees  of  the  National  Phy- 
sicians Committee  met  in  Chicago  on  April 
10,  1949,  and  voted  (1)  to  approve  the 
action  of  its  Management  Committee  in  au- 
thorizing cessation  of  all  activities  as  of 
April  1,  1949,  and  (2)  to  liquidate  the 


affairs  of  the  National  Physicians  Com- 
mittee in  an  orderly  manner. 

It  planned  further  to  hold  its  next  meet- 
ing in  Atlantic  City  in  June,  1949,  and  at 
that  time  to  consider  further  action  looking 
toward  dissolution  of  the  organization. 

During  its  ten  years  of  activity,  the  Na- 
tional Physicians  Committee  has  brought 
about  the  formation  of  forty-seven  state 
committees  of  physicians  and  forty-six  state 
committees  of  dentists,  in  addition  to  other 
local  organizations,  that  have  functioned 
vigorously  and  well.  The  Board  of  Trus- 
tees now  suggests  to  the  physicians  making 
up  the  personnel  of  these  state  committees 
that  they  offer  their  services  to  the  new 
American  Medical  Association  agency. 

Edward  H.  Cary,  M.D.,  Chairman 
N.P.C.  Board  of  Trustees. 


Compulsory  “Insurance” 

The  American  Medical  Association,  in  a 
blistering  reply  to  charges  by  the  Com- 
mittee for  the  Nation’s  Health  that  State 
and  County  Medical  Societies  are  using 
“monopolistic  controls”  to  sabotage  Volun- 
tary Health  Insurance  programs,  declared 
today : 

“This  is  an  irresponsible  statement  by 
an  irresponsible  oi’ganization.  The  charges 
are  false  in  fact  and  false  in  implication. 
If  there  are  any  saboteurs  at  work,  seeking 
to  destroy  Voluntary  Health  Insurance, 
they  undoubtedly  will  be  found  in  the  mem- 
bership of  The  Committee  for  the  Nation’s 
Health,  which  has  repeatedly  sought  to  dis- 
credit and  decry  the  Voluntary  Health  In- 
surance movement.” 

The  American  Medical  Association  state- 
ment was  issued  by  Dr.  Elmer  L.  Hender- 
son, Chairman  of  the  A.M.A.  Board  of 
Trustees,  and  continued : 

“The  people  have  a right  to  question  the 
source  of  these  charges — and  the  sincerity 
of  the  people  making  the  charges. 

“The  Committee  for  the  Nation’s  Health 
has  done  nothing  to  advance  the  Nation’s 
health  since  it  has  been  in  business.  It  was 
organized  solely  as  a propaganda  agency 
for  the  socialization  of  medicine  and  now 
apparently  has  embarked  on  a campaign 
to  discredit  the  voluntary  systems. 
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“The  State  and  County  Medical  Societies 
throughout  the  United  States,  and  the 
American  Medical  Association,  are  proud 
of  the  part  they  have  played  in  the  phe- 
nomenal growth  of  the  Voluntary  Health 
Insurance  systems,  which  now  provide  pre- 
paid health  protection  for  more  than  52,- 
000,000  people. 

“The  cry  of  monopoly  is  as  absurd  as  it 
is  false.  There  are  hundreds  of  competi- 
tive Voluntary  Health  Insurance  systems 
functioning  in  the  country,  some  under 
medical  sponsorship,  some  under  hospital 
auspices,  and  many  operated  by  outstand- 
ing private  insurance  companies. 

“The  doctors  of  America  are  supporting 
all  sound  voluntary  systems,  which  offer 
the  people  adequate  protection,  and  we  are 
now  engaged  in  a great  Nation-wide  cam- 
paign to  make  America  health  insurance 
conscious  and  to  increase  voluntary  cov- 
erage. The  charges  that  the  medical  pro- 
fession is  sponsoring  restrictive  legislation 
to  achieve  ‘monopolistic  control’  of  the 
health  insurance  field  are  utterly  without 
foundation.” 


Compulsory  “Insurance” 

Lashing  back  at  charges  by  Democratic 
National  Chairman  McGrath  that  oppo- 
nents of  Federal  Compulsory  Health  Insur- 
ance are  using  “untrue  scare  tactics,”  Dr. 
R.  B.  Robins,  of  Camden,  Arkansas,  tonight 
accused  the  Truman  Administration  of 
“deluding  the  American  people  with  false 
promises,  unrealistic  cost  estimates  and 
spurious  health  statistics.” 

Dr.  Robins,  who  is  Democratic  National 
Committeeman  for  Arkansas  and  a member 
of  the  House  of  Delegates  of  the  American 
Medical  Association,  charged  that  Senator 
McGrath  and  President  Truman  have  failed 
to  tell  the  people  honestly  what  the  National 
Health  Program  would  cost  and  what  serv- 
ices it  would  provide. 

Speaking  before  the  Nebraska  Chapter 
of  the  American  Academy  of  General  Prac- 
tice, Dr.  Robins  declared  on  May  2nd : 
“Senator  McGrath,  in  his  public  state- 
ments, and  President  Truman,  in  his  mes- 
sage to  the  U.  S.  Senate,  have  confused 
goals  with  methods.  In  one  legislative 


package  they  have  tied  legitimate  health 
objectives  to  a costly,  dangerous  proposal 
for  Compulsory  Health  Insurance.  They 
are  suggesting  a cure  far  worse  than  the 
disease. 

“Senator  McGrath  disputes  the  American 
Medical  Association’s  estimates  that  Com- 
pulsory Health  Insurance  would  cost  from 
10  billion  to  18  billion  dollars  a year  and 
would  require  from  400,000  to  500,000  ad- 
ditional Federal  employees.  Actually,  these 
estimates  are  extremely  conservative  rather 
than  ‘greatly  exaggerated.’ 

“Administration  spokesmen  have  given 
vague  estimates  of  from  4 billion  to  6 bil- 
lion dollars  a year  as  the  starting  cost  of 
the  uncharted  adventure  in  political  medi- 
cine. These  figures  are  obviously  untrue 
and  unrealistic,  for  the  American  people 
already  are  spending  about  $6,500,000,000 
annually  for  medical  care,  without  the  huge 
extra  expense  of  a Government  health  bu- 
reaucracy. 

“Furthermore,  the  record  in  Great  Brit- 
ain, Germany,  New  Zealand,  and  numerous 
other  countries  proves  that  the  cost  of  po- 
litical medicine  always  soars  far  beyond 
the  original,  soft-pedalled  estimates  of  the 
Government  planners.  In  England,  for  ex- 
ample, the  cost  for  the  very  first  year  of 
the  National  Health  Service  is  running  60 
per  cent  over  the  original  estimate. 

“In  Germany,  the  birthplace  of  Compul- 
sory Health  Insurance,  there  was  one  non- 
medical employee  for  every  100  insured 
persons.  Our  own  Veterans  Administra- 
tion has  one  employee  for  every  97  bene- 
ficiaries. At  those  ratios,  a Compulsory 
Health  Insurance  scheme  in  the  United 
States  would  require  between  1,000,000  and 
1,500,000  Government  payrollers  and  ad- 
ministrative costs  of  at  least  3 billion  dol- 
lars annually. 

“Senator  McGrath  says  ‘no  evidence  has 
been  produced’  to  prove  that  Compulsory 
Health  Insurance  would  lower  medical 
standards  and  put  a third  party  between 
patient  and  doctor.  To  find  proof  of  both 
assertions  he  has  only  to  read  the  daily 
news  reports  from  England  and  the  dis- 
mal record  of  every  large  country  which 
has  adopted  such  a scheme.  He  will  find 
a story  of  assembly-line  medical  methods, 
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increased  sickness  rates,  and  over-all  in- 
feriority to  American  health  standards. 

“He  also  might  read  his  own  proposed 
legislation,  which  would  place  at  least  eight 
national,  state  and  local  administrative 
agencies  between  the  patient  and  doctor, 
and  which  would  put  local  administration 
of  the  insurance  plan  in  the  hands  of  lay 
committees  in  each  community.  Thus,  the 
way  is  paved  for  the  invasion  of  personal 
privacy  and  the  resulting  neighborhood 
gossip  which  are  plaguing  the  British  sys- 
tem.” 

Dr.  Robins  is  Speaker  of  the  Congress 
of  Delegates  of  the  American  Academy  of 
General  Practice. 


Reply  of  Elmer  L.  Henderson,  M.D., 

Chairman  of  the  Board  of  Trustees 
of  the  A.M.A.,  to  President 
Truman’s  “Health  Message” 

“President  Truman’s  special  message, 
asking  enactment  of  a National  Compul- 
sory Health  Insurance  Program,  deserves 
most  careful  scrutiny  both  by  Congress  and 
by  the  American  people,  whose  health 
would  be  seriously  endangered  if  this  Old 
World  scourge  is  allowed  to  spread  to  our 
New  World. 

“There  is  neither  hope  nor  promise  of 
progress  in  this  system  of  regimented  medi- 
cal care.  It  is  the  discredited  system  of 
decadent  nations  which  are  now  living  off 
the  bounty  of  the  American  people — and 
if  adopted  here,  it  would  not  only  jeop- 
ardize the  health  of  our  people,  but  would 
gravely  endanger  our  freedom.  It  is  one 
of  the  final,  irrevocable  steps  toward  State 
Socialism — and  every  American  should  be 
alerted  to  the  danger. 

“One  of  the  great  dangers  in  political 
diagnosis  of  the  health  needs  of  the  people 
is  the  temptation  to  over-simplification. 
President  Truman  has  fallen  into  this  error. 

“The  President  sets  forth  an  objective 
which  all  of  us  can  warmly  endorse — 
namely,  bringing  adequate  health  services 
within  the  reach  of  all  the  people.  The 
doctors  of  America,  in  cooperation  with 
the  prepaid  medical  and  hospital  care  plans 
and  the  many  splendid  voluntary  health 


insurance  systems,  have  made  great  prog- 
ress in  achieving  that  objective,  so  we 
have  no  quarrel  with  the  President  on 
that  score. 

“President  Truman,  however,  proceeds 
from  a desirable  objective  to  a highly- 
undesirable  proposal  for  achieving  that  ob- 
jective. There  is  a great  deal  of  double- 
talk  in  the  President’s  message,  but  what 
he  actually  proposes  is  a National  Com- 
pulsory Health  Insurance  System  which 
would  regiment  doctors  and  patients  alike 
under  a vast  bureaucracy  of  political  ad- 
ministrators, clerks,  bookkeepers  and  lay 
committees. 

“Every  wage-earner,  every  self-employed 
person  and  every  employer  would  be  com- 
pelled to  contribute  exorbitant  payroll 
taxes,  eventually  mounting  to  a tax  of  8 or 
10  per  cent  on  every  paycheck,  to  support 
this  system — and  the  cost  of  medical  care, 
instead  of  being  reduced,  would  be  doubled 
and  trebled  by  bureaucratic  overhead.  The 
record  is  clear  in  every  country  where 
Compulsory  Health  Insurance  has  been 
adopted.  It  is  cheap  in  quality,  but  ex- 
travagantly high  in  price. 

“The  President’s  message,  in  some  re- 
spects, was  persuasive  and  disarming.  The 
ideals  and  objectives  were  stated  in  glowing 
terms,  but  the  message  was  completely  lack- 
ing in  any  specific  statement  of  the  services 
to  which  the  people  would  be  entitled,  or 
any  estimate  of  the  taxes  which  they  would 
be  compelled  to  pay. 

“Mr.  Truman  has  been  too  long  away 
from  Missouri,  if  he  believes  the  American 
people  will  sign  a blank  check  for  such  an 
ambiguous  program.  The  people  will  want 
to  be  shown. 

“There  are  many  fallacies  and  misstate- 
ments in  the  President’s  message,  some  of 
which  cannot  go  unchallenged. 

“President  Truman,  for  example,  is 
about  a decade  behind  the  times  in  his 
statistics  on  the  growth  of  the  Voluntary 
Health  Insurance  Systems. 

“He  reports  that  only  3,500,000  people 
have  insurance  which  provides  adequate 
health  protection.  Ten  or  15  years  ago 
that  was  true.  Today,  Mr.  President,  55,- 
000,000  Americans  are  protected,  under 
the  Voluntary  Health  Insurance  Systems 
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of  this  country,  against  the  costs  of  hos- 
pital care,  and  37,000,000  policyholders  are 
insured  against  surgical  or  medical  bills. 

“Again,  the  President  falls  into  the  error 
of  stating  that  only  limited,  inadequate 
health  protection  is  available  under  the  Vol- 
untary Health  Insurance  Systems.  Actu- 
ally, the  voluntary  systems  are  providing 
better  coverage  today  than  any  compulsory 
program  yet  proposed — at  about  half  the 
price. 

“President  Truman  also  makes  the  amaz- 
ing assertion  that  adequate  medical  care 
is  now  beyond  the  means  of  all  but  the 
upper  income  groups.  On  the  contrary, 
any  family  which  can  afford  a package  of 
cigarettes  a day,  or  a weekly  movie,  can 
afford  the  finest  kind  of  pre-paid  medical 
and  hospital  protection.  The  cost  is  about 
the  same. 

“The  most  serious  misstatement  in  the 
President’s  message — and  one  which  it  is 
regrettable  any  President  of  the  United 
States  would  have  uttered — is  the  repeti- 
tion of  that  now  completely  discredited 
statement  that  tens  of  thousands  of  per- 
sons die  needlessly  in  this  country,  due  to 
lack  of  medical  care. 

“The  President,  in  this  instance,  as  in 
others,  undoubtedly  based  his  statement  on 
the  distorted  report  of  the  Federal  Security 
Administrator,  whose  listing  of  ‘needless 
deaths’  included  40,000  deaths  from  acci- 
dents and  115,000  from  cancer  and  heart 
disease. 

“It  is  shocking  that  any  government  de- 
partment head  would  seek  to  impose  on  the 
credulity  of  the  American  people  with  such 
flagrant  misrepresentations — and  it  is  un- 
fortunate, indeed,  that  the  President  of  the 
United  States  should  have  repeated,  even 
in  part,  the  misinformation  contained  in 
this  report. 

“There  is  a very  real  need  in  America 
for  the  budgeting  of  medical  costs  and 
American  medicine  is  proud  of  the  part  it 
has  played  in  building  the  Voluntary  Health 
Insurance  Systems  to  meet  that  need. 
There  is  no  need,  however,  for  compelling 
the  American  people  to  join  a government 
system.  The  voluntary  way  is  the  Amer- 
ican way — and  the  people  will  resolve  this 
problem,  in  a very  short  span  of  years, 


under  the  voluntary  system  now  available 
to  them.” 


The  year  1949  marks  the  40th  Anniver- 
sary of  the  Health  and  Welfare  Division 
of  the  Metropolitan  Life  Insurance  Com- 
pany. A copy  of  our  Anniversary  report, 
UO  Years  of  Health  Campaigning,  is  at- 
tached. This  report  presents,  in  brief,  some 
aspects  of  the  Metropolitan’s  contribution 
to  the  outstanding  results  of  40  years  of 
cooperative  public  health  effort  by  volun- 
tary and  official  health  and  welfare 
agencies : 

— Nearly  a billion  and  a half  health  and 
safety  pamphlets  distributed. 

— More  than  100,000,000  nursing  visits 
made  to  eligible  policyholders. 

— Metropolitan’s  motion  pictures  shown 
to  an  audience  of  more  than  147,000,- 
000  persons. 

It  is  a pleasure  to  extend  to  your  agency 
the  appreciation  of  the  Company  for  the 
opportunity  of  working  with  you  in  these 
services  throughout  the  years,  leading  up 
to  1948  as  the  healthiest  year  in  the  record 
for  our  policyholders  and  for  the  public  in 
general. 

We  look  forward  to  continued  coopera- 
tion for  public  health  and  safety. 

Very  truly  yours, 

D.  B.  Armstrong, 
Second  Vice-President 
Health  and  Welfare. 


Censor  Medicine 

The  present  craze  for  specialization  in 
the  practice  of  medicine  recalls  the  de- 
scriptions of  “specialist”  and  “general  prac- 
titioner.” According  to  some  anonymous 
medical  wit,  a specialist  is  a physician  who 
knows  more  and  more  about  less  and  less, 
until  he  knows  everything  about  practically 
nothing.  This  same  wag  described  the  gen- 
eral practitioner  as  one  who  knows  less 
and  less  about  every  phase  of  medicine, 
until  he  finally  knows  nothing  about  al- 
most everything. 

Those  descriptions  contain  more  than 
a grain  of  truth,  even  though  they  are  too 
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evident  exaggeration.  It  is  not  too  difficult 
to  visualize  a specialist  who  limits  his  prac- 
tice to  the  confines  of  the  right  nostril  or 
to  the  diseases  of  the  left  great  toe.  The 
reinforced  concrete  wall  they  have  built 
around  these  certain  anatomical  structures 
is  so  high  that  it  is  impossible  for  them 
to  see  over  it.  The  great  outside  world 
of  the  rest  of  the  body  and  its  functions, 
and  the  influence  of  the  mind  on  physiologic 
activities  of  the  organs  beyond  the  limit  of 
their  myopic  scope  is  not  only  shut  off  from 
their  ken,  but  its  a matter  of  indifference 
to  these  claustrophobes. 

Oftentimes,  at  medical  meetings,  we  are 
treated  to  discussions  between  these  learned 
men  of  science  which  are  comparable  to  the 
meticulous  medieval  theologians  disagree- 
ing as  to  the  number  of  angels  that  can 
assemble  on  the  point  of  a pin.  Apparently 
it  is  to  be  dismissed  as  too  adolescently  ele- 
mental that  the  possessor  of  these  disputed 
minutja  is  a living  breathing  homo  sap.,  who 
is  motivated  by  a complexity  of  urges,  de- 
sires, fears  and  just  plain  marital  discords. 
The  influence  of  the  emotions  on  the  periph- 
eral circulation  of  the  extremities  may 
be  stronger  than  the  most  potent  drug. 
Contentment,  domestic  peace,  and  a com- 
fortably full  stomach  have  produced  cura- 
tive effects  that  have  sent  these  master- 
minds of  science  on  their  way,  muttering 
incoherently. 

But  this  is  the  way  of  progress  in  medi- 
cine. We  decry  the  increasing  hordes  of 
specialists,  and  yet  we  multiply  the  poten- 
tials of  producing  them.  How  many  proud 
young  “specialists”  are  turned  out  who  have 
never  treated  a patient  to  the  conclusion 
of  his  illness?  They  are  full  of  statistics, 
and  their  pride  in  their  Alma  Mater  Medi- 
cinae  Residentise  causes  them  to  look  with 
pity  and  not  a little  contempt  on  their  less 
fortunate  colleagues.  These  proud  young 
fellers  had  better  marry  money  if  they 
wish  to  survive  the  years  of  learning  to 
be  a good  doctor. 

And  the  solution?  . . . Not  too  difficult. 
Let  us  teach  the  medical  student  to  be  a 
doctor,  first.  Let  him  get  the  best  intern- 
ship available,  and  to  make  the  most  of 
each  patient  who  comes  under  his  atten- 
tion. Ten  cases  carefully  worked  up  dur- 


ing an  internship,  so  that  our  young  medico 
really  knows  the  subject,  is  better  than 
touching  superficially  upon  a thousand.  Let 
him  begin  his  practice  in  a remote  location, 
where  he  has  only  his  hands,  and  the  few 
instruments  that  he  can  carry,  and  learn 
to  make  use  of  his  heart  and  his  head  as 
well  as  his  two  hands.  Three  to  five  years 
of  a general  practice  will  fit  him  to  enter 
a residency  or  a fellowship,  where  his 
knowledge  of  human  nature,  its  frailties, 
as  well  as  its  pathology,  will  make  him  a 
better  specialist  after  his  period  of  pre- 
scribed qualifications  for  the  Board  of  his 
choice. 

There  is  an  increasing  shortage  of  “good” 
doctors.  It  behooves  the  teachers  of  every 
branch  of  medicine  to  inculcate  the  idea 
of  general  practice  into  the  noggins  of  their 
students,  and  to  dim  the  glamour  of  the 
strutting  specialist.  Remember  this  . . . 
we  must  produce  more  good  general  prac- 
titioners to  supply  the  clamoring  demand, 
or  the  State  will — to  our  sorrow,  and  to 
the  acknowledged  disadvantage  to  our 
Country.  If  the  present  method  of  medical 
and  graduate  medical  education  is  faulty 
enough  to  merit  criticism,  the  method  to 
be  employed  by  the  State  will  be  infinitely 
worse. — The  Journal  of  Phi  Rho  Sigma, 
Vol.  44,  No.  2,  Feb.,  1949. 
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The  American  Drug  Manufacturers’  As- 
sociation, holding  its  annual  meeting  re- 
cently in  Boca  Raton,  Fla.,  reaffirmed  its 
stand  against  any  form  of  compulsory  sick- 
ness insurance. 

After  I addressed  the  meeting,  the  asso- 
ciation reaffirmed  adoption  of  a resolution 
which  it  passed  back  in  1939.  The  resolu- 
tion, which  is  as  good  and  sound  now  as 
it  was  then,  outlined  several  “policies  to 
insure  preservation  of  those  portions  of 
our  medical  system  proven  to  be  of  greatest 
value  in  keeping  this  nation  first  among 
all  nations  in  matters  of  health.” 

The  1939  resolution  drew  considerable 
comment  at  the  meeting  because  of  the  fact 
that  not  one  line  had  to  be  changed,  showing 
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the  farsightedness  of  the  association  in  a 
matter  of  such  broad  scope. 

The  resolution  included  the  following 
points : 

1.  The  availability  of  the  existing  non- 
governmental plans  for  voluntary  sickness 
insurance  and  hospitalization  should  be  ex- 
tended and  their  principles  furthered. 

2.  Individuals  should  be  required  to  con- 
tribute to  their  own  medical  and  hospital 
needs  to  the  full  extent  of  their  economic 
ability. 

A good  many  of  the  replies  given  in  one 
survey  indicated  a belief  that  the  govern- 
ment’s program  would  be  free. 

3.  The  determination  of  the  need  for 
medical  treatment  of  those  coming  under 
any  plan  should  be  kept  in  the  hands  of 
private  physicians. 

4.  The  determination  of  the  need  for 
financial  assistance  of  those  coming  under 
any  plan  should  be  by  means  of  a formula 
based  upon  the  individual’s  assets  and  cur- 
rent income  compared  to  the  demonstrated 
cost  of  medical  and  hospital  care  in  the 
particular  community.  Government  aid 
should  be  confined  to  the  difference  between 
cost  of  such  services  and  the  demonstrated 
ability  to  pay. 

Dr.  Howard  Asks  Firm  Stand  on  Issues. 
My  assistant,  Dr.  Ernest  B.  Howard,  told 
the  Illinois  Public  Health  Association  at  a 
meeting  in  Chicago  last  week  that  federal, 
state  and  county  health  officials  can  no 
longer  remain  “conspicuously  silent”  on  the 
issue  of  compulsory  sickness  insurance. 

He  said  that  “the  few  who  have  seen  fit 
to  support  publicly”  the  10-year  health  pro- 
gram offered  by  Federal  Security  Admin- 
istrator Oscar  Ewing  “represent  a tiny 
minority  of  the  leading  authorities  of  fed- 
eral and  state  health  services.” 

“It  is  well  known,”  he  said,  “that  many 
leading  public  health  officials  and  groups 
believe  that  the  administration’s  compul- 
sory taxation  program  should  not  be  ap- 
proved, but  these  opinions  have  not  been 
made  public.” 

“The  time  has  come,”  Dr.  Howard  said, 
“for  clear,  unequivocal  statements  by  rep- 
resentatives of  public  health. 

“You  cannot  remain  passively  on  the 
sidelines  while  this  great  issue  is  being 


fought.  Your  position  as  administrator 
places  you  between  the  medical  profession 
and  the  public.  It  is  your  obligation  to  as- 
sure that  no  government  sponsored  medical 
care  plan  be  adopted  that  will  imperil  your 
relations  with  practitioners  and  the  con- 
tinued progress  of  public  health.” 

A.  M.  A.  Health  Program  Gets  Biggest 
Support  in  Midwest.  The  American  Insti- 
tute of  Public  Opinion,  headed  by  Pollster 
George  Gallup,  has  found  that  the  Amer- 
ican Medical  Association’s  counter  proposal 
for  voluntary  health  insurance  gets  its 
greatest  support  in  the  Midwest  and 
South,  and  among  the  professional  and 
white  collar  classes,  farmers  and  people 
living  in  small  towns. 

The  Truman  administration’s  compulsory 
health  insurance  program  finds  its  greatest 
support  in  the  eastern  section  of  the  United 
States,  and  among  manual  workers,  and 
people  living  in  the  big  cities. 

These  divisions  of  opinion  were  found  in 
a coast-to-coast  survey  conducted  recently 
by  the  institute. 

The  institute  carried  on  a series  of  sur- 
veys to  determine  the  extent  of  public 
knowledge  about  the  health  program  and 
the  general  trend  of  attitudes  toward  the 
idea  of  compulsory  medical  “insurance” 
handled  by  the  government. 

For  the  nation  as  a whole,  the  institute 
found  that  the  weight  of  opinion  is  in  favor 
of  the  A.  M.  A.’s  12-point  health  program, 
although  the  division  of  sentiment  was 
found  to  be  fairly  close. 

The  results  were  33  per  cent  for  the 
Truman  compulsory  health  insurance  pro- 
gram, 47  per  cent  for  the  A.  M.  A.  plan, 
with  7 per  cent  favoring  neither,  and  13 
per  cent  expressing  no  opinion. 

In  one  survey,  the  pollsters  found  that 
the  average  voter  is  not  sure  who  would 
be  covered  under  the  compulsory  program, 
how  much  it  would  cost  per  person  enrolled, 
or  w'hat  services  would  be  provided.  “But 
one  fact  which  seems  to  have  registered  on 
the  minds  of  those  familiar  with  the  pro- 
gram,” the  institute  said,  “is  that  most  doc- 
tors are  opposed  to  it.” 

It  was  also  found  that  the  average  voter 
is  not  acquainted  with  the  fact  that  under 
a payroll  deduction  system  the  sick,  old  and 
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retired  who  have  no  regular  job  would  not 
be  enrolled  under  the  government  plan. 

Four  out  of  ten  voters  questioned  in  one 
survey  said  they  did  not  know  what  the 
phrase  socialized  medicine  meant.  To  the 
rest  it  seemed  to  have  a wide  variety  of 
meanings ; for  example,  one  person  ques- 
tioned in  Cincinnati  said  that  socialized 
medicine  meant  “medicine  for  social  dis- 
eases.” 

Sensenich  Addresses  Pediatric  Group. 
“Much  of  the  deficiency  in  child  care  is 
only  part  of  the  total  problem  of  medical 
care  of  adults,”  Dr.  R.  L.  Sensenich,  South 
Bend,  said  in  addressing  a dinner  meeting 
of  the  American  Academy  of  Pediatrics  in 
New  York  last  week. 

Speakers  at  the  dinner  announced  the 
findings  of  a three-year,  million-dollar,  pri- 
vately conducted  study  of  child  care  and 
plans  for  a nation-wide  action  program  for 
improvement  of  child  health. 

Dr.  Sensenich,  who  is  president  of  the 
American  Medical  Association,  congratu- 
lated the  academy  for  the  comprehensive 
study  because  it  included  the  observations 
of  all  branches  of  the  medical  profession. 

Stresses  Importance  of  Community 
Health  Council.  Dr.  James  R.  Miller,  Hart- 
ford, Conn.,  a member  of  the  A.  M.  A. 
Board  of  Trustees,  said  in  an  address  at 
Cincinnati  recently  that  “the  community 
has  a right  to  expect  from  the  medical 
profession  strong  leadership  in  removing 
the  economic  shock  from  the  cost  of  medical 
care,  but  it  is  not  possible  for  the  doctors 
to  do  this  alone.” 

“These  costs,”  he  added,  “involve  hos- 
pitals, nurses,  pharmacists,  and  a host  of 
related  medical  services.  Voluntary  insur- 
ance against  the  costs  of  hospital  and  med- 
ical care  have  been  developing  at  a phe- 
nomenal rate  in  the  past  decade  as  an 
answer  to  this  need.  The  public  and  the 
profession  alike  are  eager  to  develop  this 
socially  useful  mechanism.” 

Dr.  Miller  spoke  at  a National  Institute 
on  Community  Health,  sponsored  by  the 
Chamber  of  Commerce  of  the  United  States, 
held  in  Cincinnati  Thursday,  April  7. 
Believing  that  more  effective  community 
health  work  is  desirable,  the  Chamber  of 
Commerce  explained  that  the  purpose  of 


the  institute  is  “to  stimulate  the  interest 
of  business  men  and  business  organizations 
in  their  community  health  problems  and 
to  foster  intelligent  action.” 

Dr.  Miller,  who  was  one  of  several  speak- 
ers, asked  “How  are  the  contributions  of 
the  medical  profession  to  be  made  most 
effective?”  Then  he  replied  by  saying  that 
“a  community  health  council  is  the  best 
answer.” 

“Wherever  these  have  been  developed,” 
he  continued,  “they  have  been  found  effec- 
tive in  promoting  the  community’s  health 
program  and  in  keeping  its  development  in 
perspective  against  the  community’s  pro- 
gram as  a whole.  The  American  Medical 
Association  has  advocated  this  approach  to 
community  health  programs  for  many  years. 

“When  a community  has  a trained  health 
officer  with  adequate  staff  and  when  phy- 
sicians succeed  in  convincing  the  citizens 
of  the  value  of  a good  health  program  and 
of  their  own  personal  responsibility  for 
healthy  living,  there  will  be  established  a 
chain  reaction  of  progress  toward  better 
community  health  which  nothing  can  stop.” 


To  Editors  of  State  Medical  Asso- 
ciation Journals 

The  secretary  of  each  local  medical  so- 
ciety will  soon  receive  in  the  mail  a ques- 
tionnaire on  school  health  services  in  his 
community.  The  American  Medical  Asso- 
ciation, in  cooperation  with  the  U.  S.  Office 
of  Education,  is  making  a study  of  school 
health  services  through  its  Bureau  of 
Health  Education.  The  survey  is  a pre- 
liminary step  in  efforts  designed  to  bring 
about  improvement  of  school  health  pro- 
grams within  the  framework  of  the  private 
practice  of  medicine.  For  this  reason,  it 
is  most  important  that  each  local  medical 
society  complete  and  return  the  question- 
naire. 

The  U.  S.  Office  of  Education  in  Wash- 
ington will  concurrently  query  the  schools. 
Two  different  questionnaires  which  supple- 
ment and  reinforce  each  other  and  contain 
no  duplicate  questions  are  being  used.  The 
information  requested  is  needed  to  deter- 
mine present  strengths  and  weaknesses  in 


May,  1949 


NEWS  NOTES  AND  COMMENTS 


171 


school  health  services,  to  indicate  needs, 
and  to  point  up  action  for  the  future.  The 
questionnaire  has  been  tested  prior  to  print- 
ing and  all  unnecessary  questions  elimi- 
nated. 

Publication  of  the  above  statement  in 
your  state  medical  journal  will  be  much 
appreciated.  A similar  announcement  con- 
cerning the  survey  is  also  being  mailed  to 
secretaries  of  state  medical  associations. 

William  W.  Bolton,  M.D. 

Associate  Director. 


NEWS  NOTES  AND  COMMENTS 


Postgraduate  Study 

The  Postgraduate  Committee  had  a meet- 
ing at  6:30  p.m.  Monday,  April  11,  at  The 
Read  House,  Chattanooga,  at  which  time 
applicants  were  interviewed  for  the  instruc- 
torship  for  the  next  postgraduate  course 
which  will  cover  “Personality  Factors  in 
the  Treatment  of  Diseases.” 


Dr.  Ralph  P.  Townsend  of  Yonkers,  New 
York,  after  careful  consideration  by  the 
Committee,  was  appointed  as  instructor. 
Instruction,  however,  will  not  begin  until 
September,  1949.  Dr.  Townsend  comes 
highly  recommended  and  has  had  excellent 
training  and  background  and  the  Com- 
mittee believes  he  will  be  of  assistance  to 
the  physicians  of  Tennessee  in  connection 
with  this  problem  which  is  found  to  be 
existent  among  our  citizens  everywhere. 
His  qualifications  are: 

Name:  Ralph  P.  Townsend,  M.D. 

Birthplace:  Hartsdale,  New  York. 

Marital  Status:  Married. 

Citizenship:  By  Nativity. 

Education:  White  Plains  High  School, 
White  Plains,  N.  Y.;  Wesleyan  University, 
Middletown,  Conn.,  A.B.,  1938;  Cornell 
Medical  College,  New  York  City,  M.D., 
1942. 

Internships:  Rotating  Internship,  Uni- 
versity of  Illinois ; Research  and  Education- 
al Hospital,  Chicago. 

Licensure : New  York  State. 

Memberships:  Aero-Medical  Association. 

Residences:  Medical:  United  States  Air 
Forces,  March  Field  Station  Hospital;  New 
York  Hospital,  New  York  City.  Psychi- 
atric: Bronx  Veterans  Hospital,  Bronx. 
New  York. 

Experience:  Teaching:  Biology  Instruc- 
tor as  Senior,  Wesleyan  University,  1938; 
Instructor  of  Junior  and  Senior  Medical 
Students  as  part  of  duties  as  Assistant 
Resident  in  Medicine,  New  York  Hospital. 


130-Bed  Hospital  Under  Construction 
in  Jackson,  Tennessee 

The  new  $1,800,000  Jackson-Madison 
County  General  Hospital,  Jackson,  Tennes- 
see, will  be  completed  late  in  1949,  it  was 
announced  today  by  Frank  B.  Caldwell, 
Chairman  of  the  Hospital  Building  Com- 
mittee. Work  on  the  project  was  started 
last  fall. 


Physicians  Desiring  Location 
Dear  Dr.  Hardy: 

Recently  I have  written  to  the  American 
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Medical  Association  concerning  informa- 
tion on  locations  to  begin  general  practice, 
and  they  have  referred  me  to  you  for  fur- 
ther information  relative  to  locations  in  the 
State  of  Tennessee. 

I am  a native  Southerner;  a graduate  of 
the  University  of  Tennessee  College  of 
Medicine,  class  of  1945.  Following  my 
rotating  internship  at  Denver  General  Hos- 
pital in  Denver,  Colorado,  I entered  the 
Army  for  two  years  active  duty,  where  I 
did  internal  medicine,  obstetrics-gynecology 
and  a small  amount  of  surgery.  At  sep- 
aration from  the  Army  in  July,  1948,  I 
became  assistant  resident  in  surgery  here 
at  City  Hospital  in  Winston-Salem,  and  will 
go  into  practice  in  July  when  my  contract 
here  is  finished. 

I would  like  to  do  general  practice,  in- 
cluding ob-gyn,  and  some  surgery,  and 
would  like  to  locate  near  or  in  a town  with 
hospital  facilities. 

Any  information  that  you  may  give  to 
me  concerning  locations  for  general  prac- 
tice will  be  greatly  appreciated. 

Sincerely, 

A.  M.  B„  M.D. 


Dear  Dr.  Hardy : 

I am  interested  in  practicing  pediatrics 
in  the  South,  preferably  in  Tennessee  or 
Alabama,  and  am  writing  to  you  for  any 
suggestions  or  openings  of  which  you  know 
for  a pediatrician  in  Tennessee. 

I am  listing  below  my  training  and  ex- 
perience: Fairfield,  Alabama,  elementary 
and  high  school.  University  of  Alabama, 
B.A.,  1942.  University  of  Virginia,  M.D., 
1944.  Interned  at  U.S.  Naval  Hospital, 
Newport,  Rhode  Island,  1944.  U.S.  Navy, 
overseas,  1944-1946.  Separated  from  the 
Navy,  August,  1946.  Company  physician 
at  Tennessee  Coal,  Iron  and  Steel  Company, 
Fairfield,  Alabama,  August,  1946  to  June, 
1947.  Resident  in  pediatrics  at  Employees’ 
Hospital,  Fairfield,  July,  1947-1948.  Post- 
graduate course  in  pediatrics  at  St.  Louis 
Children’s  Hospital,  St.  Louis,  Missouri, 
under  Dr.  Alexis  Hartmann,  September, 
1948-May,  1949.  This  course  includes  lec- 
tures and  residency  work  at  Children’s  St. 
Louis  City  and  County  Hospitals.  Age  28, 
married.  Certificate  No.  5670,  Medical  As- 


sociation of  Alabama.  Issued  December  9, 
1946. 

If  you  would  like  further  information 
about  my  training,  I shall  be  glad  to  supply 
it.  Since  I wish  to  start  practicing  as  soon 
after  the  first  of  July  as  possible,  I will 
appreciate  hearing  from  you  at  your  early 
convenience  concerning  whatever  informa- 
tion you  may  have  about  opportunities  in 
the  State  of  Tennessee  where  a pediatrician 
is  needed. 

Very  truly  yours, 

W.  M.  B.,  M.D. 


Dear  Dr.  Hardy : 

At  the  suggestion  of  Dr.  E.  L.  Bishop, 
I am  writing  to  ask  you  if  you  know  of 
any  place  in  Tennessee,  preferably  in  the 
eastern  part,  where  there  is  need  for  a 
general  surgeon. 

I graduated  from  Vanderbilt  Medical 
School  in  1932,  served  a year’s  internship 
on  the  Medical  Service  in  Vanderbilt  Hos- 
pital, served  two  years’  residency  in  Ruth- 
erford Hospital,  Murfreesboro,  and  then 
went  to  China  as  a medical  missionary  of 
the  Southern  Presbyterian  Church  in  1935. 
For  five  years  I was  surgeon  in  one  of 
our  mission  hospitals,  with  interruptions 
caused  by  the  Japanese  war.  In  November, 
1940,  I took  a short  postgraduate  course 
in  Surgery  at  Harvard.  In  1941  I prac- 
ticed medicine  and  surgery  for  one  year 
in  Shelbyville,  Tennessee.  Then  for  five 
and  one-half  years  I was  surgeon  for  the 
Grace  Hospital,  Banner  Elk,  N.  C.  In  1947 
I returned  to  China  for  my  second  term 
as  a missionary,  was  superintendent  of  one 
of  our  hospitals,  and  had  to  leave  with  my 
family  after  fifteen  months  on  account  of 
the  civil  war.  Two  new  members  have 
been  taken  on  the  staff  of  Grace  Hospital, 
and  there  is  no  need  for  an  additional  sur- 
geon here  now.  I was  admitted  to  the 
American  College  of  Surgeons  as  a Fellow 
in  1946,  and  would  like  to  limit  my  prac- 
tice to  general  surgery. 

I shall  greatly  appreciate  your  advice. 
It  would  be  much  more  desirable  to  me  to 
find  a place  where  there  is  a real  need 
rather  than  to  try  to  enter  a place  well 
staffed  with  surgeons.  With  three  chil- 
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dren,  I would  like  to  find  good  public  schools 
and  locate  in  a town  not  smaller  than  three 
thousand  in  population.  I enjoy  some  gen- 
eral practice  but  feel  that  there  might  be 
a better  chance  of  earning  the  favor  of  the 
local  general  practitioners  if  I am  not  in 
direct  competition  with  them. 

Sincerely, 

A.  S.  M.,  M.D. 


WOMAN’S  AUXILIARY 

i 


Greetings  to  the  doctors,  doctors’  wives 
■ and  Auxiliary  members  in  the  State  of 
Tennessee.  I am  humbly  aware  of  the 
honor  that  I have  in  being  your  leader  for 
i the  ensuing  year,  but  with  every  honor 
goes  a responsibility,  and  I pledge  my  time 
and  help  in  any  way  to  promote  the  prin- 
ciples of  the  National  Health  Program  of 
the  American  Medical  Association. 

Our  immediate  objective  is  the  defeat  of 
the  Compulsory  Health  Insurance  bill  in 
Congress,  and  it  is  our  privilege,  as  well 
as  obligation,  to  study  and  promote  the 
National  Education  Campaign  of  the  Amer- 
ican Medical  Association.  Our  long  range 
objective  is  the  expansion  and  development 
of  voluntary  health  insurance.  Our  work 
for  achieving  these  goals  include:  securing 
endorsements,  particularly  from  women’s 
organizations ; distribution  of  literature ; 
securing  and  filling  speaking  engagements 
and  publicity  development. 

Also,  our  task  is  to  help  create  a feeling 
of  partnership  between  the  medical  pro- 
fession and  the  public  with  one  end  in  view 
— the  continual  improvement  of  health  and 
medical  care.  The  program  of  the  Aux- 
iliary challenges  our  best  efforts,  and  af- 
fords everyone  an  opportunity  to  partici- 
pate in  some  measure,  no  matter  how  slight 
may  be  the  contribution. 

I trust  this  year  will  prove  to  be  a pleas- 
ant and  profitable  one  for  each  of  us. 

Sincerely, 

Maxine  M.  Croswell. 

(Mrs.  Clyde  V.  Croswell) 
Memphis,  Tenn.,  April  20,  1949. 


Mrs.  Clyde  V.  Croswell,  495  N.  McLean 
Blvd.,  Memphis,  Tenn.,  was  elected  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Ten- 
nessee State  Medical  Association,  April  13, 
1949. 


Mrs.  Croswell  is  prominent  in  social  and 
civic  affairs  in  Memphis,  and  has  held  many 
offices  in  the  Medical  Auxiliary  prior  to 
her  election  as  state  president.  Besides 
her  auxiliary  work,  she  is  a member  of 
the  Trinity  Methodist  Church,  Nineteenth 
Century  Club,  Zeta  Book  Club,  Parent- 
Teacher  Association,  Carpe  Diem  Club, 
(Board  of  Directors  of  Bethany  Training 
Home),  Garner  Circle  of  the  King’s  Daugh- 
ters, Duration  Club. 


The  Woman’s  Auxiliary  to  the  Memphis 
and  Shelby  County  Medical  Society  ap- 
proved a recommendation  to  place  pam- 
phlets containing  information  regarding 
voluntary  health  and  sickness  insurance 
and  denouncing  national  compulsory  health 
insurance  in  every  drug  store,  doctor’s  of- 
fice, dentist’s  office  and  C.O.D.  packages  in 
the  city  of  Memphis. 
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The  Woman’s  Auxiliary  to  the  Tennes- 
see State  Medical  Association  sent  to  Mrs. 
J.  L.  Blair  Buck,  president  of  the  General 
Federation  of  Women’s  Clubs,  and  Mrs. 
W.  B.  Fowler,  president  of  the  Tennessee 
Federation  of  Women’s  Clubs,  a recom- 
mendation that  the  Federation  indorse  vol- 
untary insurance  for  medical  care  rather 
than  compulsory  insurance  as  proposed  by 
the  federal  administration.  Local  medical 
auxiliaries  in  Tennessee  were  informed  of 
the  matter  and  asked  to  send  telegrams  to 
Mrs.  Fowler  and  Mrs.  Buck  urging  the  en- 
dorsement of  the  voluntary  plan  by  the 
Federation  of  Women’s  Clubs. 


MEDICAL  SOCIETIES 


Greene  County  News 

Dr.  C.  B.  Laughlin  of  Greeneville,  Tenn., 
was  the  guest  speaker  at  the  regular  month- 
ly meeting  of  the  Greene  County  Medical 
Society  meeting  at  the  Brumley  Hotel, 
Greeneville,  Tenn.,  his  subject  being  “Ar- 
thritis of  the  Spine.”  The  discussion  was 
illustrated  with  several  X-rays  showing 
bonev  changes  that  occurred  in  the  different 
types  of  arthritis. 

Dr.  L.  E.  Dyer,  delegate  to  the  Tennessee 
State  Medical  Association,  gave  a report  of 
the  house  of  delegates’  meeting  which  was 
recently  held  in  Chattanooga. 


Davidson  County 

April  19:  Guest  speakers  were  Dr.  Paul 
Dudley  White,  Clinical  Professor  of  Medi- 
cine, Harvard  Medical  School,  and  Dr. 
Reginald  Smithwick,  Professor  of  Surgery, 
Boston  University  School  of  Medicine.  Sub- 
ject, “The  Treatment  of  Hypertension.” 
May  3:  “Prostatectomy,  Relative  Merits 
of  Each  Technique,”  by  Dr.  Horace  Gayden. 
Discussors : Drs.  Oscar  Carter,  E.  H.  Barks- 
dale and  H.  L.  Douglass. 


Knox  County 

April  26:  “Some  Facts  Regarding  Treat- 


ment of  Genital  Cancer  Among  Women,” 
by  Dr.  A.  W.  Diddle.  Discussed  by  Drs. 
Eugene  Haun  and  George  Tharp. 
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ANESTHESIA 

By  H.  M.  Aushexman,  M.D. 
Medical  Arts  Building,  Chattanooga 


Prolonged  Spinal  Anesthesia  Using  Neosynephrin- 

Pontoeaine.  Preliminary  Report.  Oral  B.  Craw- 
ford, M.D.,  and  H.  M.  Ausherman,  M.D. 

The  purpose  of  this  paper  is  to  present  a pre- 
liminary report  of  two  hundred  cases  in  which 
the  vasopressor  substance,  neosynephrin,  was  used 
with  pontocaine  for  prolonging  single  dose  spinal 
anesthesia  in  surgical  procedures  of  long  duration. 

A dosage  of  5 mgras.  of  neosynephrin  was  used 
in  combination  with  three  different  doses  of  ponto- 
caine; 6 mgms.  for  extra  abdominal  below  the 
umbilicus;  10  mgms.  for  lower  abdominal;  and  15 
mgms.  for  upper  abdominal  surgery. 

After  reviewing  the  salient  findings  of  the  first 
one  hundred  neosynephrin-pontocaine  anesthetics, 
they  set  out  to  classify  these  findings,  using  the 
same  dosage  of  pontocaine  and  observing: 

1.  Fifty  anesthetics  with  5 mgms.  of  neosyne- 
phrin. 

2.  Fifty  anesthetics  with  3 mgms.  of  neosyne- 
phrin. 

3.  Fifty  anesthetics  with  no  neosynephrin  for 
control. 

Four  tests  were  applied  in  order  to  properly 
evaluate  the  duration  offered  by  this  combination 
of  drugs,  namely: 

1.  How  long  can  the  surgeon  operate  without 
supplementary  anesthesia  ? 

2.  How  soon  does  subjective  pain  return  to  the 
operative  site  ? 

3.  When  does  motion  return  to  the  extremities? 

4.  When  does  pressure  on  the  operative  site 
cause  pain  ? 

The  results  of  the  study  are  well  summarized 
in  the  table  on  page  175. 

The  table  shows  the  drug  combination,  the  dura- 
tion of  anesthesia,  the  time  of  return  of  pain  on 
pressure  and  subjective  pain  and  exactly  what 
can  be  expected  from  each  combination.  These 
figures  are  not  average,  but  represent  the  least 
time  that  can  be  expected  from  the  various  com- 
binations of  agents. 
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Mgms. 

Pontocaine 

TABLE  7- 

Mgms. 

Neosyn 

-WHAT  CAN 

Duration 

of 

Anesthesia 

BE  EXPECTED 

Pain  on  Pres- 
sure in  Oper- 
ative Site 

HOURS 

Return  of 
Subjective 
Pain 

Return 

of 

Motion 

5 

3% -4 

5-5  y2 

6% 

6 

Upper  Abdomen 

15 

3 

3-3  y2 

4% -5 

5% -6 

5% 

0 

iy2-2 

2 

2% -3 

21/2-3 

5 

3V2 

3y2-4 

4% 

41/2 

Lower  Abdomen 

10 

3 

3 

3% 

33/4-4% 

41/2 

0 

2-2y2 

2-2% 

2% -3 

2% 

5 

3 

3% 

4 

4 

Extra  Abdominal 

6 

3 

2M> 

3 

3% 

31/2 

0 

iy2-2 

2 

2 

2 

CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Dietary  Cholesterol.  Its  Role  in  Atherosclerosis. 

Bernard  A.  Sachs.  American  Practitioner,  3: 

284-289,  1949. 

The  problem  of  arteriosclerosis  is  becoming  in- 
creasingly more  important.  In  1940,  approximate- 
ly 355,000  persons  died  of  this  disease  in  the  United 
States  alone. 

Atherosclerosis  is  the  disease  beginning  in  the 
intima  of  arteries  which  almost  always  initiates 
the  lesion  which  later  on  becomes  arteriosclerosis. 
Atherosclerosis  begins  by  deposition  of  cholesterol 
plaques  in  the  intima.  Therefore,  further  knowl- 
edge of  cholesterol  and  its  relation  to  atheroscle- 
rosis is  becoming  very  important. 

There  are  several  unrelated  diseases  which  have 
a common  finding  of  high  blood  cholesterol  level 
and  are  associated  with  early  atherosclerosis. 
These  are:  xanthomatosis  (associated  with  coro- 
nary artery  disease  in  children  and  very  young 
adults),  hypothyroidism  (associated  with  increased 
incidence  of  atherosclerosis  in  the  aorta  and  cor- 
onary artery),  diabetes  mellitus  (early  appearance 
of  cholesterol  plaques  in  arteries),  kidney  disease 
such  as  nephrosis  and  chronic  glomerular  ne- 
phritis (the  most  frequent  cause  of  arteriosclerosis 
in  childhood,  when  extensive  atherosclerosis  is 
frequently  seen). 

Experimentally  produced  atherosclerosis  has 
been  successful  in  chickens,  rats,  mice,  guinea  pigs, 
and  dogs.  This  is  done  by  feeding  diets  high  in 
cholesterol. 

In  man,  feeding  a high  cholesterol  meal  causes 
a peak  of  blood  cholesterol  in  four  hours;  and 
continued  feeding  high  cholesterol  diet  causes  an 
elevation  in  the  blood  cholesterol  level.  Diets  high 
in  fat  cause  an  elevation  in  blood  cholesterol  level. 

In  autopsies  it  has  been  found  that  advanced 
atherosclerosis  is  twice  as  common  in  obese  pa- 


tients as  in  poorly  nourished  patients  in  whom 
twice  as  many  have  little  or  no  atherosclerosis. 

Recent  chemical  analysis  of  atheromatous 
plaques  show  the  same  lipoid  content  as  that  in 
blood. 

Recent  statistical  study  has  shown  three  fac- 
tors strongly  associated  with  predisposition  for 
early  or  advanced  atherosclerosis.  These  are:  (1) 
obesity,  (2)  hypertension,  (3)  families  who  have 
high  blood  cholesterol  levels  and  in  whom  the  in- 
cidence of  coronary  artery  disease  and  athero- 
sclerosis is  high. 

Foods  high  in  cholesterol  are  egg  yolks,  brains, 
butter,  cream,  oysters,  sweetbreads,  milk,  cheese, 
and  animal  fats. 

It  is  felt  by  the  authors  that  elimination  of 
these  high  cholesterol-containing  foods  may  be  an 
important  factor  in  the  development  of  early  or 
advanced  atherosclerosis. 

Various  substances  have  been  found  to  either 
enhance  or  mitigate  against  the  development  of 
atherosclerosis — thyroid  and  antithyroid  substance, 
potassium  iodide,  protein,  sex  hormones,  and  thy- 
rotrophic  hormones.  These  influences  are  not  yet 
well  understood  but  may  be  found  by  further  in- 
vestigation to  be  important. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Carcinoma  of  the  Vulva.  Arthur  B.  Lunin,  M.D., 
New  Orleans,  Louisiana.  Am.  J.  Obst.  and 
Gynec.,  57,  4:  747,  April,  1949. 

Carcinoma  of  the  vulva  occurs  most  often  in 
elderly  women  but  may  also  be  seen  in  younger 
age  groups.  Forty-two  per  cent  of  the  50  cases 
in  this  series  occurred  in  patients  under  the  age 
of  50,  the  average  are  being  53  years.  In  two 
patients  the  disease  of  the  vulva  was  complicated 
by  pregnancy.  In  the  New  Orleans  area  the  dis- 
ease is  as  common  in  colored  women  as  it  is  in 
white  women.  Fifty-eight  per  cent  of  the  colored 


176 


ABSTRACTS  OF  CURRENT  LITERATURE 


May,  1949 


women  had  granulomatous  venereal  lesions  of  the 
vulva.  All  lesions  of  the  vulva  that  fail  to  re- 
spond to  treatment  in  a reasonable  time  should  be 
biopsied,  and  it  is  to  be  emphasized  that  one  nega- 
tive biopsy  does  not  rule  out  malignancy.  Treat- 
ment is  surgical  and  should  consist  of  complete 
vulvectomy  with  bilateral  lymph  node  resection. 
Radiation  has  some  value  in  palliation  but  will 
seldom  effect  a cure.  In  a group  of  twenty-two 
patients  treated  prior  to  1942  by  a variety  of 
methods,  four  (18.1  per  cent)  living  without  evi- 
dence of  disease  five  years  later. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Erwin,  John  R.:  Need  for  Better  Understanding 

and  Cooperation  Between  Industrial  and  Private 

Practitioners.  Occupational  Medicine,  5:  374, 

April,  1948. 

The  author  outlines  the  basic  objectives  of  indus- 
trial medicine  as  offered  originally  by  the  American 
Medical  Association,'  as  follows: 

1.  Prevention  of  disease  or  injury  in  industry 
by  establishing  proper  medical  supervision  over 
industrial  materials,  processes,  environments  and 
workers. 

2.  Health  conservation  of  workers  through  phys- 
ical supervision  and  education. 

3.  Medical  and  surgical  care  to  restore  health 
and  earning  capacity  as  promptly  as  possible  fol- 
lowing industrial  accident  or  disease. 

He  believes  the  industrial  physician  should  un- 
derstand and  follow  these  precepts  irrespective  of 
any  pressures,  and  in  turn,  the  private  practitioner 
should  supply  adequate  and  readily  available  care 
for  industrial  people.  Private  practitioners  must 
realize  industrial  physicians  do  an  essential  and 
necessary  job  for  them  and  therefore,  with  this 
in  mind,  the  need  for  understanding  and  coopera- 
tion between  industrial  and  private  practitioner 
becomes  more  apparent. 

Although  the  responsibility  for  a sound  and 
properly  supervised  industrial  health  program 
rests  jointly  on  management,  labor  and  the  medical 
profession,  medicine  must  not  be  remiss.  While 
the  private  physician  sees  his  patient  as  an  in- 
dividual, he  has  also  a responsibility  to  the  com- 
munity, to  his  profession,  and  to  other  groups, 
which,  for  the  over-all  long  range  benefit  of  his 
patient,  he  should  not  shirk.  There  is  no  need 
for  conflict  in  theory  or  practice  concerning  the 
difference  of  approach  by  the  industrial  or  private 
physician.  Each  needs  the  other  for  the  proper 
discharge  of  his  duties.  The  prime  objective  is 
better  health  of  the  industrial  population  and, 
correspondingly,  of  the  general  population. 

Industrial  health  services  refer  patients  to  the 
private  physician  in  whom  pathological  conditions 
have  been  revealed  during  the  pre-placement  phys- 


ical examination  or  during  routine  visits  to  the 
plant  dispensary.  Non-occupational  illnesses  are 
seen  early  and  can  be  more  easily  managed  with- 
out the  development  of  complications.  Private 
physicians,  if  reflective,  realize  from  such  a vol- 
ume of  referrals  that  the  industrial  physician  is 
not  using  his  industrial  connection  for  self-interest 
but  is  dependent  upon  the  private  practitioner  for 
the  handling  of  all  the  non-occupational  conditions 
and  occupational  illnesses  and  injuries  which  war- 
rant specialized  attention.  The  attitude  of  critical 
aloofness  on  the  part  of  the  private  practitioner 
should  be  dismissed,  to  make  the  job  of  industrial 
health  much  easier. 

The  physician  in  industry  can  assist  the  private 
physician  by  making  available  on  the  job  adequate 
auxiliary  methods  of  treatment  such  as  diathermy, 
injections  and  close  observation.  A proper  assess- 
ment of  subjective  symptoms  can  be  made  by  the 
outside  physician  and  information  relative  to  the 
individual’s  work  picture  can  assist.  Through 
cooperation  among  medical  men,  rehabilitation  of 
the  ill  and  injured  worker  can  be  completed  more 
effectively.  A plant  physician  can  assist  mate- 
rially in  the  reintegration  of  an  employee  with 
a disability  or  defect  into  his  gainful  occupation. 
It  is  only  when  the  employee  is  back  on  the  job 
working  satisfactorily  that  the  true  physician  can 
consider  his  case  history  closed  and  treatment 
finished. 

No  slurring  remarks  should  be  made  by  either 
the  plant  physician  or  the  private  practitioner  in 
spite  of  the  fact  the  patient  may  choose  sides. 
This  disagreement  can  undermine  the  morale  of 
the  patient  and  his  faith  in  either  or  both  medical 
practitioners.  The  employee-patient  is  in  the 
middle  and  this  position  is  uncomfortable,  partic- 
ularly when  the  two  ends  are  going  in  divergent 
directions. 

There  are  60,000,000  employed  adults,  and  or- 
ganized medicine  can  maintain  this  country’s  high 
level  of  medical  care  by  directing  attention  to 
industrial  health.  A cooperative  effort  between 
the  two  will  result  in  a high  level  of  job  per- 
formance, greater  productivity,  reduction  in  lost 
time,  and  resultant  prosperity  for  the  nation. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


A Further  Follow-Up  Study  of  Eclampsia.  L.  C. 

Chesley,  W.  H.  Somers  and  F.  H.  Vann.  Amer. 

J.  Obst.  and  Gynec.,  56:  409-421,  1948. 

There  have  been  245  cases  of  convulsive  eclamp- 
sia occurring  in  242  women  at  the  Margaret  Hague 
Maternity  Hospital  from  October  16,  1931,  through 
December  31,  1945,  with  an  incidence  of  1 in  335 
deliveries.  Thirty-four  of  these  women  are  known 
to  be  dead  and  20  were  reexamined  in  1946  with 
special  reference  to  the  presence  or  absence  of 
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vascular  disease  and  the  outcome  of  the  first  and 
subsequent  pregnancies.  All  but  two  of  the 
eclampsia  survivors  had  been  followed  for  at  least 
a year  or  until  death.  In  1940,  141  of  these  pa- 
tients were  seen  at  follow-up,  and  all  but  5 of 
these  were  rechecked  in  1946. 

The  immediate  maternal  mortality  was  10  per 
cent  and  the  fetus  loss  33  per  cent.  There  were 
12  remote  deaths,  6 of  which  were  in  the  cardio- 
vascular field.  The  remote  annual  death-rate  in 
the  immediate  survivors  of  eclampsia  was  6.39 
per  1000,  or  214  times  the  expected  rate.  There 
was  a higher  death-rate  in  the  first  two  years  post 
eclampsia;  however,  it  was  largely  coincidental, 
since  most  of  the  deaths  were  intercurrent. 

In  reporting  the  incidence  of  hypertension,  the 
authors  used  140  mm.  Hg  or  greater  in  the  sys- 
tolic and  a pressure  of  90  mm.  Hg  or  greater  in 
the  diastolic  as  the  base  line.  It  was  recognized 
that  at  this  level  certain  patients  would  be  in- 
cluded who  merely  had  a labile  blood  pressure. 
The  incidence  of  hypertension  was  15  per  cent. 
An  additional  7 per  cent  had  elevations  in  either 
the  systolic  or  diastolic  pressure  alone.  When  the 
patients  treated  from  1940-1945  were  compared 
with  those  who  had  had  their  eclamptic  convul- 
sions prior  to  1940,  it  was  found  that  the  incidence 
of  post-eclamptic  hypertension  was  less  than  half 
as  frequent  in  the  more  recent  group.  The  length 
of  follow-up  was  the  same  for  the  two  groups. 
It  was  suggested  that  this  reduced  incidence  of 
hypertension  may  have  resulted  from  a more 
radical  management  of  preeclampsia.  Previously 
the  preeclamptic  patient  was  allowed  to  continue 
with  her  toxemia  for  periods  up  to  several  weeks, 
whereas  now  treatment  is  somewhat  more  prompt, 
and  prolonged  toxemia  is  avoided.  There  was  no 
increase  in  the  incidence  of  hypertension  in  a six- 
year  interval  among  the  patients  examined  both 
in  1940  and  1946.  Five  of  the  22  living  women 
with  hypertensive  readings  in  1940  had  normal 
pressures  in  1946.  Three  who  had  been  normal 
in  1940  were  hypertensive  six  years  later. 

One  hundred  and  twenty-five  patients  in  this 
series  had  226  pregnancies  subsequent  to  the 
eclamptic  attack  studied.  The  fetal  loss  was 
20.3  per  cent,  with  26  abortions  (7  therapeutic), 
17  stillbirths  (14  with  maternal  toxemia),  2 neo- 
natal deaths  and  1 tubal  pregnancy.  The  recur- 
rence rate  of  toxemia  of  some  degree  was  34  per 
cent  in  pregnancies  carrying  to  the  period  of 
viability.  Forty-five  per  cent  of  the  women  preg- 
nant again  had  at  least  one  later  toxemia. 

Although  one  cannot  give  a certain  prognosis 
to  individual  patients,  it  is  possible  to  assess  the 
probability  of  recurrence  of  toxemia  if  one  has 
certain  data  concerning  the  eclamptic  pregnancy. 
The  factors  which  suggest  an  unfavorable  prog- 
nosis are:  (1)  an  initial  systolic  blood  pressure  at 
the  first  visit  and  before  the  onset  of  toxemia 
above  120  mm.  Hg;  (2)  an  average  blood  pres- 
sure, in  eclampsia,  above  160  mm.  Hg;  (3)  a dura- 
tion of  toxemia  of  more  than  one  week;  (4)  failure 


of  the  blood  pressure  and  urine  to  return  to  normal 
by  the  tenth  postpartum  day;  and  (5)  a weight/ 
height  ratio,  at  follow-up,  greater  than  2.2  pounds 
per  inch. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Onchocercosis  in  Guatemala.  R.  Pacheco-Luna. 

American  Journal  of  Ophthalmology,  April, 

1949. 

This  filarial  ocular  disease  was  brought  to  Gua- 
temala by  negro  slaves  from  Africa.  Now,  how- 
ever, it  is  not  proportionately  more  frequent  in 
negroes  than  in  other  races.  In  Guatemala,  on- 
chocercosis is  limited  to  a zone  between  400  and 
1600  meters  above  sea  level.  The  parasite  is 
ovoviperous;  the  male  measures  30  by  0.2  mm., 
the  female  300  by  0.5  mm.  Infected  men  are  in- 
oculated by  several  species  of  flies  which  live  near 
ponds  and  in  very  shady  places.  Only  the  female 
attacks  man.  The  micro-filaria  are  deposited  in 
the  skin.  They  migrate  to  the  stomach  and  tho- 
racic muscles,  and  after  ten  days  larvae  form. 
The  ocular  tissues  involved  are  principally  the  lid, 
conjunctiva,  cornea  and  uveal  tract.  The  tissue 
reaction  is  variable.  The  subjective  symptoms  are 
most  frequently  photophobia,  blepharospasm,  and 
defective  vision.  The  reaction  of  the  tissues  is 
essentially  defensive  in  that  the  parasites  are 
walled  off  from  the  rest  of  the  body  by  scar  tissue. 
Living  organisms  do  not  usually  cause  as  much 
irritation  as  do  dead  filaria.  Parasites  have  been 
known  to  live  20  years,  and  20  nodules  with  en- 
closed filaria  have  been  removed  from  the  head 
of  one  patient.  The  differential  diagnosis  includes 
numerous  skin  tumors  and  forms  of  subacute  and 
chronic  keratitis  and  uveitis.  Supplementary  diag- 
nostic confirmation  may  be  made  by  biomicroscopy, 
biopsy  of  the  skin  and  conjunctival  lesion,  and 
blood  count.  Eosinophilia  is  present  in  50  per 
cent.  The  ocular  condition  is  usually  progressive 
and  frequently  causes  blindness  by  cicatrization. 
Effective  treatment  is  not  known. 


ORTHOPEDICS 

Moore  Moore,  Jr.,  M.D. 

188  South  Bellevue,  Memphis 


Criteria  for  Spine  Fusion  Following  Removal  of 
Protuded  Nucleus  Pulposus.  Guy  A.  Caldwell, 
M.D.,  and  William  B.  Sheppard,  M.D.,  New  Or- 
leans, La.  Jour.  Bone  and  Jt.  Surg.,  Vol.  30-A, 
No.  4,  pp.  971-980. 

In  view  of  the  existing  controversy  regarding 
the  question  of  whether  to  fuse  or  not  following 
laminectomy  for  herniated  nucleus  pulposus,  the 
above  article  has  especial  interest.  According 
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to  it,  in  the  past  most  orthopaedists  have  favored 
fusion,  and  it  has  been  generally  accepted  that 
fusion  should  always  be  done  in  the  face  of  defi- 
nite bony  defects,  arthritis  or  sciatic  pain  or  a 
combination  of  these.  There  has  been  a recent 
wave  of  enthusiasm  for  the  combined  operation. 
Caldwell  and  Sheppard  cast  some  doubts  on  the 
advisability  of  this  operation.  Since  1938  their 
patients  have  been  treated  by  both  orthopaedists 
and  neurosurgeons  in  combination.  The  policy  of 
conservative  treatment  was  adopted  as  a trial  and 
recently  they  have  performed  fusion  only  if  dis- 
abling backache  has  persisted  for  a year  or  more 
after  laminectomy.  During  a period  of  three  to 
seven  years  151  laminectomies  were  performed, 
and  of  the  patients  operated  on  98  returned  for 
re-examination.  In  order  to  obviate  errors  such 
as  these  in  which  herniation  was  not  demonstrated, 
the  study  was  reduced  to  75  patients  in  whom 
protusion  was  proved  at  operation  and  who  re- 
turned for  X-rays  and  clinical  re-examination. 
Cases  which  were  eliminated  from  this  study  in- 
cluded (1)  those  patients  upon  whom  spine  fusions 
were  done  at  the  time  of  the  original  operation; 
(2)  those  patients  in  whom  no  definite  pathological 
conditions  could  be  found  to  account  for  symptoms; 
and  (3)  those  patients  in  whom  other  pathological 
lesions  could  be  demonstrated  to  explain  the  symp- 
toms. 

An  attempt  was  made  to  answer  the  following 
questions: 

1.  What  are  the  results  in  terms  of  function? 

2.  What  changes  occur  in  and  about  the  inter- 
vertebral disc  from  three  to  seven  years  after 
operation,  as  observed  in  the  roentenogram  ? 

3.  Do  the  functional  end  results  correlate  with 
the  pathological  changes  in  the  disc? 

4.  Are  the  end  results  related  to  the  existence 
of  anomalies  and  thin  discs? 

5.  Does  protrusion  of  the  nucleus  pulposus  recur 
consistently  with  anomalies  or  postoperative  nar- 
rowing of  the  disc? 

The  functional  results  were  tabulated  as  excel- 
lent, satisfactory,  or  unsatisfactory.  Results  were 
considered  excellent  if  the  patient  was  in  complete 
agreement  with  the  examiner  that  there  was  no 
disability  resulting  from  the  original  pain  in  his 
lower  extremity  or  back,  or  from  the  operation 
performed.  Results  were  satisfactory  if  the  pa- 
tient, in  spite  of  minor  difficulty  with  his  back 
or  limb,  returned  to  full-time  work  without  dis- 
ability. Unsatisfactory  results  were  obtained  in 
those  patients  who  could  not  work  full  time  be- 
cause of  persistent  pain,  or  in  those  patients  who 
were  completely  relieved  of  the  initial  pain  in 
the  back  or  limb,  but  in  whom  symptoms  developed 
later,  necessitating  a second  operation. 


TABLE  I 

Functional  Results  in  Seventy-Five  Cases  of 
Proved  Protrusion  of  the  Nucleus  Pulposus 
(Surgeon’s  Evaluation) 


No.  of  Cases 

Per  Cent 

32 

42.67 

30 

40.00 

82.67 

13 

17.33 

75 

100.00 

which  occur  in 

the  lum- 

Result  of  Operation 

Excellent 

Satisfactory 

Total  good  results 

Unsatisfactory 

Total 


bosacral  region  in  approximately  15  per  cent  of 
all  patients,  are  thought  to  predispose  to  insta- 
bility of  the  spine  with  consequent  degeneration 
of  the  disc.  It  has  been  assumed  that  this  in- 
stability would  continue  or  increase  after  an 
operation  for  removal  of  a protruded  nucleus  pul- 
posus and  cause  narrowing  of  the  disc  with  hyper- 
trophic changes,  accompanied  by  disabling  pain 
in  the  back.  With  this  thoughts  in  mind,  roent- 
genograms of  all  cases  in  this  series  were  re- 
viewed, the  incidence  of  anomalies  was  determined, 
and  these  findings  were  correlated  with  the  func- 
tional results. 

A careful  evaluation  of  the  thirty  patients  in 
the  satisfactory  group  revealed  that  with  adequate 
postoperative  treatment,  excellent  results  might 
have  been  obtained  in  approximately  63  per  cent 
of  the  patients.  It  was  found  that  although  the 
symptoms  produced  by  the  protruded  nucleus  pul- 
posus were  relieved,  treatment  of  the  general 
physical  and  mental  state  had  often  been  neglected. 

Prolonged  severe  pain  and  chronic  disability 
diminish  a patient’s  confidence  in  his  ability  to 
recover,  and  a fear  of  the  pain  frequently  de- 
velops which  may  persist  for  years.  Consequently, 
these  patients  had  become  sedentary,  so  that  stiff- 
ness persisted  and  soreness  and  fatigue  appeared 
after  any  unusual  activity.  The  patients  attrib- 
uted these  symptoms  to  the  original  disabilities 
rather  than  to  the  natural  sequence  of  events. 

Obesity,  poor  posture,  stiffness,  and  general 
weakness  were  the  basis  of  the  usual  complaints 
in  this  group.  More  specifically,  there  were  resi- 
dual limitation  of  motion  of  the  spine,  weakness 
of  the  abdominal  muscles,  mild  contraction  of  the 
hamstring  and  hip-flexor  muscles,  and  frequently 
weakness  of  the  extremity  originally  affected. 

As  a result  of  these  observations,  stricter  super- 
vision of  these  patients  during  convalescence  was 
inaugurated  with  emphasis  on : 

1.  Weight  control. 

2.  A regulated  increase  in  activity,  compatible 
with  the  patient’s  age  and  general  condition. 

3.  Special  exercises  to  strengthen  and  increase 
the  suppleness  of  the  involved  muscles. 

4.  An  explanation  to  the  patient  of  the  cause 
of  the  residual  pain. 

5.  Reassurance.  This  is  perhaps  the  most  im- 
portant and  may  obviate  the  necessity  for  other 
measures. 


SUMMARY 

The  results  of  this  study  in  proved  cases  of 
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protrusion  of  the  nucleus,  three  to  seven  years 
after  laminectomy  without  fusion,  suggest  the 
following  answers  to  the  questions  propounded 
earlier  in  this  discussion: 

1.  Excellent  and  satisfactory  results  can  be  ob- 
tained in  as  high  a percentage  of  cases  by  laminec- 
tomy alone  as  by  the  combined  operation. 

2.  Hypertrophic  changes  of  variable  degree,  with 
or  without  narrowing  of  the  disc,  occurred  in  69.3 
per  cent  of  the  cases  studied. 

3.  Functional  end  results  do  not  correlate  with 
or  depend  upon  the  presence  or  extent  of  such 
postoperative  changes. 

4.  The  end  results  are  not  significantly  related 
to  the  existence  of  anomalies. 

5.  Recurrence  took  place  in  8 per  cent  of  the 
cases  studied,  but  did  not  seem  to  relate  to  the 
presence  of  anomalies  or  postoperative  narrowing 
of  the  disc  and  hypertrophic  changes.  The  number 
of  recurrences  was  small,  and  there  was  nothing 
in  the  preoperative  history  and  findings  which  in- 
dicated that  protrusion  would  occur  again  at  the 
same  or  another  level. 

Most  of  the  unsatisfactory  results  (other  than 
recurrence  of  protruded  disc)  were  such  that  spine 
fusion  would  not  have  improved  them. 

CONCLUSION 

There  are  no  criteria  for  spine  fusion  following 
removal  of  a protruded  nucleus  pulposus. 

Note:  The  reviewer  was  present  when  this 
article  was  read  and  it  is  only  fair  to  state  that 
there  was  considerable  opposition  voiced  to  the 
viewpoint  stated  by  competent  and  well-known  or- 
thopaedists from  several  sections  of  the  country. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


The  Posterior  Levator  Space:  Its  Relation  to 

Postnatal  Infection.  Harold  Courtney,  M.D., 

Syracuse.  New  York.  Transactions,  A.S.P.,  1946. 

Deep,  perirectal  abscesses  are  classified  as  pel- 
virectal, retrorectal  and  mural.  The  pathways  by 
which  infection  spreads  from  the  anorectum  to 
these  deep  spaces  have  never  been  too  accurately 
understood  or  established,  on  a strictly  anatomic 
basis.  This  paper,  a dissection  of  the  pelvic  dia- 
phragm and  its  related  structures,  particularly  the 
features  of  a fourth,  deep  space  lying  posterior 
and  lateral  to  the  anorectum  and  situated  between 
the  superior  and  inferior  layers  of  the  levator 
muscle.  This  space  is  apparently  undescribed;  to 
refer  to  it  I shall  use  the  term,  “The  Posterior 
Levator  Space.”  In  my  clinical  experience  this 
space  frequently  becomes  involved  in  deep,  ano- 
rectal infections. 


The  pelves  of  eight  human  cadavers  were  dis- 
sected in  detail.  Male  and  female  pelves  of  both 
white  and  black  races  were  included.  The  pelves 
of  forty  cadavers  representing  both  male  and  fe- 
male and  also  the  white  and  black  races  were 
surveyed  in  the  laboratory,  while  dissected  by 
others.  This  description  is  based  upon  a dissection 
made  from  both  the  perineal  and  the  pelvic  ap- 
proach and  a comparison  of  the  dissection  with 
sagittal,  parasagittal,  and  coronal  sections. 

As  the  individual  muscle  bundles  of  the  levator 
pass  medially  they  divide  near  the  rectum  into  a 
superior  and  inferior  layer.  These  two  layers 
diverge  from  each  other  slightly  in  a wedge-shaped 
manner  (like  a letter  “V”  lying  on  its  side,  with 
the  open  end  toward  the  midline),  thereby  forming 
an  anatomic  space,  lateral  and  posterior  to  the 
rectum.  This  space  is  against  the  rectal  wall; 
its  internal  boundary  is  the  combined  longitudinal 
muscle  layer  of  the  rectum  in  the  male,  and  the 
layers  of  the  rectum  and  vagina  in  the  female. 
Above  and  behind  lies  the  ileorectococcygeus  (rec- 
tococcygeus)  muscle;  and  to  the  side,  the  superior 
layer  of  the  levator.  Below  is  the  coccygeal,  mus- 
cular raphe  (anococcygeal  raphe),  to  the  side  the 
inferior  layer  of  levator. 

Sections  show  that  the  deepest  portion  of  the 
posterior  levator  space  (that  is,  from  top  to  bot- 
tom) is  situated  posterior  and  posterolateral  to 
the  rectum.  As  the  space  approaches  the  pubis 
it  gradually  decreases  in  depth  and  width.  This 
space  is  filled  in  by  a loose  layer  of  fatty,  areolar 
tissue,  which  is  really  separated  with  the  blunt 
probe.  Hence,  an  abscess  of  the  posterior  levator 
space  may  spread  around  the  bowel  from  back  to 
front  and  from  one  side  of  the  pelvis  to  the  other 
by  contiguity. 

Upon  coming  in  contact  with  the  rectal  wall, 
both  layers  of  the  levator  give  off  thin  bundles  of 
fibers,  to  the  combined  longitudinal  muscle  layer 
of  the  rectum.  In  doing  so  they  form  a series  of 
fossules  and  tracts  through  which  a blunt  probe 
can  be  dropped  to  the  level  of  the  anal  intermus- 
cular septum.  The  series  of  fossules,  with  their 
connecting  tracts  from  the  posterior  levator  space, 
lie  posterior  to  the  corresponding  ones  from  the 
retrorectal  space. 

In  all  cases  observed  to  date  the  infection  began 
in  one  of  the  posterior  crypts  and  extended  along 
the  tracts  mentioned  above  to  the  posterior  levator 
space.  Infection  may  be  confined  to  the  posterior 
levator  space,  but  more  often  there  are  concui’rent 
abscesses  of  the  retrorectal  or  one  of  the  pelvi- 
rectal spaces.  In  some  cases  all  the  perirectal 
spaces,  both  superficial  and  deep,  were  involved. 
Multiple  tracts,  from  a single  crypt,  may  extend 
to  form  simultaneous  abscesses  in  the  posterior 
levator  and  retrorectal  spaces. 

The  symptoms  are  those  of  any  deep,  perirectal 
abscess.  Due  to  the  fact  that  the  abscess  usually 
bulges  into  the  rectum  in  the  posterior  midline, 
posterior  levator  abscesses  have  probably  been 
mistaken  for  intramural  and  rectrorectal  ab- 
scesses. 


ISO 


ABSTRACTS  OF  CURRENT  LITERATURE 


May,  1949 


From  the  surgical  standpoint,  I merely  wish  to 
mention  that  a posterior  levator  abscess  is  best 
opened  and  explored  through  a posterior  midline 
incision;  this  separates,  rather  than  severs,  the 
fibers  of  the  external  sphincter  and  the  coccygeal 
muscular  raphe  (anococcygeal  raphe).  The  lateral 
extension  of  the  space  is  drained  by  a curvilinear 
incision  made  lateral  to  the  external  sphincter 
muscle. 

In  conclusion,  a knowledge  of  the  anatomy  of 
this  fourth,  deep,  anatomic  space,  to  which  I have 
given  the  name  “The  Posterior  Levator  Space,” 
and  the  pathways  by  which  it  becomes  infected  is 
essential  if  one  is  to  cure  this  complicated  type 
of  postnatal  infection. 


BOOK  REVIEW 


Physicians’  Desk  Reference  to  Pharmaceutical  Spe- 
cialties and  Biologicals.  Medical  Economics,  Inc., 

Rutherford,  N.  J„  1949.  Pp.  312.  Gratis. 

Few  books  will  earn  desk  space  as  faithfully  as 
this  guide  to  pharmaceutical  specialties.  It  opens 
with  a manufacturers’  index  which  lists  drug  com- 
panies in  alphabetical  order,  furnishing  addresses 
and  even  telephone  numbers  for  the  doctor  who 
feels  impelled  to  long-distance  a call  to  a pharma- 
ceutical house  for  an  emergency  delivery  of  a rare 
and  potent  drug.  Next  comes  a section  which  al- 
phabetically lists  drugs,  brand  names,  and  com- 
pany names.  Thus  if  you  want  to  prescribe  benze- 
drine, or  betolin  or  betolake,  you  will  find  it  here, 
together  with  the  name  of  the  manufacturer.  As 
any  busy  practitioner  will  know,  this  ready  refer- 
ence is  often  a life  saver  to  the  doctor,  if  not  to  the 
patient.  The  next  section  alphabetizes  the  drugs 
themselves,  so  that  if  you  are  hunting  for  a gastro- 
intestinal sedative,  or  for  a radio-opaque  medium, 


for  a water  soluble  vitamin  or  for  a topical  anti- 
bacterial agent,  you  will  find  it  neatly  alphabetized 
in  the  yellow  pages  of  this  guide.  Next  comes  a 
“therapeutic  indications  index.”  Here  you  can  look 
alphabetically  under  such  headings  as  “abdominal 
distention”  or  “breast  engorgement”  or  “cellulitis” 
and  find  a list  of  suggested  drugs  together  with  the 
manufacturer  and  a page  cross  reference  to  each. 
This  kind  of  arrangement  is  generally  condemned 
by  professors  who  consider  it  unscientific  and  too 
suggestive  of  a sort  of  push-button  medical  prac- 
tice. It  may  be  predicted,  however,  that  some  of 
the  professors  (if  they  engage  in  treatment  at  all) 
may  sometimes  furtively  ruffle  through  these  blue 
pages  to  pick  up  some  suggestions. 

After  this  comes  an  informational  section  into 
which  are  packed  such  useful  data  as  blood  group- 
ings, dosages,  antidotes,  infant  diets,  height  and 
weight  tables,  conversion  factors,  and  the  location 
of  eye  banks.  The  book  closes  with  a section 
which  lists  for  each  pharmaceutical  mentioned,  the 
composition,  actions,  contra-indications,  doses,  and 
package  information.  This  is  the  third  consecutive 
annual  edition,  and  it  is  a good  thing  too  that  the 
publishers  rewrite  it  and  re-issue  it  annually,  since 
by  the  end  of  the  year,  it  is  likely  to  be  a pretty 
well  worn-out  volume  in  the  office  of  any  busy 
practitioner. 

Herbert  Boehm,  M.D. 


FOR  SALE 

Nine  Room  Clinic,  with  or  without  equipment. 
Located  in  one  of  the  fastest  growing  cities  of 
20,000  population.  A very  good  opening  for  in- 
ternal medicine,  a good  man  can  gross  twenty  to 
thirty-five  thousand  per  year.  Don’t  apply  unless 
you  mean  business.  P.  O.  Box  357.  Blytheville, 
Arkansas. 


Tires — Batteries — Gas — Oil — Road  Service 
OTTENVILLE  TIRE  COMPANY 
400  Twenty-First  Avenue,  South 
Car  Service  to  Fit  the  Doctor’s  Pressing  Needs 


ANTHONY’S  MILK 

•Grade  “A”  Pasteurized  •Homogenized  *Soft  Curd  •Vitamin  “D” 

With  400  U.S.P.  Vitamin  D Unite  (Activated  Ergoeterol)  Added  Per  Quart  Under  A.R.P.I.  Proceee 


deasutie-w- 

ON  THE  KRATZVILLE  ROAD 


EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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STANDING  AND  SPECIAL  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Herbert  Acuff,  M.D.,  Knoxville  (1951) 

Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

Cooper  McCall,  M.D.,  Chattanooga  (1952) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1951) 

L.  C.  Sanders,  M.D.,  Memphis  (1950) 

Malcolm  T.  Tipton,  M.D.,  Union  City  (1952) 

STATE  HOSPITAL 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hamilton,  M.D.,  Chattanooga  (1952) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

John  Walter  Oursler,  M.D.,  Humboldt  (1952) 

J.  C.  Price,  M.D.,  Dyersburg  (1951) 

R.  B.  Wood,  M.D.,  Knoxville  (1951) 

LEGISLATIVE  AND  PUBLIC  POLICY 

C.  M.  Hamilton,  M.D.,  Chairman,  Nashville 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1951) 

Frank  Harris,  M.D.,  Chattanooga  (1952) 

Webb  B.  Key,  M.D.,  Memphis  (1950) 

T.  R.  Ray,  M.D.,  Shelbyville  (1952) 

W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

N.  S.  Shofner,  M.D.,  ex  officio,  Nashville 

LIAISON 

Carl  E.  Adams,  M.D.,  Murfreesboro  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

J.  O.  Manier,  M.D.,  Nashville  (1953) 

John  Steele,  M.D.,  Chattanooga  (1954) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1952) 
Joseph  F.  Gallagher,  M.D.,  Nashville  (1951) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1951) 
John  M.  Lee,  M.D.,  Nashville  (1951) 

Carroll  H.  Long,  M.D.,  Johnson  City  (1952) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1952) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

D.  C.  Seward,  M.D.,  Nashville  (1952) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1951) 

J.  C.  Pearce,  M.D.,  Jackson  (1951) 

♦POSTGRADUATE  INSTRUCTION 

W.  C.  Colbert,  M.D.,  Memphis 

Henry  Brackin,  M.D.,  Nashville 

Edward  T.  Brading,  M.D.,  Johnson  City 

O.  N.  Bryan,  M.D.,  Nashville 
T.  S.  Hill,  M.D.,  Memphis 
Frank  Luton,  M.D.,  Nashville 
J.  O.  Manier,  M.D.,  Nashville 

A.  M.  Patterson,  M.D.,  Chattanooga 
W.  L.  Williamson,  M.D.,  Memphis 
Carroll  Turner,  M.D.,  Memphis 

CANCER  COMMITTEE 
C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1952) 
Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1952) 

R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville  (1951) 


♦POLIOMYELITIS 

James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1951) 

H.  S.  Christian,  M.D.,  Knoxville  (1951) 

Ben  S.  Fowler,  M.D.,  Nashville  (1950) 

George  Inge,  M.D.,  Knoxville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1952) 

F.  T.  Mitchell,  M.D.,  Memphis  (1951) 

J.  S.  Speed,  M.D.,  Memphis  (1952) 

Harold  J.  Starr,  M.D.,  Chattanooga  (1952) 

♦GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1952) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

♦EMERGENCY  MEDICAL  SERVICE 
James  C.  Gardner,  M.D.,  Chairman,  Nashville 
W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 
Joe  L.  Raulston,  M.D.,  Fountain  City 
W.  J.  Sheridan,  M.D.,  Chattanooga 
James  E.  Wilson,  M.D.,  Memphis 
J.  R.  Thompson,  Jr.,  M.D.,  Jackson 

LIAISON  COMMITTEE  TO  UNITED  MINE 
WORKERS  OF  AMERICA  WELFARE 
AND  RETIREMENT  FUND 
Herbert  Acuff,  M.D.,  Knoxville 
Cecil  E.  Newell,  M.D.,  Chattanooga 
J.  S.  Hall,  M.D.,  Clinton 

ADVISORY  COMMITTEE  TO 
WOMAN’S  AUXILIARY 
Alton  Absher,  M.D.,  Knoxville 
John  D.  Hughes,  M.D.,  Memphis 
Charles  Trabue  III,  M.D.,  Nashville 
Moore  J.  Smith,  Jr.,  M.D.,  Chattanooga 

♦SCHOOL  HEALTH  SERVICE 

To  be  appointed. 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

D.  J.  Johns,  M.D.,  President,  Nashville 

L.  C.  Jackson,  M.D.,  Secretary-Treasurer,  Dickson 
Vice-Presidents : 

East  Tennessee — J.  M.  Cox,  M.  D.,  Lake  City 
Middle  Tennessee — C.  B.  Roberts,  M.D.,  Sparta 
West  Tennessee — H.  B.  Everett,  M.D.,  Memphis 

TENNESSEE  STATE  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Henry  Carroll  Smith,  M.D.,  President,  Nashville 
William  A.  Garrott,  M.D.,  Vice-President,  Cleve- 
land 

Roland  H.  Myers,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  PEDIATRIC  SOCIETY 

W.  O.  Vaughan,  M.D.,  President,  Nashville 
O.  L.  Von  Canon,  M.D.,  Vice-President,  Chatta- 
nooga 

Barton  Etter,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  RADIOLOGICAL  SOCIETY 

Franklin  B.  Bogart,  M.D.,  President,  Chattanooga 
Herbert  Francis,  M.D.,  Vice-President,  Nashville 
J.  Marsh  Frere,  M.D.,  Secretary-Treasurer,  Chat- 
tanooga 


‘Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws 
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SHELBY  COUNTY  DOCTORS  VS.  SOCIALIZED  MEDICINE* 


W.  C.  CHANEY,  M.D.,  Memphis 

Nearly  a year  ago  Dr.  Kyle  Copenha- 
ver  and  I attended  a meeting  of  the  National 
Physicians  Committee  in  Chicago.  We 
heard  many  speeches  by  prominent  men 
from  all  over  the  world  on  the  subject  of 
Socialized  Medicine  and  the  general  trend 
of  the  country  away  from  many  of  the  free- 
doms that  have  always  characterized  our 
American  way  of  life. 

Both  of  us  came  home  with  a determina- 
tion to  arouse  the  medical  profession  of 
Tennessee  as  to  the  imminent  danger  of  cer- 
tain unscrupulous  bureaucrats  in  Washing- 
ton taking  over  medical  care  in  this  country. 
We  knew  that  if  we  could  only  get  the  truth 
to  the  people  of  our  state,  they  would  work 
along  with  the  people  of  the  other  states  to 
defeat  Socialized  Medicine  once  and  for  all 
times. 

The  three  facts  that  alarmed  us  most 
were — first : The  demand  for  Socialized 
Medicine  was  coming  from  the  Social  Se- 
curity Department  in  Washington  rather 
than  from  the  people  themselves. 

Second : The  new  bill  for  Socialized  Med- 
icine, like  all  the  others,  was  written  by 
three  men  in  the  Social  Security  Depart- 
ment without  the  help  of  any  of  our  Medi- 
cal Profession.  Physicians  should  know 
best  how  to  give  medical  care  to  all  who 
need  it.  This  bill,  so  conceived,  was  being 
sold  to  the  public  by  Wagner,  Murray,  Din- 
ged, McGrath,  Pepper,  and  Taylor.  (Sen- 

*Read before  the  House  of  Delegates  meeting'  of 
Tennessee  State  Medical  Association.  Chattanooga, 
April  11,  1949. 


ator  Taylor  was  the  running  mate  of  Wal- 
lace for  president.) 

Third : The  country  is  safe  when  the  peo- 
ple know  the  truth — a very  pernicious  and 
unhealthy  method  to  pass  laws  was  now 
going  on  in  Washington.  Huge  sums  of  the 
taxpayers’  money  (seventy-five  millions  in 
1946)  were  being  spent  every  year  by  those 
unscrupulous  politicians  in  Washington  to 
spread  propaganda  favoring  Socialized 
Medicine.  It  has  been  referred  to  as  “free 
medical  care’’  when  it  really  is  the  most 
expensive.  Everything  was  done  to  dis- 
credit the  best  medical  profession  the  world 
has  ever  had ! 

In  Memphis  a coordinating  committee 
was  appointed.  This  committee  then  se- 
lected eight  very  strong,  aggressive  com- 
mittees to  get  the  truth  to  the  people  as 
rapidly  as  possible. 

One  of  the  bottlenecks  in  broader  medical 
care  is  a shortage  of  doctors.  At  the  present 
rate  it  will  require  ten  years  for  the  medi- 
cal schools  to  catch  up.  We,  therefore,  had 
one  committee  to  contact  medical  schools  to 
see  what  could  be  done  about  enlarging 
medical  classes. 

Another  committee  had  as  its  purpose  to 
contact  all  religious  organizations.  Com- 
munism means  atheism  and  a loss  of  free- 
dom. The  churches  want  our  country  to  be 
a land  where  people  may  think  and  act  as 
they  see  fit  in  order  that  man’s  initiative 
will  not  be  lost.  They  do  not  want  the  med- 
ical profession  to  be  regimented  by  Wash- 
ington bureaucracy. 
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Our  most  active  committee  was  the  Wom- 
an’s Auxiliary.  They  spoke  before  eight 
thousand  women  and  did  a tremendous  job 
in  influencing  public  opinion. 

A committee  on  publicity  was  able  to  get 
perfect  cooperation  from  the  newspapers. 
When  newspaper  men  find  out  that  we  are 
sincere  and  determined  to  carry  out  our 
purpose,  they  become  our  best  friends ! 

We  had  two  committees  that  worked  to 
reduce  the  cost  of  medical  care.  One 
worked  with  the  hospitals  and  the  other 
with  the  profession.  The  cost  of  running 
a hospital  these  days  is  more  than  one  could 
even  imagine.  It  is  about  $14  a day  for 
every  bed ! In  our  local  medical  society  we 
have  a public  relations  committee  to  inves- 
tigate any  complaint  that  may  be  made  by 
a patient  of  any  physician. 

The  dental  profession,  the  druggists,  the 
wholesale  pharmacists — all  wanted  to  work 
along  with  us,  and  they  certainly  have  done 
so  most  energetically.  We  had  a committee 
to  coordinate  this  work  along  with  what  we 
were  doing. 

Be  sure  to  read  the  speech  of  Dr.  A.  Lex- 
ington Jones,  a dentist  in  Christchurch, 
New  Zealand,  and  you  will  see  just  how 
much  real  good  work  a dentist  can  do  in 
this  fight  against  Socialism.  The  dental 


profession  knows  better  how  to  deal  with 
politicians  than  we  of  the  medical  profes- 
sion. 

The  wholesale  pharmacists  and  the  drug- 
gists are  very  enthusiastic  about  putting 
a large  picture  of  “The  Doctor”  in  every 
drugstore  in  Tennessee.  They  feel  that  two 
short  sentences  on  this  picture  will  do  more 
good  than  if  many  sentences  were  used. 
They  suggested,  in  addition  to  the  Whitaker 
and  Baxter’s  “Keep  Politics  Out  of  This 
Picture,’’  that  we  also  put,  “If  you  feel  as 
we  do  about  this,  write  your  senators  and 
representatives.”  Twenty  per  cent  of  the 
people  go  into  drugstores  every  day.  In 
five  days  all  the  people  in  the  United  States 
would  visit  drugstores  and  would  be  pro- 
foundly impressed  by  this  picture  of  “The 
Doctor”  if  one  of  them  were  in  every  drug- 
store in  America ! 

The  Speakers  Committee  should  be  given 
first  place  of  importance  in  a frontal  attack 
against  government  medicine.  As  far  as 
possible,  laymen  Should  be  used.  No  one 
should  be  allowed  to  talk  who  does  not  know 
all  the  answers.  He  should,  by  all  means, 
have  read  every  page  of  Senate  Bill  No.  5 — 
the  latest  Wagner-Murray-Dingell  edition. 
W.  B.  14,  which  means  Whitaker  and  Bax- 
ter pamphlet  No.  14,  is  most  informative. 
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“Check  and  Double  Check”  is  worth  study- 
ing. It  is  being  distributed  by  the  National 
Physicians  Committee. 

All  of  you  know  who  Messrs.  Whitaker 
and  Baxter  are.  They  are  now  employed 
by  the  American  Medical  Association  to 
carry  on  a national  campaign  against  So- 
cialized Medicine.  This  is  a big  job,  but 
these  two  lawyers  from  California  will  dem- 
onstrate to  all  their  ability  to  win  this  tre- 
mendous fight.  They  were  the  leaders  in 
the  struggle  against  Socialized  Medicine  in 
California.  They  have  had  experience,  they 
are  smart,  and  they  know  how  to  work.  It 
is  the  duty  of  every  physician  to  give  Whit- 
aker and  Baxter  his  cooperation  and  help. 

Read  their  “Blueprint  of  the  Campaign 
Against  Compulsory  Health  Insurance.” 
They  feel,  as  all  of  us  do,  that  if  we  are  to 
win  we  must  get  the  truth  to  the  people,  and 
this  can  best  be  done  at  the  county  level. 
In  Tennessee,  the  coordinating  center 
should  certainly  be  in  Nashville.  In  each 
county  there  must  be  a group  to  act  as 
“spark-pluggers”  for  all  the  doctors  in  the 
county. 

Doctors  are  busy  people ! They  are  giv- 


ing the  best  they  have  to  their  patients. 
They  must,  therefore,  be  directed  in  a work 
entirely  foreign  to  all  of  us  when  we  take 
up  arms  against  government  medicine.  Re- 
mind the  people  that  “when  the  life  or 
health  of  a loved  one  is  at  stake,  hope  lies 
in  the  devoted  service  of  your  doctor.”  To- 
day he  must  work  with  the  crouched  lion  of 
regimented  medicine  always  ready  to  spring 
on  him.  To  fight  Socialized  Medicine  with 
all  his  might  is  another  example  of  the  de- 
voted service  of  the  doctor  to  his  patient. 

The  impersonal  service  that  goes  along 
with  compulsory  government  medicine 
would  add  years  to  the  life  of  200,000  doc- 
tors in  the  United  States  because  they  are 
all  overworked,  but  would  bring  to  the 
150,000,000  people  a medical  care  not  as 
good  as  was  practiced  one  hundred  years 
ago. 

A nation  is  no  stronger  than  the  health 
of  its  people.  Why  spend  billions  to  devel- 
op a powerful  mechanized  fighting  force 
and  then  spend  billions  more  to  enable  the 
Social  Security  Department,  through  So- 
cialized Medicine,  to  reduce  us  to  a nation 
of  weaklings? 
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Carcinoma  of  the  prostate  gland,  because 
of  its  frequency  and  its  essentially  fatal 
nature,  presents  the  urologist  with  a 
most  discouraging  problem.  Approximate- 
ly eight  thousand  males  die  every  year 
from  this  disease,  and  it  is  exceeded  only 
by  carcinoma  of  the  stomach. 

Ewing’s  statistics,  in  1936,  revealed  that 
a fifth  of  the  male  patients  who  seek  relief 
of  obstruction  of  the  vesicle  neck  have  car- 
cinoma of  the  prostate.  In  292  autopsies 
on  men  over  fifty  years  of  age,  at  the  Johns 
Hopkins  Hospital  they  found  a carcinoma 
of  the  prostate  in  41  cases  (41  per  cent). 
In  68  per  cent  of  these  the  tumor  had  not 
been  discovered  because  it  was  too  small 
to  produce  symptoms.  Robert  A.  Moore, 
in  1935,  found  prostatic  carcinoma  in  21 
per  cent  of  252  subjects  between  the  ages 
of  41  and  90  years  who  were  examined  by 
him.  The  frequent  association  of  benign 
hyperplasia  and  carcinoma  is  coincidental. 
Carcinoma,  according  to  Geraghty  origi- 
nates in  the  posterior  lobe  tubules  and  has 
a tendency  to  spread  upward,  following  the 
ejaculatory  ducts  to  the  retrovesical  spaces 
rather  than  toward  the  urinary  tract. 
Moore  in  his  study  of  52  cases  of  occult 
carcinoma  was  unable  to  make  a gross  diag- 
nosis in  42.  In  this  series  of  52  cases  96.1 
per  cent  arose  in  the  posterior  lobe,  which 
is  immediately  beneath  the  rectal  mucosa 
and  is  readily  accessible  to  the  palpating 
finger.  The  diagnosis  is  made  in  only  a 
small  percentage  of  cases  early  enough  to 
offer  a chance  of  success  by  any  known 
method  of  treatment.  Dr.  Ralph  Monger, 
Knoxville,  Tennessee,  tells  me  that  in  1944 
he  checked  over  600  operative  records  at 
Fort  Sanders  Hospital  for  operations  upon 
the  prostate  gland,  and  found  that  16.6 
per  cent  were  suffering  from  carcinoma. 
McCrae  states  that  carcinoma  of  the  pros- 
tate occurs  in  20  per  cent  of  all  cases  of 
prostate  enlargement. 

There  are  three  distinct  conditions  which 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  13-15,  1948. 


may  exist  in  the  prostate  gland  in  those 
past  the  age  of  50 : hyperplasia  of  the 
gland,  infection,  tuberculosis,  and  carci- 
noma. Etiology:  The  etiology  of  carcinoma 
of  the  prostate  is  unknown.  Chronic  hyper- 
trophy is  given  by  Ewing  as  the  chief  con- 
dition predisposing  to  prostatic  cancer. 
Moore  found  carcinoma  of  the  prostate  to 
be  intimately  associated  with  senile  atrophy 
and  believes  that  in  the  vast  majority  of 
cases  prostatic  cancer  results  from  stimu- 
lation and  autonomous  profileration  of 
the  epithelium,  which  has  already  under- 
gone atrophy.  Huggins  of  Chicago  has 
recently  suggested  an  entirely  new  concept, 
in  that  there  is  a relationship  of  the  andro- 
genic hormone  to  carcinoma  of  the  pros- 
tate. We  are  still  at  a loss  to  give  any 
good  reason  for  carcinoma  of  the  prostate 
gland,  as  for  the  same  token  we  do  not 
know  its  cause  in  any  other  part  of  the 
body. 

If  we  acknowledge  that  carcinoma  of  the 
prostate  gland  is  associated  with  or  follows 
hyperplasia,  we  must  consider  the  cause  of 
the  hyperplasia.  There  have  been  many 
theories  as  to  its  cause,  but  in  the  past 
decade  there  has  been  an  immense  amount 
of  study  from  an  endocrine  standpoint.  We 
must  keep  in  mind  that  the  prostate  is  an 
accessory  sex  gland,  and  that  any  change 
in  the  sex  hormones  may  affect  the  gland 
proper,  and  relation  of  these  hormones  will 
play  some  part  in  its  treatment.  The  be- 
lief that  prostatic  hypertrophy  is  due  to  an 
endocrine  imbalance  is  not  a new  one. 
Many  years  ago  it  was  observed  that 
eunuchs  and  postoperative  castrates  were 
not  affected  with  prostatic  enlargement, 
which  led  some  surgeons  to  advocate  cas- 
tration to  effect  shrinkage  of  the  enlarged 
prostate,  although  no  satisfactory  explana- 
tion of  the  mechanism  was  ever  produced. 
In  1932  investigators,  concerned  with  the 
relationship  of  the  ductless  glands  and  the 
prostatic  hypertrophy,  created  a renewed 
interest  in  the  subject  and  spurred  on  ani- 
mal experimentation.  Relationship  between 
the  prostate,  the  testis  and  the  anterior 
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pituitary  gland  is  now  clearly  recognized. 
We  know  that  following  castration  the  pros- 
tate and  the  seminal  vesicles  atrophy  and 
that  similar  effects  follow  hypophysectomy. 
Removal  of  the  testis,  on  the  other  hand, 
results  in  increase  in  size  and  function  of 
the  hypophysis.  The  theory  has,  therefore, 
arisen  that  benign  prostatic  hypertrophy  is 
the  result  of  an  endocrine  imbalance. 

It  is  now  believed  that  there  are  two 
hormones;  first,  the  male  sex  hormone, 
androitin,  which  resembles  theelin ; and, 
second,  a substance  which  inhibits  the  ac- 
tivity of  the  pituitary  gland  and  which  is 
called  “inhibin.”  Under  normal  conditions 
these  two  hormones  supplement  each  other ; 
the  first  is  a lipoid  soluble  substance  be- 
lieved to  be  derived  from  the  interstitial 
cells  and  acts  as  a sex  stimulant.  It  is 
a comb  growth  promoting  substance  of 
male  urine  and  is  chemically  and  physi- 
ologically comparable  to  ovarin  theelin. 
Inhibin,  the  second  testicular  hormone,  is 
a hypothetical  water-soluble  substance,  sup- 
posedly secreted  by  the  germinal  cells  of 
the  seminiferous  tubules;  it  is  believed  to 
inhibit  the  anterior  pituitary  action  of  the 
accessory  male  reproductive  organs.  The 
absence  or  reduction  of  inhibin  leads  to 
excessive  secretion  of  pituitary  gonadotro- 
phic hormone,  which  stimulates  the  secre- 
tion of  androitin  sufficiently  to  produce 
hypertrophy  of  the  prostate.  Normally 
these  spermatogenic  cells  secrete  enough 
inhibin  to  prevent  excessive  secretion  of 
the  pituitary.  With  degenerated  changes, 
or  decreased  spermatogenic  function  due  to 
advance  of  age,  there  is  a gradual  reduc- 
tion in  the  amount  of  inhibin,  and  with 
this  restraint  removed,  the  pituitary  be- 
comes hyperactive  and  stimulates  the  in- 
terstitial cells  to  produce  an  excessive 
amount  of  androitin  which  in  turn  pro- 
duces hypertrophy  of  the  prostate. 

Anatomy  of  the  Prostate  Gland:  The  de- 
velopment of  the  prostate  gland  begins 
about  the  twelfth  week  of  fetal  life.  Lows- 
ley’s  detailed  study  showed  that  at  this 
time  solid  epithelial  evaginations  from  five 
distinct  parts  from  the  embryonic  deep  ure- 
thra make  their  appearance,  and  these  will 
form  tubules,  which  in  turn  will  eventually 
develop  the  five  lobes  of  the  prostate  gland. 


Early  in  fetal  life  there  is  a wide  separa- 
tion of  the  middle  and  two  lateral  lobes, 
but  in  its  later  stages  the  distance  between 
them  is  gradually  diminished.  In  speci- 
mens of  prostates  removed  from  the  new- 
born, no  actual  intermingling  of  the  tubules 
was  observable,  but  the  tubules  of  the  mid- 
dle and  lateral  lobes  were  seen  to  lie  side 
by  side  with  no  definite  capsule  separating 
them.  The  posterior  lobe,  however,  was  en- 
tirely distinct  and  a dense  layer  of  fibrous 
tissue  separated  it  from  the  lateral  lobes. 
The  anterior  lobe  was  also  set  apart  some 
distance  from  the  lateral  lobes.  The  pros- 
tate lies  at  the  neck  of  the  bladder  in  front 
of  the  lower  portion  of  the  rectum,  through 
which  it  may  be  distinctly  felt.  It  com- 
pletely envelopes  the  uretha  and  the  ejacu- 
latory ducts ; it  resembles  a somewhat  flat- 
tened cone,  with  its  base  to  the  bladder 
neck  and  its  apex  downward  in  contact 
with  the  membranous  urethra,  or  external 
sphincter.  The  posterior  surface,  which 
faces  the  anterior  surface  of  the  rectum, 
is  triangular  and  flattened.  The  prostate 
is  enclosed  in  a firm  fibrous  capsule,  is 
rather  firmly  fixed  in  position  by  heavy 
fascial  investments,  a musculo-glandular 
organ  of  the  compound  tubular  type.  There 
is  much  fibrous  tissue,  and  connective  tis- 
sue portions  of  the  gland  are  composed  of 
smooth  muscle  cells  and  many  elastic  tissue 
fibers.  The  posterior  lobe  is  a separate 
and  distinct  type  in  that  the  tubules  com- 
pose, in  the  major  portion  of  the  prostatic 
apex,  that  section  of  the  gland  which  is 
palpable  through  the  rectum.  This  pos- 
terior lobe  has  eight  to  ten  tubules  which 
are  much  larger  and  are  entirely  inde- 
pendent of  the  other  prostatic  tubules,  sug- 
gesting that  the  lobe  may  have  a function 
distinct  from  that  of  the  remainder  of  the 
gland.  Posterior  to  the  prostate  and  an- 
terior to  the  rectum  is  a heavy,  thick,  white 
sheath  called  Denonvillier’s  fascia.  This 
fascia  is  formed  by  the  fusion  of  the  two 
layers  of  the  fetal  peritoneum.  This  layer 
must  be  firmly  felt  on  digital  palpation  to 
determine  the  contents  of  the  gland.  The 
layer  is  a protection  in  malignancy  to  pre- 
vent direct  extension  of  the  gland  into  the 
rectum. 

Subsidiary  Glands:  There  are  two  groups 
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of  rudimentary  subsidiary  glands  which  are 
of  considerable  clinical  importance.  First, 
the  subcervical  group  (Albarrans)  and  sec- 
ond, the  subtrigonal  group.  Subcervical 
tubules  appear  to  be  of  independent  origin, 
and  to  have  no  functional  relations  to  the 
prostate.  They  lie  within  the  vesicle 
sphincter  within  the  ventricle  orifice.  En- 
lai'gement  of  these  tubules  is  apparently 
stimulated  by  the  same  factor  which  in- 
fluences prostatic  hypertrophy.  Indeed,  it 
appears  that  Albarrans  tubule  responds  to 
this  stimulation  even  earlier  than  it  does 
the  prostate  proper;  that  is,  that  these 
glands  are  the  beginning  of  hyperplasia  of 
the  prostate.  The  subtrigonal  group  of 
tubules  are  found  in  the  mucosa  of  the 
trigone  vesica,  usually  below  the  center  and 
occasionally  as  far  forward  as  an  inch  of 
the  apex  to  the  prostate.  Apposition  is 
such  that  any  enlargement  may  impede  the 
evacuation  of  the  bladder ; also,  enlarge- 
ment occurs  often  enough  to  make  a con- 
sideration of  its  possibility  in  the  diagnosis 
of  any  pathological  condition  involving  the 
vesical  neck.  Cases  have  been  observed  in 
which  there  was  enlargement  of  these  tu- 
bules, and  in  which  further  growth  caused 
them  to  become  almost  free  in  the  vesical 
cavity,  connecting  with  the  original  site  by 
only  a small  pedicle. 

Symptoms : The  symptoms  are  in  no  way 
characteristic  and  are  not  easily  differen- 
tiated from  those  of  benign  hypertrophy, 
which  may  be  present  at  the  same  time. 
The  early  symptoms  are  frequency  of  urina- 
tion, dysuria,  nocturia,  and  urethral  pains 
referred  to  the  glans  penis.  Retention  and 
terminal  hematuria  are  later  manifesta- 
tions and  are  frequently  the  reasons  for 
patients  seeking  medical  advice.  Pain  re- 
ferred to  the  sacro-iliac  region,  penis,  scro- 
tum, perineum,  thighs,  and  inquinal  regions 
is  a predominant  and  relatively  early  symp- 
tom in  about  65  per  cent  of  the  cases, 
and  may  be  due  to  metastasis  to  the  bone 
(Lowsley).  The  patient  may  have  a no- 
ticeable loss  of  strength,  loss  of  weight, 
constipation,  etc.  Carcinoma  of  the  pros- 
tate may  be  present  without  any  urinary 
symptoms  and  only  sciatica  and  other  symp- 
toms of  metastasis  present.  There  is  very 
little  known  of  the  prediagnostic  duration 


of  the  disease,  but  Herman  states  that  the 
average  age  of  life  after  diagnosis  is  about 
thirty  months. 

The  patient  may  or  may  not  complain 
of  constipation,  painful  defecation  or  pelvic 
pressure  due  to  distention.  Referred  pain 
to  the  perineum,  back  thighs,  and  groin 
usually  denote  periprostatic  dissemination 
of  the  neoplasm.  Large  palpable  metas- 
tatic masses  may  occur  on  either  side  of 
the  spine  causing  obstruction  of  the  lymph 
channels  and  in  some  instances  of  swelling 
of  the  legs.  The  author  has  had  two  such 
cases.  Diagnosis:  Malignancy  may  be 

present  over  a long  period  of  time  before 
it  is  first  recognized  by  clinical  symptoms 
or  rectal  palpation.  The  diagnosis  is  made 
without  difficulty  in  advanced  cases  on  the 
history,  rectal  findings  and  microscopical 
examination  of  the  biopsy  specimen  re- 
moved by  a biopsy  instrument  or  the  cut- 
ting loop.  The  prostate  gland  is  usually 
fixed  in  position,  is  unyielding,  board-like, 
tense,  and  irregular  in  contour.  This  all 
depends  on  the  stage,  or  the  advancement, 
of  the  lesion.  A single  nodule  may  easily 
escape  the  palpating  finger,  especially  when 
there  is  edema  of  the  prostate  or  in  marked 
hyperplasia  of  the  gland.  In  early  cases, 
in  the  soft,  medullary  or  adenomatus  type 
of  carcinoma,  and  carcinoma  superimposed 
upon  benign  hyperplasia,  diagnosis  may  be 
very  difficult.  The  findings  of  a hard  area 
or  nodule  by  rectal  examination  should  be 
sufficient  evidence  to  demand  further  in- 
vestigation and  differentiate  it  from  in- 
flammatory processes,  calculi,  or  a tuber- 
culous lesion.  Cystourethrascopy  will  give 
information  regarding  the  degree  of  intra- 
urethral  and  intra-vesical  intrusion  in  25 
per  cent  or  more  cases  that  originate  in 
the  portions  of  the  prostate  other  than  the 
posterior  lobe.  In  the  late  stages  the  im- 
pression of  rigidity  and  fixation  is  noticed 
on  passing  sounds  or  the  cystoscope.  This 
finding  along  with  other  symptoms  helps 
confirm  the  diagnosis  of  carcinoma.  As- 
piration by  biopsy  may  establish  a diag- 
nosis, but  unless  positive,  should  not  be 
considered  diagnostic.  Negative  findings 
cannot  always  be  accepted  as  proof  positive 
of  the  absence  of  malignancy.  Examina- 
tion of  the  secretions  with  the  Papanico- 
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laou  stain  and  finding  the  cancer  cells  make 
the  diagnosis.  The  greatest  hope  of  early 
recognition,  therefore,  lies  in  the  routine 
medical  checkup  of  all  men  over  45  years  of 
age,  including  a careful  rectal  examination. 
In  the  past,  between  90  and  95  per  cent  of 
cases  of  prostatic  cancer  have  been  beyond 
the  hope  of  operative  cure  when  first  seen. 
For  this  early  recognition  of  prostatic  car- 
cinoma falls  primarily  to  the  general  prac- 
titioner, or  to  the  man  whoever  he  may  be, 
when  a person  subjects  himself  to  a thor- 
ough physical  examination.  It  is  as  im- 
portant to  do  a rectal  examination  on  a 
male  as  it  is  to  do  a vaginal  examination 
on  the  female.  This  examination  should 
likewise  have  an  X-ray  made  of  his  pelvis 
and  long  bones  for  early  metastasis.  The 
presence  of  increased  serum  acid  phos- 
phatase is  a relatively  new  and  valuable 
diagnostic  method  in  carcinoma  with  skele- 
tal metastasis  in  the  body.  The  enzyme  is 
present  in  all  males  past  puberty,  but  it 
becomes  markedly  manifested  in  patients 
with  malignancy  of  the  prostate  gland.  It 
is  only  increased  in  prostatic  carcinoma 
which  has  metasticized  to  the  bone,  and  in 
certain  cases  of  far  advanced  osteitis  de- 
formans, or  Paget’s  disease,  although  in 
this  case,  there  is  a likewise  high  alkaline 
phosphatase  present. 

We  have  in  the  past  made  the  diagnosis 
of  carcinoma  of  the  prostate  clinically  by 
rectal  examination  and  finding  a hard  fixed 
gland  or  the  presence  of  hard  nodules,  and 
this  method  is  not  early  enough  to  promise 
the  patient  permanent  cure  even  with  a 
surgical  operation.  Rectal  palpation  only 
discloses  pathology  in  the  posterior  portion 
of  the  prostate  and  all  cancers  do  not  form 
in  this  lobe,  also  nodular  hyperplasia  and 
chronic  inflammation  often  mask  small  car- 
cinoma. 

Hyperplasia  with  prostatitis  often  re- 
veals 1/2  c.c.  or  more  of  whitish-gray  fluid. 
They  are  unaltered  in  early  carcinoma  ex- 
cept when  the  gland  is  hard  and  fixed,  then 
the  secretion  is  less  in  amount,  thin,  clear, 
and  watery  like.  Secretion  with  the  pres- 
ence of  gross  blood  is  seldom  encountered 
in  hyperplasia  or  malignancy. 

Papanicolaou  Stain:  The  secretion  is  ob- 
tained from  the  prostate  in  the  conventional 


manner.  A few  drops  are  placed  on  a 
clean  glass  slide  and  three  or  four  smears 
are  made  on  additional  slides. 

These  smears  are  immediately  fixed  in 
equal  parts  of  95  per  cent  alcohol  and 
ether.  They  should  remain  in  the  fixative 
for  at  least  fifteen  minutes,  after  which 
they  are  stained  by  the  Papanicolaou 
method. 

The  smears  may  be  examined  immedi- 
ately after  they  are  fixed  and  dried  and 
left  at  room  temperature  or  may  be  sent 
by  mail  without  interferring  with  the  stain. 
If  there  are  numerous  cancer  cells,  they 
may  be  soon  detected  or  it  may  be  neces- 
sary to  examine  all  the  slides  and  make  a 
close  search  for  the  cells. 

Examination  of  these  smears  microscop- 
ically is  strictly  the  duty  of  the  pathologist. 
Often  we  look  at  the  slides  with  him,  but 
his  opinion  is  always  final  before  we  say 
the  patient  has  or  has  not  got  a malignant 
gland. 

Carcinoma  is  often  associated  with  hy- 
pertrophy or  a chronically  inflamed  pros- 
tate, and  for  this  reason  numerous  cells 
may  be  seen  in  the  smear. 

Treatment : Every  effort  should  be  made 
to  treat  carcinoma  of  the  prostate  as  soon 
as  it  is  diagnosed.  There  is  no  standard 
treatment  for  this  condition ; it  is  either 
diagnosed  early  or  too  late  for  total  extir- 
pation. The  age  and  condition  of  the  pa- 
tient must  be  taken  into  consideration. 

Early  cases  should  have  complete  re- 
moval of  the  gland  by  the  suprapubic 
or  retropubic  route  or  total  extirpation 
through  the  perineum.  Patients  in  the 
advanced  stages  of  the  disease  respond  well 
either  to  orchidectomy  or  the  administra- 
tion of  the  sex  hormone,  and  if  obstruction 
occurs  a prostatic  resection  can  be  per- 
formed. Radon  seeds  implanted  into  the 
tumor  through  the  perineum  may  assist  in 
checking  the  disease.  X-ray  in  advanced 
cases  with  bony  metastasis  may  relieve 
pain  in  some  patients. 

Results:  Fifty  patients  suffering  with 
prostate  trouble  have  been  examined  in 
the  office  and  stains  made  by  the  Papino- 
colaou  technique.  This  is  a recent  series 
and  no  conclusion  can  be  made.  We  be- 
lieve a routine  search  for  cancer  cells  in 
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Fig.  1.  X-ray  shows  multiple  areas  of  increased 
and  decreased  density  in  the  pelvic  bones  following 
metastasis  from  carcinoma  of  the  prostate  gland. 


Fig.  2.  X-ray  shows  an  area  in  the  left  ilieum 
of  decreased  density  (metastasis  from  prostatic 
carcinoma) . 


the  prostatic  smears  should  be  done  on  all 
patients  in  the  cancer  age  who  have  symp- 
toms of  prostatism  regardless  of  how  the 
prostate  feels  on  rectal  examination. 

It  is  more  difficult  to  find  the  cancer  cells 
in  the  late  cases  of  pronounced  cancer  diag- 
nosed by  physical  examination  or  by  mi- 


croscopic section.  There  is  a definite 
shrinkage  of  the  gland  and  it  becomes  much 
smaller  with  less  secretion,  and  we  are  of 
the  opinion  that  for  this  reason  we  do  not 
find  the  cancer  cells. 

Six  patients  with  ages  ranging  from  53 
to  85  had  previously  been  diagnosed  as 
cancer  of  the  prostate  and  had  orchidec- 
tomy  and  Estrogens.  These  failed  to  re- 
veal cancer  cells  in  their  smears.  One  of 
this  group  was  resected  and  we  failed  to 
find  carcinomatous  tissue  on  section,  al- 
though we  are  positive  clinically  that  he 
has  cancer  of  the  prostate  gland. 

Five  patients  with  ages  ranging  from  51 
to  61  had  positive  smears  for  cancer  cells. 
The  symptoms  were  frequency,  aching  in 
the  back  and  thighs,  nocturia,  and  a small 
urinary  stream.  All  patients  were  of  good 
health  and  on  physical  examination  there 
was  no  suspicion  of  malignancy.  The 
glands  were  not  hard,  nodular,  or  fixed  on 
any  of  this  group,  but  in  three  of  the  five 
the  glands  were  enlarged  and  firm.  The 
remaining  two  had  small  unsuspicious 
glands,  which  felt  normal.  These  five  were 
diagnosed  by  finding  cancer  cells  in  the 
prostatic  secretion.  They  were  checked  on 
two  or  three  different  occasions  and  two 
positive  smears  were  found  on  each.  Four 
of  this  group  refused  prostatectomy.  One 
had  a retropubic  prostatectomy  and  the 
sections  showed  early  adeno-carcinoma. 
Twenty-two  per  cent  in  this  group  of  fifty 
patients  were  diagnosed  as  carcinoma, 
either  by  physical  examination  or  by  find- 
ing the  cancer  cells.  We  are  able  to  find 
the  cancer  cells  in  the  earlier  cases  of  pros- 
tatic malignancy  before  they  can  be  diag- 
nosed by  physical  examination. 

Conclusion 

1.  Rectal  examination  is  a “must”  in 
detection  of  carcinomatous  evolvement  of 
the  prostate  gland. 

2.  All  patients  past  the  age  of  45  having 
symptoms  of  prostatism  should  have  a Pa- 
panicolaou stain  made  from  the  prostatic 
secretion,  and  if  the  smear  is  suspicious 
repeat  smears  should  be  made. 

3.  Routine  films  of  the  pelvis  and  long 
bones  should  be  made  in  suspected  cases 
of  bony  metastasis. 
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4.  Blood  acid  phosphatase  when  elevated 
is  a good  diagnostic  sign  of  carcinoma  of 
the  prostate  with  bone  metastasis. 

5.  Orchiectomy  for  the  removal  of  tes- 
ticular androgens  gives  excellent  results  in 
some  cases. 

6.  The  administration  of  estrogen,  ethinyl 
estradial,  or  diethylstilbestrol  has  given  fa- 
vorable results  in  the  experience  of  many 
contributors. 
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DISCUSSION 

DR.  CHARLES  E.  HAINES  (Nashville)  : I’m 
sorry  that  I didn’t  get  the  opportunity  to  review 
Dr.  Niceley’s  fine  paper  before  hearing  it  today. 

Carcinoma  of  the  prostate  is  still  one  of  the 
gloomiest  chapters  in  urology.  At  first,  most  of 
the  efforts  were  directed  toward  relieving  the 
urinary  obstruction.  After  X-ray  therapy  was 
developed,  this  was  used  extensively  in  the  treat- 
ment. This,  as  you  know,  was  found  wanting. 

Huggins’  ideas  and  studies  on  the  influence  of 
androgens  and  estrogens  on  carcinoma  of  the  pros- 
tate changed  our  concepts,  not  only  of  carcinoma 
of  the  prostate,  but  influenced  the  studies  in  the 
whole  field  of  malignant  diseases. 

With  our  present  day  knowledge,  I still  think 
that  radical  prostatectomy  is  the  only  cure  for 
prostatic  carcinoma.  The  only  hope  of  preventing 
death  from  this  disease  lies  in  the  complete  re- 
moval before  there  has  been  any  extension  or 
metastases. 

What  are  the  indications  for  radical  removal 
of  the  gland? 

First,  no  evidence  of  metastases  or  extension. 

X-rays  negative. 

Acid  phosphatase  of  the  blood  normal. 


Prostate  not  fixed  to  the  pelvic  wall. 

No  induration  at  the  apex  involving  the  mem- 
braneous urethra. 

The  results  to  date  from  a fair  number  of  in- 
vestigators, including  Lewis,  Ledbetter,  Smith  and 
Colston,  show  about  40-50  per  cent  cures  in  5-6 
years.  In  my  large  series  of  8-9  cases,  all  are 
alive,  but  they  only  extend  over  a period  of  about 
18  months,  so  they  contribute  very  little  at  this 
time. 

In  an  effort  to  avoid  clouding  the  picture,  I have 
not  done  orchiectomies  on  the  radical  patients. 
X-ray  therapy  has  been  used  on  those  who  have 
had  recurrence  or  who  did  not  respond  to  orchiec- 
tomy. 

It  is  very  difficult  to  decide  in  the  old  age  group 
with  these  relatively  early  carcinomas  whether  to 
do  a radical  prostatectomy  or  do  an  orchiectomy. 
Many  of  them  are  still  going  along  well  6-8  years 
after  orchiectomy  which  carries  them  up  to  about 
their  life  expectancy.  However,  I think  there  is 
no  question  but  what  the  radical  procedure  should 
be  carried  out  in  men  under  65  with  the  above 
mentioned  requisites. 

Someone  will  ask  about  urinary  incontinence 
following  this  procedure.  Using  the  Vest  method 
of  reconstructing  the  vesical  neck,  there  have  been 
extremely  few  cases  of  incontinence. 

It  has  been  estimated  but  not  proven  that  by 
the  time  a patient  begins  to  complain  of  urinary 
symptoms,  he  has  had  his  cancer  for  about  five 
years.  In  good  urological  clinics  only  about  20 
per  cent  of  the  prostates  are  thought  to  be  suitable 
for  a radical  prostatectomy.  Therefore,  most  of 
the  early  carcinomas  will  be  seen  first  by  the  gen- 
eral practitioner,  the  internist  and  surgeon  in  a 
routine  examination.  Any  type  of  a questionable 
lesion  of  the  prostate  in  an  older  man  should  be 
investigated  as  thoroughly  as  possible. 

I’ve  had  no  experience  with  the  Papanicolaou 
stain.  A recent  report  by  Herbst  and  Lubin 
showed  that  they  got  17  positive  smears  out  of  100 
patients  taken  at  random  with  enlarged  prostates. 
Ten  were  histologically  proved  and  they  were  sure 
of  the  other  six.  Although  the  staining  method 
is  more  detailed,  the  procedure  of  obtaining  the 
specimen  is  simple,  and  they  feel  the  results  are 
promising.  We  will  welcome  any  procedure  that 
will  aid  us  in  diagnosing  this  condition  earlier. 

As  to  the  method  of  choice  in  treating  the  more 
advanced  carcinomas  of  the  prostate,  I think  that 
no  hard  or  fast  rules  can  be  laid  down,  as  each 
case  is  a law  unto  itself  and  must  be  studied  and 
treated  individually. 

Dr.  Niceley  is  to  be  highly  commended  for  an 
excellent  review  of  such  a controversial  subject. 

DR.  JOHN  DOUGHERTY  (Knoxville):  I want 
to  say  that  I am  exceedingly  grateful  for  the 
opportunity  to  add  just  a few  remarks  to  Dr. 
Niceley’s  well  prepared  paper.  I am  sorry  it 
comes  at  the  latter  part  of  the  program,  because 
it  is  of  such  importance  that  it  is  something  many 
people  should  know  a lot  more  about. 
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I think  the  problem  of  prostatic  carcinoma  is 
almost  as  dismal,  if  not  more  so,  than  the  one 
of  carcinoma  of  the  cervix  that  was  presented  so 
well  in  the  previous  paper.  It  has  been  shown, 
however,  that  in  the  diagnosis  lies  the  secret  of 
what  we  can  do  for  carcinoma  of  the  prostate. 
There  are  a great  many  things  that  must  be 
evaluated  and  evaluated  well  before  we  can  take  off 
on  the  problem  of  treatment. 

There  is  no  question  that  rectal  palpation  is 
of  extreme  importance.  Unfortunately,  as  Dr. 
Niceley  and  Dr.  Haines  have  said,  many  people 
who  come  to  you  for  examination  have  hardly  had 
a rectal  examination  by  anyone  else  because  they 
have  not  even  been  to  their  family  physician  for 
an  examination;  you  examine  them  and  perhaps 
find  a small  lesion  in  the  posterior  portion  if  you 
can  actually  feel  this  region. 

Some  people  are  a little  doubtful  if  you  can 
feel  the  posterior  portion  of  the  gland.  The  pos- 
terior lobe  is  just  a little  anterior  and  superior 
to  the  upper  extensions  of  the  two  lateral  lobes, 
and  it  is  possible  that  you  may  not  be  able  to 
feel  it  well.  Therefore,  most  lesions  may  not  be 
palpable  early  if  they  are  small.  All  of  us  have 
felt  prostates  where  one  side  is  practically  gone, 
as  an  enlarging  lesion,  from  the  physiological  plan 
in  relation  to  the  opposite  side  of  the  prostate 
gland. 

It  has  been  shown  by  a group  that  perhaps 
X-ray  is  our  best  forte  at  the  moment  in  the  diag- 
nosis of  a carcinoma  of  this  nature.  This  group 
has  had  58  per  cent  of  a rather  extensive  series 
who  they  felt  showed  evidence  of  prostatic  car- 
cinoma by  X-ray,  and  that  means,  of  course, 
metastasis. 

If  that  group  is  true,  it  could  possibly  be  ap- 
plied to  other  groups  that  have  been  studied,  then 
you  are  already  licked  50  per  cent  before  you 
begin  if  you  have  to  depend  on  X-ray,  because 
very  few  people  would  undertake  a radical  pros- 
tatectomy, which  is  our  only  means  of  cure,  if 
you  had  50  per  cent  already  showing  metastasis 
by  bone  X-ray  studies. 

I would  like  to  say  just  a word  about  Papani- 
colaou stain.  I am  afraid  it  has  some  limitations, 
according  to  some  pathologists  who  have  editor- 
ialized on  it  to  some  extent.  Let  us  conceive  of 
a small  prostatic  nodule  in  a young  man.  We 
press  on  that  and  then  we  get  a secretion.  Just 
where  does  the  secretion  come  from?  Any  secre- 
tion coming  through  the  ejaculatory  ducts  has  to 
traverse  the  prostate  in  coming  from  the  seminal 
vesicles;  these  are  entirely  separate  structures. 

We  all  admit  a good  portion  of  secretion  that 
does  come  out  after  a rectal  pressure  in  that 
region  is  probably  seminal  vescicular  in  origin. 
It  is  also  probably  true  that  if  a nodule  of  car- 
cinomatous tissue  appears  in  the  prostate,  a cer- 
tain number  of  prostatic  ducts  have  been  occluded; 
so  perhaps  secretion  from  that  portion  led  to  by 
the  prostatic  ducts  does  not  get  out  into  the  tissue 


that  you  are  going  to  examine,  which  might  ac- 
count for  the  large  number  of  negative  stains 
where  there  are  clinical  evidences  of  existing 
neoplasia. 

I think  it  has  its  value  certainly  as  an  adjunct, 
but  probably  not  of  too  much  value  in  the  face  of 
other  things.  I believe  if  applied  in  conjunction 
with  biopsy  certainly  it  is  of  importance,  and 
perineal  biopsy  is  not  too  hard  to  do. 

If  we  wait  until  we  use  resected  tissue  for  biopsy, 
we  will  miss  a good  proportion,  as  most  urologists 
will  agree,  because  unless  you  resect  the  whole 
gland  (which  in  my  own  hands  is  certainly  not 
possible,  and  I doubt  if  other  people  actually  re- 
sect the  whole  gland  down  to  the  prostatic  cap- 
sule), then  you  are  going  to  miss  carcinoma  a 
great  deal  because  you  usually  resect  the  ob- 
structing tissue  which,  if  the  pathologist  is  correct, 
does  not  yield  much  carcinomatous  tissue,  and 
then  you  limit  again  your  opportunities  for  diag- 
nosis because  you  don’t  cut  away  actual  cancerous 
tissue  until  the  thing  has  gone  so  far  that  you 
can’t  do  anything  else  about  it. 

I might  say  a word  about  what  happened  with 
resected  prostate  that  are  carcinomatous.  The 
few  I have  had  have  been  bad.  I wish  I had  not 
resected  them.  I think  I might  have  provided 
better  means  of  emptying  of  the  bladder  than  by 
resection.  They  hardly  ever  heal.  They  continue 
with  gross  pyuria,  a great  deal  of  infection,  and 
difficulty  voiding.  They  don’t  have  very  much 
residual  urine,  but  they  have  a lot  of  inflammation 
as  they  extrude  this  gelatinous  junk  that  comes 
with  a great  deal  of  pus,  and  they  urinate  often 
and  frequently  with  a lot  of  distress. 

So,  I have  felt  that  probably  resection  to  relieve 
obstruction  in  the  carcinomatous  prostate  is  not 
good  unless  you  have  to  do  it,  and  of  course  that 
is  left  to  what  a urologist  thinks  is  necessary. 

Thank  you  very  much.  (Applause.) 

DR.  J.  B.  NEAL  (Knoxville):  Mr.  Chairman, 
Ladies  and  Gentlemen : I certainly  appreciate  Dr. 
Niceley’s  paper  and  I enjoyed  it  very  much,  also 
the  discussion. 

I have  seen  a large  series  of  cases  over  a period 
of  years,  a series  of  some  250  cases  of  carcinoma 
of  the  prostate.  The  early  diagnosis  is  a thing, 
of  course,  that  is  very  desirable,  but  it  is  some- 
thing we  do  not  get.  The  cases  I have  seen  have 
usually  come  late,  and  it  is  not  possible  to  make 
an  early  diagnosis  because  one  doesn’t  see  them 
in  time. 

This  is  a hidden  cancer.  Symptoms  do  not  ap- 
pear until  late.  The  earliest  symptom  in  my 
experience  has  been  a slow  stream.  The  pain  is 
a later  symptom,  and  usually  comes  from  metas- 
tasis to  bone  metastasis.  You  have  a small  amount 
of  residual  urine  that  you  might  overlook.  The 
reason  for  this  is  that  you  get  a sclerous  condition 
that  contracts  the  prostate  instead  of  the  things 
you  usually  get,  an  adenomatous  hypertrophy. 

You  cannot  always  depend  on  rectal  palpation. 
I saw  a case  in  my  office  two  or  three  days  ago 
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that  I saw  five  or  six  years  ago.  I suspected  a 
lather  typical  carcinoma  of  the  prostate.  The 
resection  of  the  tissue  revealed  fibroidous  hyper- 
trophy of  the  prostate.  He  has  been  well  since 
that  time.  I told  him  the  other  day  this  was  his 
first  visit  to  my  office,  and  I would  positively  say 
he  had  carcinoma  of  the  prostate;  so  his  living 
for  five  years,  I think,  proved  very  definitely  that 
it  was  not  carcinoma,  although  it  certainly  was 
the  most  typical  case  I have  seen. 

I would  like  to  report  two  cases  of  unusual 
points.  I have  seen  two  cases  of  papillary  car- 
cinoma of  the  prostate  gland,  a rather  cauliflower- 
like thing.  One  usually  does  not  see  it.  These 
cases  did  not  respond  to  the  usual  methods  of 
treatment  we  use.  I resected  them.  They  had 
papillary  carcinoma  which  is  epithelial  in  tissue, 
as  you  all  know.  They  tell  us  that  stilbestrol 
affects  epithelial  tissue.  You  would  expect  to  get 
much  better  results  from  this  type  of  tumor  than 
you  would  in  the  ordinary  fibro-adenomatous  type, 
but  in  these  two  cases  they  responded  very  little 
to  stilbestrol. 

We  put  each  of  the  men,  Mr.  Butcher  and  Mr. 
Harmon,  on  stilbestrol.  Mr.  Harmon  did  not  im- 
prove. He  came  back  and  we  finally  did  an  orchi- 
dectomy,  and  he  seemed  to  get  a little  better.  I 
haven’t  seen  him  for  some  time. 

I would  just  like  to  report  those  two  cases, 
which  in  my  experience  have  been  extremely  rare; 
practically  in  all  of  these  cases  the  report  comes 
back,  “Fibro-adenomatous  hypertrophy  of  the  pros- 
tate gland.” 

In  a long  talk  with  Archie  Dean  of  Memorial 
Hospital  in  1944  in  regard  to  the  treatment  of 
these  cases,  he  said  their  experience  had  been  that 
they  had  just  as  good  results  with  stilbestrol  as 
they  did  with  orchidectomy,  and  he  thought  about 
2 mgs.  a day  would  be  a sufficient  dose.  In  the 
early  days  we  started  out  giving  these  men  5 mgs. 
of  stilbestrol  a day.  Most  of  them  could  take  it 
for  a little  while.  They  couldn’t  take  it  for  long 
because  they  developed  soreness  of  the  breast  and 
nipples  and  became  nauseated,  and  the  dose  had  to 
be  reduced.  His  experience  was  that  2 mg.  a 
day  was  sufficient. 

Their  experience  had  been  that  it  recurred  in 
an  average  of  around  eight  months.  My  experi- 
ence does  not  bear  that  out.  I have  cases  that 
have  lived  for  six  and  seven  years.  I remember 
one  old  man  in  Pulaski  territory  of  Tennessee 
who  had  a rather  low-grade  carcinoma  of  the 
prostate.  Before  it  was  discovered  that  stilbestrol 
or  orchidectomy  would  influence  carcinoma,  I ran 
a series  of  cases  with  deep  X-ray  therapy,  and 
I can  remember  those  cases  distinctly.  They  got 
along  much  better  than  others.  Of  course,  the 
thing  that  was  happening  was  the  effect  of  the 
X-ray  on  the  testicle.  They  were  trying  to  screen 
the  testicle.  They  couldn’t  with  those  enormous 
doses  of  X-ray  crossfiring  from  every  direction. 

Anyhow,  this  old  man,  Mr.  Stacey,  met  me  four 
years  later.  I met  him  in  a bank.  I wrote  Dr. 


Booth  in  Pulaski  and  he  did  an  orchidectomy,  but 
I didn’t  follow  the  case. 

I would  like  to  say  that  during  transurethral 
work  I have  done  over  1,500  transurethral  pros- 
tatic resections,  and  at  the  present  time  we  speak 
of  transurethral  prostatectomy.  I believe  we  can 
do  it.  You  can  recognize  the  muscle  of  the  cap- 
sule. If  you  haven’t  had  extensive  experience, 
there  is  quite  a good  deal  of  danger  in  trying  to 
do  too  much,  because  if  you  cut  the  capsule  you 
are  going  to  get  into  a lot  of  difficulty  in  con- 
trolling hemorrhage,  because  these  vessels  that 
follow  the  capsule  will  retract  and  you  will  have 
great  difficulty  in  controlling  hemorrhage. 

Dr.  Dougherty  spoke  of  not  doing  transurethral. 
I do  not  think  there  is  any  need  of  doing  trans- 
urethral unless  you  get  a residual  urine  of  over 
four  ounces;  then  you  get  back  pressure  on  the 
kidneys. 

About  a month  ago  I had  something  I had  never 
seen  before.  I had  a man  with  a far  advanced 
carcinoma  of  the  prostate.  He  also  had  obstruc- 
tion of  the  upper  urinary  tract.  He  was  carrying 
around  three  ounces  of  residual  urine.  His  blood 
chemistry  was  very  much  elevated,  which  I couldn’t 
understand.  We  operated,  and  I discovered  a 
papilloma,  a papillary  carcinoma,  obstructing  the 
left  ureter,  growing  out  of  the  left  ureter  mouth. 
He  also  had  an  extension  of  the  carcinomatous 
process  up  around  the  right  ureter,  causing  ob- 
struction, and  in  possibly  being  too  dexterous  in 
doing  the  resection  I clipped  off  the  top  of  the 
ureter  mouth.  I could  see,  as  though  I were  look- 
ing down  a corridor,  an  opening  that  looked  as 
large  as  my  index  finger,  which  no  doubt,  and  I 
am  sure,  was  the  dilated  ureter  above  that  point. 
The  man  had  obstruction  to  both  ureters,  giving 
him  elevation  of  blood  chemistry  and  not  at  the 
bladder  neck. 

I want  to  thank  the  gentlemen  very  much  for 
this  discussion;  I think  it  is  very  timely.  I be- 
lieve they  have  covered  the  subject  well.  I have 
had  no  experience  with  this  new  test,  and  I cer- 
tainly hope  we  will  be  able  to  diagnose  these  cases 
early  and  be  able  to  do  a radical  operation. 

I thing  the  cases  that  are  cured  are  those  where 
superpubic  prostectomy  is  done,  where  it  is  in  the 
central  portion  of  the  gland.  These  long  tubular 
glands,  the  normal  prostate  glands,  are  removed 
when  carcinoma  is  not  even  suspected;  those  are 
the  cases  that  are  cured,  because  as  Dr.  Niceley 
brought  out,  the  anatomy  here  and  the  invasion 
of  the  capsule,  and  certainly  uretroperitoneal  lym- 
phatic involvement  is  present,  and  I think  a radical 
operation  could  be  done  if  one  could  do  it  before 
invasion  of  the  surrounding  tissue. 

Thank  you.  (Applause.) 

DR.  NICELEY  (Closing)  : I just  want  to  thank 
the  gentlemen  for  their  wonderful  discussion  of 
this  paper;  I also  want  to  thank  you  men  for 
staying  so  long. 

I appreciate  Dr.  Neal  mentioning  this  rare  type 
of  papillary  carcinoma  that  you  do  see  of  the 
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prostate.  Occasionally  we  see  a case  that  does 
not  respond  to  any  treatment  that  we  might  give, 
especially  the  hormones  or  castration.  It  may  be 
that  we  are  dealing  with  such  a case.  Stilbestrol 
is  no  doubt  excellent  treatment,  but  the  patients 
I have  had  get  tired  of  taking  it,  and  I still  be- 
lieve they  should  have  X-ray  therapy  over  their 
testicles  or  removal  of  the  testicles. 

In  regard  to  Dr.  Dougherty’s  remark  on  resec- 
tion in  carcinoma  of  the  prostate,  I believe  it  is 


generally  conceded  that  we  do  not  wish  to  resect 
any  of  these  prostates  unless  they  do  go  into  re- 
tention ; then  the  question  is  whether  you  should 
do  a superpubic  and  leave  the  tube  in  the  bladder, 
or  go  ahead  and  do  enough  resection  for  them 
to  void.  I believe  there  is  probably  not  much 
difference  between  the  two,  but  I am  of  the  opinion 
that  if  you  remove  just  enough  tissue  for  them 
to  void  they  will  probably  be  much  better. 

Thank  you.  (Applause.) 
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THE  SURGICAL  TREATMENT  OF  MALIGNANT  LESIONS  OF  THE  GASTRO- 
INTESTINAL TRACT*t 


JAMES  H.  FORSEE,  Colonel,  M.  C.,  U.  S.  Army,  and  ROBERT  M.  HARDAWAY,  Major,  M.  C., 
U.  S.  Army 


In  the  military  service  we  see  a larger 
percentage  of  young  adults  who  have  malig- 
nant lesions  of  the  gastrointestinal  tract 
than  is  ordinarily  seen  in  civilian  practice. 
Chart  I depicts  the  frequency  of  these  le- 


CHART  I 

Carcinoma  of  the  Gastrointestinal  Tract  in  Military 
Personnel.  (Ehrlich  and  Hunter,  Surgery,  Gyne- 
cology and  Obstetrics,  Vol.  85,  p.  98,  July,  1947.) 

sions  in  military  personnel  between  the 
ages  of  eighteen  and  thirty-eight  years,  as 
noted  from  recently  published  data  relative 
to  the  pathological  material  studied  at  the 
Army  Institute  of  Pathology  during  World 
War  II.  Under  the  age  of  twenty-one,  three 
persons  per  100,000  mean  strength  of  the 
Army  of  the  United  States  had  a carcinoma 
of  the  gastrointestinal  tract;  between  the 
ages  of  thirty-one  and  thirty-eight,  approx- 
imately twenty-two  per  100,000  had  a car- 
cinoma of  the  gastrointestinal  tract. 

Though  not  correct  anatomically,  the  ma- 
lignant lesions  of  the  lip,  tongue,  floor  and 
roof  of  the  mouth  will  be  mentioned  in  this 
discussion,  as  it  is  desired  to  begin  with 
the  squamous  cell  carcinomas  of  the  lip  and 
carry  through  to  the  squamous  cell  carci- 
nomatous lesions  of  the  anus. 


*From  the  Surgical  Service,  Fitzsimons  General 
Hospital,  U.  S.  Army,  Denver  8,  Colorado. 

fRead  at  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  12,  1949,  Chattanooga. 


Carcinoma  of  the  Lip 

Only  growths  of  the  vermilion  border  of 
the  lower  lip  will  be  considered.  The  aver- 
age age  of  fifty-three  patients  treated  at 
Fitzsimons  General  Hospital  since  January 
1,  1946,  for  carcinoma  of  the  lip  was  forty- 
four  years ; the  youngest  nineteen  and  the 
oldest  seventy-one  years.  These  lesions  are 
usually  of  the  squamous  cell  type.  If  seen 
early,  treatment  by  simple  V-shaped  exci- 
sion is  curative  in  approximately  eighty  per 
cent.  In  a fair  proportion,  however,  the 
growths  are  of  many  months’  duration  be- 
fore medical  advice  is  sought,  and  in  some, 
metastases  are  already  present  in  the  sub- 
maxillary, submental,  cervical  glands  or 
distant  areas.  Of  the  fifty-three  patients 
treated,  seven  are  dead  or  had  inoperable 
metastases  when  first  seen.  The  average 
duration  of  symptoms  before  admission  to 
the  hospital  was  twelve  months,  although 
a few  had  lesions  such  as  leukoplakia  for 
many  years.  We  have  no  quarrel  with  the 
effectiveness  of  proper  radiation  therapy  in 
early  malignant  lesions  of  the  lip.  How- 
ever, all  such  lesions  should,  we  believe, 
have  histopathological  examination  of  the 
lesion  prior  to  radiation  therapy.  This  can 
easily  be  accomplished  with  adequate  V- 
shaped  excision  of  the  lesion  which  in  itself 
constitutes  curative  therapy  and  achieves 
an  excellent  cosmetic  result. 

A typical  case  is  that  of  a sixty-two-year- 
old  white  male  who  first  noticed  a cracking 
of  his  lower  lip  in  February,  1948.  The 
fissure  gradually  enlarged,  forming  a scab 
which  bled  intermittently,  and  a small  nod- 
ule began  to  grow  at  the  site  of  the  fissure. 
The  patient  was  admitted  to  Fitzsimons 
April  16,  1948.  Positive  physical  findings 
revealed  a firm  nodule  just  to  the  right  of 
the  mid-line  of  the  lower  lip  approximately 
one  centimeter  in  diameter  which  was  non- 
tender and  indurated.  The  lesion  was  ex- 
cised by  wedge  resection  April  27,  1948, 
and  the  post-operative  course  was  unevent- 
ful. Pathological  examination  of  the  re- 
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moved  tissue  revealed  a squamous  cell  car- 
cinoma. The  case  report  of  a less  fortunate 
patient  follows:  This  fifty-three-year-old 

white  male  developed  a lesion  on  the  lower 
lip  in  August,  1946.  On  January  27,  1947, 
a wedge-shaped  excision  of  the  lip  contain- 
ing the  lesion  was  done  at  another  hospital. 
Inadequate  X-ray  exposure  was  given  on 
three  occasions  following  operation.  In 
July,  1947,  he  noted  the  presence  of  a nod- 
ule in  the  right  submaxillary  region  which 
gradually  increased  in  size.  In  January, 
1948,  this  node  was  removed  in  still  an- 
other hospital,  and  microscopic  section 
showed  a squamous  cell  carcinoma.  During 
the  latter  half  of  June,  1948,  he  noted  right 
submaxillary  swelling  and  pain.  Still  an- 
other physician  incised  the  swollen  area, 
and  the  patient  was  admitted  to  Fitzsimons 
July  28,  1948,  two  years  after  the  lesion  was 
first  noted.  Physical  examination  revealed 
a six  by  six  centimeter  firm  mass  in  the 
right  submaxillary  region  which  was  fixed 
to  the  skin,  with  a purulent  drainage. 
Roentgenogram  of  the  jaw  revealed  osteo- 
myelitis of  the  right  mandible.  A radical 
excision  of  the  tumor  mass,  resection  of  the 
right  mandible,  and  a radical  neck  dissec- 
tion on  the  right  was  performed.  His  post- 
operative course  was  good,  but  in  Novem- 
ber a mass  in  the  submental  area  developed 
which  was  excised  along  with  a segment  of 
the  hyoid  bone.  On  January  30,  1949,  a 
massive  hemorrhage  occurred  from  an  un- 
healed area  at  the  lower  end  of  the  cervical 
scar.  The  patient  expired  in  a few  minutes. 
Autopsy  revealed  carcinoma  involving  the 
entire  right  side  of  the  neck  with  a four 
millimeter  hole  in  the  common  carotid  ar- 
tery which  was  partially  filled  by  a plug  of 
tumor  tissue. 

Carcinoma  of  the  Tongue,  Floor  and 
Roof  of  the  Mouth 

Carcinomas  of  the  tongue  and  floor  of 
the  mouth  present  a strikingly  different 
problem  than  malignant  lesions  of  the  lip, 
although  both  are  usually  of  the  squamous 
cell  type.  Lip  lesions  are  readily  accessible 
for  surgical  excision,  while  just  the  con- 
verse is  true  for  malignant  lesions  of  the 
tongue  or  floor  of  the  mouth.  The  latter 
are  much  more  malignant  than  carcinoma 
of  the  lip  and  are  rapidly  invasive,  metas- 


tasizing early  to  the  regional  lymph  nodes. 
Eleven  cases  of  cancer  of  the  tongue  and 
floor  of  the  mouth  have  been  seen  during 
the  past  three  years.  Six  were  on  the  lat- 
eral side  of  the  tongue,  encroaching  on  the 
floor  of  the  mouth.  Five  were  entirely  on 
the  floor  of  the  mouth.  The  average  age 
was  fifty-five,  the  youngest  twenty,  the  old- 
est seventy.  The  average  duration  of  symp- 
toms was  two  and  one-half  months  before 
entrance  into  the  hospital.  Of  the  eleven 
cases,  eight  had  inoperable  metastases  when 
first  seen  by  us  or  have  died. 

An  example  of  this  type  of  cancer  is  a 
fifty-six-year-old  white  male  who  noticed 
in  January,  1948,  that  his  lower  denture 
was  cutting  into  the  frenulum  of  the  tongue. 
A biopsy  of  a lesion  under  the  tongue  was 
taken  elsewhere  and  proved  to  be  squamous 
cell  carcinoma.  He  was  admitted  May 
twenty-sixth  for  further  treatment.  Phys- 
ical examination  revealed  a nodular  granu- 
lar appearing  tender  lesion  on  the  floor  of 
the  mouth  just  anterior  to  the  tongue. 
There  was  one  enlarged  submental  node. 
A radical  excision  of  the  anterior  portion  of 
the  tongue,  floor  of  the  mouth,  and  anterior 
part  of  the  mandible  was  carried  out  June 
10,  1948.  Post-operative  course  was  une- 
ventful. On  February  3,  1949,  patient  was 
readmitted  with  a large  palpable  right  sub- 
mandibular node  and  a firm  white  lesion  on 
the  right  side  of  the  anterior  part  of  the 
mouth  was  seen.  Tissue  removed  from  both 
of  these  lesions  proved  positive  for  squam- 
ous cell  carcinoma.  He  is  receiving  radia- 
tion therapy  and  his  prognosis  is  poor. 

Malignant  lesions  of  the  hard  or  soft 
palate  are  similar  in  structure  and  meta- 
static phenomena  to  cancers  of  the  tongue, 
but  are  probably  slightly  less  malignant. 
Of  three  cases  of  cancer  of  the  roof  of  the 
mouth  seen  during  the  past  year,  all  are 
alive  and  all  received  X-ray  therapy.  The 
youngest  was  fifty-one,  the  oldest  fifty- 
eight.  An  example  of  this  lesion  is  a fifty- 
one-vear-old  white  male  who  first  noticed 
a sore  throat  in  September,  1948,  which 
persisted.  His  wife  inspected  his  mouth 
and  found  an  ulceration  on  the  roof  of  his 
mouth.  He  was  treated  by  his  local  doctor, 
who  removed  a piece  of  tissue  which  proved 
to  be  a cancer.  He  was  admitted  December 
3,  1948,  and  physical  examination  revealed 


June,  1949 


MALIGNANT  LESIONS  OF  GASTROINTESTINAL  TRACT— Forsee-Hard 


197 


an  ulcerated  fungating  lesion  over  the  right 
side  of  the  soft  palate.  A single  node  was 
palpated  under  the  right  mandible.  A bi- 
opsy of  the  lesion  proved  to  be  squamous 
cell  carcinoma.  In  January,  1949,  the  pa- 
tient was  given  X-ray  therapy  totaling 
6,618  R both  inside  the  mouth  and  on  both 
sides  of  the  cheek.  The  lesion  has  almost 
disappeared. 

Esophagus 

Today,  the  individual  having  a carcinoma 
of  the  esophagus  has  a much  better  chance 
of  being  made  able  to  swallow  without  dif- 
ficulty and  obtain  a cure  than  did  such  an 
individual  as  late  as  three  to  five  years  ago. 
Unfortunately,  the  symptoms  are  late  mani- 
festations. Because  the  esophagus  is  ca- 
pable of  marked  dilatation,  symptoms  of 
dysphagia  and  pain  often  do  not  present 
themselves  until  the  entire  lumen  is  prac- 
tically obstructed  by  cancer.  Any  patient 
presenting  symptoms  of  unexplained  dys- 
phagia should  have  roentgenographic  ex- 
amination of  the  esophagus  and  cardia  of 
the  stomach.  Esophagoscopy  is  essential  if 
the  roentgenographic  findings  are  doubtful. 
It  may  even  be  necessary  in  a few  selected 


Figure  1 — Esophogram  reveals  marked  obstruction 
due  to  cancer. 


away 

cases  to  carry  out  diagnostic  surgical  explo- 
ration if  the  X-ray  and  esophagoscopic  find- 
ings are  questionable.  Churchill,1  Sweet,2 
Garlock,8  Carter,4  Eggers,5  Streeter,11  and 
others  have  contributed  notably  to  the  ad- 
vancement of  the  operative  treatment  of 
this  heretofore  totally  unmanageable  condi- 
tion. The  true  picture  of  carcinoma  of  the 
esophagus  is  not  reflected  even  in  the  re- 
cently authoritatively  published  series  of 
cases,  and  the  results  of  these  improved 
methods  will  not  be  available  for  several 
years.  However,  we  do  know  that  a high 
percentage  of  the  lesions  of  the  esophagus 
and  cardia  of  the  stomach  are  resectible. 
Streeter  reports  sixty-five  per  cent  and 
Sweet  sixty-two  per  cent  of  all  esophageal 
cancers  as  resectible.  Approximately  sev- 
enty-five per  cent  of  all  patients  explored 
by  experienced  surgeons  in  this  field  have 
been  found  to  have  resectible  lesions.  Car- 
cinoma of  the  esophagus  constitutes  two  to 


Figure  2 — Postoperative.  Stomach  high  in  chest. 
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seven  per  cent  of  all  carcinomas.  About 
fifty  per  cent  of  these  are  located  below  the 
level  of  the  aortic  arch  and  are  readily 
amenable  to  surgery. 

An  illustrative  case  report  is  a forty- 
eight-year-old  Negro  male  soldier  who  be- 
gan having  difficulty  in  swallowing  accom- 
panied by  vomiting  in  September,  1947. 
These  episodes  were  infrequent  at  first,  but 
within  six  months  emesis  occurred  practi- 
cally simultaneous  with  swallowing.  He 
was  admitted  to  Fitzsimons  on  January  21, 
1948.  He  was  marked  by  emaciation.  A 
swallow  of  barium  revealed  severe  obstruc- 
tion of  the  esophagus  at  the  level  of  the 
aortic  arch.  There  was  no  evidence  of  me- 
tastasis. (Figure  1.)  Esophagoscopy  and 
biopsy  of  the  lesion  revealed  a squamous 
cell  carcinoma.  A subtotal  esophagectomy 
with  esophagogastric  anastomosis  and  sple- 
nectomy was  accomplished.  (Figure  2.) 
His  post-operative  course  was  satisfactory, 
and  he  was  able  to  take  a soft  diet  in  three 
weeks.  For  nine  months  he  was  able  to 
swallow  without  difficulty.  He  expired  No- 
vember 10,  1948.  Autopsy  revealed  carci- 
noma metastases  to  the  lung,  pleura,  medi- 
astinum and  pericardium  and  coronary 
heart  disease.  We  believe  this  case  report 
indicates  the  value  of  this  type  palliative 
surgery  in  esophageal  carcinoma. 

Stomach 

The  patient  on  whom  the  diagnosis  of 
carcinoma  of  the  stomach  is  obvious  re- 
quires no  comment.  Unfortunately,  a high 
percentage  of  patients  have  incurable  ma- 
lignant lesions  of  the  stomach  long  before 
the  diagnosis  is  obvious.  Members  of  our 
own  profession  do  not  diagnose  carcinoma 
in  themselves  any  earlier  than  they  do  in 
their  patients.  This  fact  is  only  a strong 
reminder  of  the  great  difficulties  encoun- 
tered in  attempting  to  reduce  the  mortality 
rate  of  gastric  cancer.  Early  gastric  car- 
cinoma present  no  characteristic  sympto- 
matology, and  most  of  the  commonly  de- 
scribed symptoms  are  late  manifestation 
which,  insofar  as  the  lives  of  the  patients 
are  concerned,  are  of  little  more  practical 
value  than  is  recognition  of  the  disease  at 
necropsy. 

Certain  aids  in  the  diagnosis  are,  how- 
ever, available.  One  of  these,  and  probably 


a very  important  one,  constitutes  gastric 
analysis.  About  two-thirds  of  all  cases  of 
gastric  cancer  have  a total  achlorhydria 
which  is  histamine  fast.  Many  others  have 
a hypochlorhydria.  It  is  appreciated  that 
twenty-five  per  cent  of  the  population  over 
forty-five  years  of  age  have  an  achlor- 
hydria. However,  when  one  compares  this 
twenty-five  per  cent  with  the  sixty-five  per 
cent  in  carcinoma  of  the  stomach,  it  is  ap- 
parent that  on  the  basis  of  probability  it  is 
worth  while  to  do  a chemical  analysis  of  the 
gastric  contents.  It  is  also  true  that  achlor- 
hydria is  sometimes  seen  with  gastric  ulcer, 
and  a patient  with  cancer  may  have  high 
acid  values.  Nevertheless,  individuals  with 
achlorhydria  should  be  carefully  watched 
throughout  their  lifetime.  Available  evi- 
dence indicates  that  patients  with  perni- 
cious anemia  develop  gastric  cancer  in  a 
higher  percentage  than  is  found  in  the 
general  population.  Barrett  quotes  Kaplan 
and  Rigler  as  having  noted  gastric  cancer 
in  one  case  out  of  every  eight  of  pernicious 
anemia.7  A particular  type  of  anemia  may 
be  significant;  but  if  the  physician  encoun- 
ters any  unexplainable  anemia  in  a patient 
over  forty  years  of  age,  investigation  for 
gastric  cancer  is  mandatory.  The  use  of 
the  Papanicolaou  cytologic  test  for  cancer 
is  being  applied  to  aspirated  gastric  con- 
tents. Its  value  must  await  careful  study, 
but  it  appears  to  offer  some  additional  aid 
in  diagnosis. 

The  competent  roentgenologist  attains  a 
high  degree  of  accuracy  in  the  diagnosis  of 
gastric  cancer,  and  likewise  the  experienced 
gastroscopist  contributes  materially  in  this 
matter.  The  key  to  early  detection  may 
lie  in  some  method  of  photo  fluoroscopic 
study  of  the  stomach  which  has  not  as  yet 
been  made  generally  available.  The  practi- 
cal factor  is  that  one  cannot  distinguish  be- 
tween some  ulcers  and  some  cancers  of  the 
stomach  by  roentgenographic  or  gastroscop- 
ic  studies.  An  error  of  fifteen  per  cent  can 
be  expected  among  able  roentgenologists. 
Furthermore,  it  is  generally  recognized  that 
symptomatic  relief  on  a medical  regime  con- 
firmed by  roentgenographic  signs  of  healing 
of  the  gastric  ulcer  does  not  assure  the  be- 
nignancy  of  a lesion.  Actually,  resort  to 
surgery  with  complete  excision  of  the  lesion 
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may  be  the  conservative  course,  the  medical 
management  the  radical  one,  from  the 
standpoint  of  risk  of  the  life  of  the  patient. 
The  size  of  the  lesion  is  significant  in  rela- 
tion to  malignancy.  In  general,  the  larger 
the  lesion,  the  more  apt  it  is  to  be  malig- 
nant. Difficulty  is  encountered  in  differen- 
tiation in  the  intermediate-sized  lesions. 
There  is  no  doubt  that  a cancer  can  be  very 
small,  smaller  than  many  ulcers,  or  that  a 
benign  ulcer  may  be  large,  larger  than  some 
cancers.  The  position  of  the  lesion  is  sig- 
nificant diagnostically,  but  adds  little  of 
practical  importance  other  than  probably 
adding  to  the  confusion  if  one  relies  on 
position  of  the  ulcer  within  the  stomach  to 
differentiate  benign  and  malignant  lesions. 
Most  ulcers  and  most  carcinomas  occur  on 
the  lesser  curvature  near  the  pylorus.  But 
this  does  not  mean  that  a lesion  situated  in 
that  area  is  more  apt  to  be  malignant.  It 
is  probably  best  to  consider  all  ulcers  of  the 
greater  curvature  as  malignant  until  prov- 
en otherwise.  Thus,  in  order  to  approach 
this  problem  rationally,  utilizing  available 
practical  information,  it  is  necessary  to 
realize  that  differentiation  of  gastric  ulcer 
and  gastric  carcinoma  requires  microscopic 
examination  of  tissue.  Complete  excision 
of  the  lesion  is  the  only  treatment  that  of- 
fers a hope  of  cure. 

Total  excision  of  the  lesion  may,  in  the 
opinion  of  some  authorities,  require  total 
gastrectomy  for  lesions  encountered  in  the 
lower  one-half  of  the  stomach.  A study  of 
regional  metastases  of  carcinoma  of  the 
stomach  by  Coller  and  his  associates  lends 
to  the  feasibility  of  total  gastrectomy  for 
these  lesions.8  They  found,  as  have  many 
others,  that  it  is  impossible  to  tell  without 
microscopic  section  whether  lymph  nodes 
were  invaded  by  metastases  unless  they 
were  definitely  replaced  by  carcinoma.  Me- 
tastases to  regional  lymph  nodes  was  pres- 
ent in  seventy-five  per  cent  of  the  patients 
studied.  In  twenty-five  per  cent  the  upper 
margin  of  the  neoplasm  in  the  wall  of  the 
stomach  could  not  be  determined  by  palpa- 
tion at  operation.  There  was  no  significant 
relation  between  the  duration  of  symptoms 
or  the  size  of  the  neoplasm  and  lymphatic 
metastases.  These  authors  conclude  that, 
whether  palpable  metastases  are  or  are  not 


present,  the  regional  lymph  nodes  should 
be  included  with  the  resection  to  increase 
the  likelihood  of  cure.  The  chances  of 
complete  eradication  of  a malignant  tumor 
would  doubtless  be  greater  with  block  ex- 
cision of  the  growth  and  total  resection  of 
the  stomach.  The  report  of  Longmire  on 
total  gastrectomy  for  antral  lesions  stimu- 
lated interest  in  this  approach  to  the  prob- 
lem.*' The  infiltrative  and  slowly  metasta- 
sizing properties  of  lymphosarcoma  are  like- 
wise considered  as  good  risk  for  total  gas- 
tretcomy.10  The  present  operative  mortal- 
ity in  the  best  of  hands  for  total  gastrecto- 
my for  gastric  carcinoma  is  about  twenty 
per  cent.  It  seems  reasonable  to  conclude 
that,  until  the  management  of  the  postoper- 
ative nutritional  problems  encountered  in 
the  patient  with  a total  gastrectomy  is  fur- 
ther improved  and  the  operative  mortality 
lessened,  total  gastrectomy,  per  se,  cannot 
be  recommended  as  the  operation  of  choice 
for  malignant  lesions  of  the  stomach  amen- 
able to  surgical  treatment. 

Partial  gastric  resection  with  removal  of 
the  regional  lymphatics  is  the  procedure  of 
choice  for  malignant  lesions  located  in  the 
distal  one-half  of  the  stomach.  An  impor- 
tant point  for  consideration  is  the  excision 
of  a wide  margin  beyond  the  lesion.  For- 
tunately, on  the  duodenal  side,  carcinoma  is 
seldom  encountered.  In  the  opposite  direc- 
tion, however,  palpation  of  the  limits  of  the 
lesion  is  unreliable.  We  feel  that  all  le- 
sions of  the  stomach  should  be  immediately 
examined  by  frozen  section  and  particularly 
the  cut  edge  of  the  stomach  to  determine  if 
the  lesion  is  malignant  and  if  the  tissue  is 
excised  well  beyond  the  margin  of  malig- 
nant changes.  Operability  must  in  many 
instances  be  an  individual  evaluation  made 
by  the  operating  surgeon.  In  general,  it 
is  our  feeling  that  the  lesion,  including  the 
regional  lymphatics  and  all  contiguous  tis- 
sue, should  be  removed  if  such  tissues  are 
removable.  Metastatic  lesions  in  the  liver, 
if  small,  or  distantly  involved  lymphatic 
nodes,  should  not  preclude  gastric  resection 
if  the  lesion  is  obstructive  or  bleeding.  The 
establishment  of  a patent  stoma  by  gastro- 
jejunostomy permits  palliation,  enabling 
the  patient  to  ingest  food  with  reasonable 
comfort  during  the  terminal  stages  of  his 
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illness.  Malignant  changes  in  the  cardia 
and  the  lower  end  of  the  esophagus  which 
at  operation  are  considered  as  resectible 
should,  we  believe,  be  managed  by  the 
thoraco-abdominal  approach  with  wide  re- 
section of  the  lesion  and  the  regional  lym- 
phatics and  an  esophageal  gastric  anasto- 
mosis performed. 

The  prognosis  in  carcinoma  of  the  stom- 
ach is  poor.  Berkson  reported  from  a pre- 
liminary survey  the  interesting  statistics  of 
the  Mayo  Clinic  last  year.11  Thirty-eight 
per  cent  of  the  patients  had  resectible  le- 
sions at  time  of  operation.  There  was  a 
five-per-cent  mortality  during  their  stay  in 
the  hospital.  Of  all  the  patients  seen  dur- 
ing the  period  of  1907-16,  there  was  only 
a five-per-cent,  five-year  survival.  Since 
that  period  the  five-year  survival  has  been 
raised  to  ten  per  cent  for  all  patients  hav- 
ing proven  gastric  carcinoma.  Encourag- 
ing is  the  fact  that  after  successful  surgery 
those  patients  who  live  seven  years  can  have 
equally  as  good  a chance  of  long  life  as 
other  individuals  of  their  age  who  have 
not  had  cancer  of  the  stomach  and  are  oth- 
erwise normal. 

Twenty-six  patients  with  carcinoma  of 
the  stomach  have  been  treated  in  the  past 
three  years;  the  youngest  was  twenty-one, 
the  oldest  seventy-five.  The  average  was 
fifty-three.  The  average  duration  of  symp- 
toms before  hospitalization  and  diagnosis 
was  ten  months. 

A fifty-three-year-old  white  male  first 
noted  in  January,  1947,  a burning  and 
throbbing  pain  in  the  stomach,  coming  on 
about  twenty  minutes  after  eating,  lasting 
several  hours,  and  relieved  by  alkalis.  He 
steadily  lost  strength,  weight,  and  energy. 
Interestingly,  both  his  parents  died  of  car- 
cinoma of  the  gastrointestinal  tract.  Phys- 
ical examination  revealed  an  indefinite  mass 
in  the  upper  abdomen.  Gastric  analysis 
showed  no  free  hydrochloric  acid,  and 
roentgenographic  study  revealed  a large 
filling  defect  in  the  lower  half  of  the  greater 
curvature  of  the  stomach.  At  operation  on 
July  30,  1947,  a large  carcinoma  adherent 
to  the  transverse  colon  was  encountered. 
Partial  gastric  resection  with  excision  of 
ten  inches  of  the  transverse  colon  and  an 
end-to-end  anastomosis  of  the  colon  was 


away 

performed.  Microscopic  examination  re- 
vealed adenocarcinoma  of  the  stomach, 
Grade  II,  without  involvement  of  the  colon. 
In  January,  1949,  the  patient  was  in  good 
health. 

This  forty-eight-year-old  white  male  was 
a ward  attendant  on  a surgical  ward  in  our 
hospital,  but  had  an  inoperable  carcinoma 
of  the  stomach  at  the  time  he  was  first  ex- 
amined by  the  surgeons.  In  1946,  he  began 
suffering  from  brief  episodes  of  nausea  un- 
related to  meals  occurring  at  two  to  three 
month  intervals.  In  October,  1947,  he  vom- 
ited dark  blood,  complained  of  a dull  con- 
stant pain  in  the  epigastrium  and  within 
three  to  four  months  lost  thirty  pounds. 
He  was  admitted  January  3,  1948.  An  up- 
per gastrointestinal  roentgenological  study 
revealed  an  ulcer  crater  on  the  lesser  curva- 
ture approximately  four  centimeters  from 
the  pylorus  with  a narrowing  of  the  antral 
lumen.  At  operation  a large  mass  was 
found  in  the  antrum  with  extensive  metas- 
tasis in  the  regional  lymphatics  and  liver. 
The  lesion  was  considered  inoperable.  Bi- 
opsy of  a lymph  node  revealed  adenocarci- 
noma. He  died  five  months  later. 

In  April,  1946,  this  fifty-eight-year-old 
white  male  noted  upper  abdominal  cramp- 
ing pain  and  tarry  stools  and  was  admitted 
to  F.  G.  H.  X-ray  studies  revealed  an  ulcer 
on  the  greater  curvature  of  the  stomach.  He 
was  treated  by  diet  with  improvement  in 
symptoms.  A gastrectomy  was  advised  but 
refused.  In  November,  1948,  he  noted  indi- 
gestion and  gnawing  hunger  pains  which 
occurred  two  to  three  hours  after  meals  and 
were  relieved  by  food  and  milk.  Vomiting 
blood  and  passage  of  tarry  colored  stools  re- 
quired blood  transfusions.  He  was  readmit- 
ted to  Fitzsimons  and  roentgenographic 
studies  of  the  stomach  revealed  an  ulcer  cra- 
ter in  the  mid  portion  of  the  stomach.  Gas- 
tric analysis  showed  the  highest  total  acid- 
ity to  be  thirty  and  the  lowest  to  be  four. 
Partial  gastrectomy  was  performed  on  Jan- 
uary 18,  1949.  Pathological  report  was 
lymphosarcoma  of  the  stomach.  At  time  of 
operation,  a small  nodule  was  felt  in  the 
liver.  Post-operative  course  was  unevent- 
ful. 

A fifty-nine-year-old  white  male  was  hos- 
pitalized in  November,  1947,  because  of 
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weakness  and  shortness  of  breath.  These 
symptoms  improved  and  he  was  discharged. 
He  was  readmitted  July  14,  1948,  complain- 
ing of  anorexia  and  vomiting.  A gastro- 
intestinal series  revealed  an  irregular  ulcer 
crater  on  the  lesser  curvature  of  the  stom- 
ach at  the  juncture  of  the  body  and  pylorus. 
A partial  gastric  resection  was  done.  The 
patient  had  an  uneventful  recovery.  Path- 
ological diagnosis  was  adenocarcinoma  aris- 
ing in  a healing  gastric  ulcer,  Grade  II-III. 

Large  Intestine 

Malignant  lesions  of  the  large  intestine 
constitute  essentially  a discussion  of  the 
common  adenocarcinoma.  This  lesion  in- 
creases in  frequency  from  the  proximal  to 
the  distal  parts  of  the  large  intestine,  the 
rectum  being  the  site  of  approximately  one- 
half  of  all  carcinomas  of  the  large  bowel. 
Any  change  in  bowel  habits,  alternating  di- 
arrhea and  constipation,  often  associated 
with  vague  abdominal  discomfort  as  a feel- 
ing of  fullness  in  the  lower  abdomen,  is  sig- 
nificant, but  bleeding  is  the  more  alarming 
symptom.  Lesions  in  the  right  colon  are 
generally  of  a bulky  fungating  nature  tend- 
ing to  grow  into  the  lumen  rather  than  infil- 
trate its  wall.  The  most  common  site  of 
such  lesions  is  the  cecum  where  they  usually 
ulcerate  and  bleed.  Thus,  an  unexplained 
anemia  is  often  due  to  a right  colon  malig- 
nancy. In  the  left  colon,  lesions  are  charac- 
teristically those  of  the  infiltrative  type 
which  tend  to  encircle  the  bowel,  producing 
obstructive  manifestations.  The  presence  of 
red  blood  in  the  stools  is  a finding  of  left- 
sided lesions  only. 

Malignant  lesions  of  the  rectum  will  be 
diagnosed  in  a large  percentage  of  patients 
if  one  does  a digital  rectal  examination. 
Careful  proctoscopic  examination  will  de- 
tect the  remainder,  and  a positive  biopsy  of 
tissue  removed  at  the  time  of  proctoscopic 
examination  establishes  the  diagnosis.  Ma- 
lignant lesions  of  the  anal  region  are  often 
squamous  cell  carcinomas  rather  than 
adenocarcinoma  and  probably  account  for 
less  than  five  per  cent  of  malignant  lesions 
of  the  rectum.  Sweet’s  splendid  review  of 
this  phase  of  the  subject  clearly  indicates 
that  surgical  excision  is  preferable  to  irra- 
diation therapy.12  Fortunately,  the  prog- 
nosis of  carcinoma  of  the  large  intestine 


exclusive  of  those  in  the  anal  region  is  good 
with  a sixty-five-per  cent  five-year  cure  rate 
reported  by  outstanding  authorities  follow- 
ing surgical  excision. 

Surgical  management  of  lesions  of  the 
large  bowel  is  relatively  well  standardized. 
Lesions  in  the  cecum  and  right  colon  re- 
quire resection  of  the  right  colon,  terminal 
ileum,  and  regional  lymphatics  with  an  an- 
astomosis of  the  ileum  to  the  transverse 
colon.  A one-  or  two-stage  procedure,  de- 
pending upon  the  condition  of  the  patient 
and  preference  of  the  surgeon,  is  the  meth- 
od of  choice.  Lesions  of  the  transverse  co- 
lon, splenic  flexure,  sigmoid  colon,  and  the 
descending  colon,  in  general,  may  be  man- 
aged by  wide  excision  of  the  lesion  and 
regional  lymphatics,  assuring  proper  blood 
supply  for  an  end-to-end  anastomosis. 
Within  the  past  few  years  much  controversy 
has  arisen  relative  to  the  sphincter-saving 
operation  for  treatment  of  carcinoma  of  the 
rectosigmoid  and  rectum.13- 14  We  have 
preferred  to  follow  the  leadership  of  Rankin 
and  others  in  selecting  the  combined  ab- 
domirto-perineal  operation  of  Miles  in  deal- 
ing with  lesions  which  are  not  clear  of  the 
peritoneum  by  at  least  one  or  two  inches. 
According  to  Rankin,  “This  procedure  is 
radical  extirpation  of  the  mesentery  of  the 
sigmoid  and  the  cleaning  out  of  the  pelvis ; 
resection  of  the  levator  muscle  and  clearing 
out  of  the  tissues  of  the  ischio-rectal  fossa 
with  establishment  of  the  colostomy  high  in 
the  groin  or  in  the  mid-line,  as  the  operator 
chooses.”15 

Forty  patients  with  carcinoma  of  the 
large  bowel  have  been  on  our  Tumor  Ward 
in  the  last  two  and  one-half  years.  Thirty 
were  within  reach  of  the  examining  finger 
or  could  be  visualized  on  proctoscopy.  Nine 
were  of  the  right  colon,  ten  of  the  left  colon 
and  sigmoid,  twenty  of  the  rectum,  and  one 
of  the  anal  region.  Of  the  right-sided  le- 
sions, the  average  age  was  forty-five,  the 
youngest  being  twenty,  the  oldest  sixty-one. 
Average  duration  of  symptoms  was  ten  and 
one-half  months.  Of  the  left-sided  lesions, 
the  average  age  was  fifty-one,  the  youngest 
twenty-nine,  the  oldest  seventy-eight,  and 
the  average  duration  of  symptoms  was  elev- 
en months.  Of  the  nineteen  colon  and  sig- 
moid lesions,  eight  are  known  to  be  dead. 
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Of  the  rectal  malignancies,  the  average  age 
was  only  thirty-nine,  the  youngest  patient 
being  twenty,  the  oldest  eighty-one.  The 
average  duration  of  symptoms  was  eight 
months.  One  squamous  cell  carcinoma  of 
the  anus  in  a sixty-three-year-old  male  had 
bilateral  inguinal  metastases  when  first 


Figure  3 — Obstruction,  ascending  colon. 


seen.  Illustrative  case  summaries  are  as 
follows: 

A twenty-year-old  white  male  had  never 
had,  as  far  as  he  knew,  a normally  formed 
stool.  They  were  always  “ribbon-like,”  al- 
though he  was  well  until  October,  1946.  At 
this  time  he  experienced  sudden  onset  of 
sharp  abdominal  pain  which  became  cramp- 
like and  was  accompanied  by  vomiting  for 
three  days.  This  attack  subsided  to  be  fol- 
lowed in  three  weeks  by  a similar  episode. 
In  January,  1947,  there  was  a more  severe 
episode  with  abdominal  distention  and  an 
absence  of  bowel  movements  for  one  week. 
Another  attack  followed  in  one  month, 
and  he  was  admitted  to  a hospital  in  Pana- 
ma on  July  2,  1947.  Treatment  consisted 
of  Wagensteen  gastric  suction  and  intra- 
venous fluids  with  relief  of  symptoms.  He 
was  transferred  to  Fitzsimons  on  August 
15,  1947.  At  that  time,  he  was  experiencing 
cramping  abdominal  pain  and  having  fre- 
quent watery  stools.  He  stated  that  he  had 
amoebic  dysentery  between  the  ages  of  sev- 
en to  fifteen,  and  that  he  normally  had  three 
semi-liquid  stools  daily.  Physical  exami- 
nation showed  evidence  of  considerable 
weight  loss,  from  154  to  118  pounds.  The 
abdomen  was  markedly  distended  with  per- 
istalsis both  visible  and  audible.  A barium 
enema  revealed  almost  complete  obstruction 
in  the  distal  portion  of  the  ascending  colon. 


Figure  4 — Surgical  specimen.  Adenocarcinoma,  cecum.  Patient,  age  twenty  years. 
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(Figure  3.)  In  a few  days  the  abdomen  was 
explored.  The  cecum  and  terminal  ileum 
were  involved  in  a hard  constricting  lesion. 


Figure  5 — Barium  enema.  Adenocarcinoma  of  the 
transverse  colon. 


(Figure  4.)  The  cecum  was  considerably 
higher  than  usual.  The  regional  lymphatics 
were  enlarged.  A diagnosis  of  regional  ile- 
itus  was  made  and  the  right  colon  was 
resected  with  the  performance  of  an  ileo- 
transversecolostomy.  The  pathologists  con- 
curred in  the  diagnosis  of  a granulomatous 
lesion  on  the  basis  of  its  gross  appearance. 
Microscopic  examination  revealed  an  adeno- 
carcinoma with  ulceration  in  the  cecum  and 
terminal  ileum  and  metastases  to  the  re- 
gional lymphatics.  The  patient  was  asymp- 
tomatic sixteen  months  after  operation. 

A sixty-one-year-old  white  male  passed 
several  black  stools  in  August,  1947.  In 
October,  1947,  he  noted  loss  of  appetite, 
transient  lower  abdominal  pain,  and  “growl- 
ing noises”  in  the  abdomen.  By  January, 
1948,  he  was  having  frequent  episodes  of 
vomiting  and  had  lost  fifteen  pounds  in  six 
months.  Physical  examination  at  that  time 
showed  nothing  of  consequence.  An  upper 
gastrointestinal  X-ray  study  revealed  an 
irritable  duodenal  bulb.  Barium  enema  re- 
vealed a filling  defect  in  the  middle  of  the 
transverse  colon  where  an  annular  con- 


CM 


Figure  6 — Surgical  specimen.  Adenocarcinoma  of  transverse  colon. 
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stricting  lesion  prevented  further  passage 
of  barium.  On  March  16,  1948,  the  abdo- 
men was  explored.  A large  firm  mass  was 
present  in  the  transverse  colon  which  was 
widely  excised.  (Figures  5 and  6.)  Post- 
operative course  was  uneventful.  Patho- 
logical examination  of  the  removed  tissue 
showed  adenocarcinoma  of  the  transverse 
colon,  probably  originating  in  an  adeno- 
matous polyps  with  metastases  to  the  mesen- 
tery nodes.  One  year  later  he  was  in  good 
health  with  no  demonstrable  metastases. 

A fifty-six-year-old  white  male  noted  in 
April,  1947,  a mild,  cramping  sensation  in 
the  lower  abdomen  accompanied  by  diar- 
rhea which  was  at  times  bloody.  By  Feb- 
ruary, 1948,  the  pain  had  become  severe  and 
constant,  diarrhea  more  frequent,  and  a 
weight  loss  of  thirty  pounds  had  occurred. 
He  was  admitted  March  18,  1948.  The  X- 
ray  finding  of  a large  filling  defect  in  the 
sigmoid  colon  led  to  abdominal  exploration. 
A constricting  lesion  of  the  sigmoid  was 
present  which  was  resected  and  an  end-to- 
end  anastomosis  performed.  Large,  firm 
carcinomatous  lymph  nodes  were  present  at 
the  bifurcation  of  the  aorta.  Patient  was 
discharged  in  July,  1948.  The  lesion  was 
an  adenocarcinoma  with  metastases  to  re- 
gional and  peri-aortic  lymph  nodes.  Fol- 
low-up on  February  10,  1949,  revealed  pa- 
tient to  be  in  good  health. 


A forty-one-year-old  white  male  first 
noted  in  May,  1946,  moderate  diarrhea, 
passage  of  bright  red  blood,  and  weakness. 
During  the  latter  half  of  1948,  he  noted 
increasing  symptoms  and  was  admitted  De- 
cember 27,  1948.  Physical  examination  was 
negative.  Proctoscopy  revealed  a fungat- 
ing mass  fifteen  centimeters  above  the  anal 
orifice  and  biopsy  revealed  an  adenocarci- 
noma. A wide  resection  of  the  mass  in  the 
sigmoid,  and  primary  end-to-end  anastomo- 
sis was  carried  out.  There  was  no  evidence 
of  metastases.  Patient’s  post-operative 
course  has  been  excellent,  and  at  the  pres- 
ent time  he  has  returned  to  his  work.  Path- 
ological report  was  adenocarcinoma  of  the 
sigmoid  probably  arising  in  a polyp.  (Fig- 
ure 7.) 

This  seventy-one-year-old  white  male  was 
well  until  1946,  when  he  first  noted  gross 
melena,  a mucoid  discharge  from  the  rec- 
tum, and  diarrhea.  The  patient  was  seen 
by  several  physicians,  but  he  was  not  proc- 
toscoped  until  the  spring  of  1948.  Follow- 
ing this  examination,  he  was  told  that  he 
had  ulcerative  colitis.  Because  of  the  in- 
creasing severity  of  symptoms,  he  was  ad- 
mitted to  Fitzsimons,  and  rectal  examina- 
tion revealed  a mass  approximately  six  cen- 
timeters from  the  anal  orifice.  Proctoscopy 
confirmed  the  presence  of  the  mass.  Biopsy 
of  the  lesion  revealed  adenocarcinoma,  and 


Figure  7 — Surgical  specimen.  Adenocarcinoma  of  the  sigmoid,  probably  arising  in  a polyp. 
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an  abdomino-perineal  resection  with  abdom- 
inal colostomy  was  performed. 

Polyps  of  the  Large  Bowel 

A very  important  lesion  of  the  large  bow- 
el which  requires  mature  judgment  in  han- 
dling is  polyposis.  There  is  strong  evidence 
to  indicate  that  polyps  may  change  from 
benignancy  to  malignancy.  Clinical  and 
roentgenographic  examination  may  reveal 
diffuse  involvement  of  all  or  various  por- 
tions of  the  large  intestine  with  polyps. 
This  condition  is  probably  better  called  poly- 
poid adenomatosis.  The  entire  colon  or  a 
large  segment  of  it  is  the  seat  of  innumer- 
able polyps  varying  in  size  from  those  just 
barely  visible  to  the  naked  eye  to  those  sev- 
eral centimeters  in  diameter.  They  may 
be  either  sessile  or  pedunculated.  Such  a 
finding  should  result  in  a careful  inquiry 
into  the  family  history,  as  familial  polyposis 
almost  always  sooner  or  later  undergoes 
malignant  changes.  The  tendency  toward 
ulceration  and  hemorrhage  is  usually  such 
as  to  bring  the  patient  to  the  physician  prior 
to  malignant  degeneration.  Colectomy  is  a 
good  method  of  management.  The  objec- 
tion to  permanent  ileostomy  resulting  from 
total  colectomy  is  a very  real  one.  In  a fair 
number  of  these  patients  the  rectal  segment 
may  present  few  polyps.  In  such  instances, 
if  repeated  fulguration  and  biopsy  of  the 
lesions  fail  to  reveal  evidence  of  malignan- 
cy, it  is  feasible  to  perform  ileosigmoidos- 
tomy.  Following  surgery,  proctoscopic  ex- 
amination at  regular  three-month  intervals 
is  mandatory  for  detection  of  malignant 
changes.  If  the  rectum  is  too  involved  with 
polyps,  or  if  carcinoma  is  detected,  a total 
colectomy  with  permanent  ileostomy  is  nec- 
essary. The  permanent  ileostomy  is  well 
managed  by  the  use  of  the  Runson  ileostomy 
bag. 

An  even  more  difficult  problem  arises  in 
the  presence  of  a single  or  a few  polyps  in 
the  colon.  If  a single  polyp  of  appreciable 
size  is  present,  removal  is  recommended  by 
opening  the  bowel,  removing  the  entire  le- 
sion and  suturing  the  bowel.  Careful  bowel 
preparation  is  mandatory  in  such  instances, 
and  the  same  principles  of  management  are 
recommended  for  the  removal  of  single 
polyps  situated  in  various  segments  of  the 


bowel.  A more  pressing  problem  in  man- 
agement is  the  small  polyp  noted  on  proc- 
toscopic examination  which,  on  histopatho- 
logical  examination  of  the  excised  tissue,  is 
found  to  be  an  adenocarcinoma,  Grade  I. 
Should  one  locally  excise  the  polyp,  resect 
the  segment  of  bowel,  or  perform  an  abdom- 
ino-perineal resection?  We  have  in  some 
cases  opened  the  bowel  and  removed  the 
lesion.  It  is  not  always  easy,  however,  to 
identify  such  a small  lesion  on  palpation  of 
the  bowel  wall  or  by  inspection  of  the 
opened  bowel  lumen.  In  other  instances, 
with  a pedunculated  polyp,  the  operative 
procedure  selected  is  local  removal  of  the 
polyp  and  its  base  through  a proctoscope. 
If  the  base  is  free  from  malignant  change, 
no  other  surgery  is  carried  out,  and  a fol- 
low-up proctoscopic  examination  at  inter- 
vals of  one  to  three  months  for  a period  of 
three  years  is  recommended.  Several  cases 
of  polyposis  have  been  seen,  four  of  which 
are  as  follows : 

A five-year-old  white  female  was  consid- 
ered well  until  two  months  previous  to  ad- 
mission in  November,  1948.  At  that  time 
the  stools  were  noted  to  be  blood-streaked 


Figure  8 — Roentgenographic  demonstration  of  mul- 
tiple polyposis  of  the  large  bowel. 
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and  considerable  mucous  was  present. 
These  symptoms  recurred  at  increasing  in- 
tervals, and  the  patient  complained  of  gen- 
eralized mild  abdominal  pain.  The  red 
count  was  4,260,000  with  ninety-three  per 
cent  hemoglobin.  Digital  rectal  and  proc 
toscopic  examination  was  normal.  A ba- 
rium enema  demonstrated  two  polyps  in  the 
splenic  flexure  and  descending  colon.  An 
upper  GI  series  was  negative.  Exploratory 
laparotomy  revealed  a large  polyp  at  the 
splenic  flexure  and  another  at  the  mid- 
portion of  the  descending  colon.  Resection 
of  the  large  bowel  segment  containing  the 
polyps,  from  the  middle  of  the  transverse 
colon  to  the  lower  sigmoid,  was  carried  out, 
and  a primary  end-to-end  anastomosis  was 
done.  Post-operative  course  was  unevent- 
ful. Pathological  report  revealed  benign 
polyps.  She  was  discharged  asymptomatic. 

A twenty-eight-year-old  white  male  be- 
gan to  have  constipation  alternating  with 
diarrhea  about  September,  1945.  and  no- 


L  _ — . .......  ■ . B 

Figure  9 — Portion  of  surgical  specimen.  Multiple  p olyposis  of  large  bowel  with  malignant  degeneration. 
Total  colectomy.  Patient  well  three  years  postoperative. 


ticed  occasional  bright  red  blood  in  the 
stools.  He  was  admitted  to  F.  G.  H.  Feb- 
ruary, 1946.  A diagnosis  of  multiple  poly- 
posis of  the  large  bowel  was  made  by  ba- 
rium enema  and  proctoscopic  examination. 
A biopsy  of  one  of  the  rectal  polyps  showed 
adenocarcinoma.  An  abdomino-perineal 
resection  of  the  rectum  and  sigmoid  was 
performed  February  21,  1946.  Post-opera- 
tive course  was  uneventful,  and  patient  was 
discharged  to  return  in  thirty  days  for  a 
recheck.  The  remaining  colon  was  resected 
four  months  later  and  permanent  ileostomy 
established.  (Figures  8 and  9.)  He  was 
well  in  January,  1949,  has  been  married  for 
two  years,  and  his  wife  has  had  one  normal 
child  during  their  marriage. 

In  March,  1947,  this  thirty-seven-year- 
old  white  male  suddenly  felt  weak,  passed 
a large  liquid  stool  of  port  wine  color,  and 
fainted.  He  was  hospitalized  elsewhere, 
and  after  study  a resection  of  the  right  colon 
was  done  with  an  anastomosis  of  the  ileum 
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and  transverse  colostomy.  After  discharge 
from  the  hospital,  his  stools  were  hard  and 
black.  He  was  admitted  to  Fitzsimons 
April  22,  1947.  Many  polyps  were  seen  by 
proctoscopic  examination.  A biopsy  of  one 
of  the  rectal  polyps  revealed  adenocarcino- 
ma, Grade  I.  He  refused  total  colectomy. 
Fifteen  small  polypoid  lesions  were  fulgu- 
rated. He  was  discharged  and  readmitted 
August  15,  1947,  and  the  remaining  portion 
of  the  transverse  colon,  descending  colon, 
and  part  of  the  sigmoid  were  removed,  an- 
astomosing the  ileum  to  the  lower  sigmoid. 
He  had  an  uneventful  post-operative  course 
and  has  remained  well  and  able  to  work. 
No  polyps  are  now  noted  on  proctoscopic 
examination. 

Malignant  changes  of  the  small  bowel 
require  comment.16  They  occur  infrequent- 
ly in  a ratio  of  one  to  twenty  as  compared 
to  large  bowel  cancers.  Three  malignancies 
of  the  small  bowel  have  been  seen  during 
the  past  three  years,  one  a sarcoma,  the 
other  two  were  carcinomas.  The  ages  var- 
ied from  thirty-five  to  fifty-four.  All  three 
were  far  advanced  when  diagnosed  and  died 
without  operative  treatment.  One  of  the 
cases  was  a thirty-eight-year-old  white  male 
who  began  to  have  watery  stools  in  June, 
1947,  and  shortly  thereafter  noted  red  blood 
in  the  stools.  He  was  hospitalized  else- 
where in  July,  1947,  and  clinical  work  was 
negative.  He  was  discharged,  but  was  ad- 
mitted to  Fitzsimons  November  26,  1947. 
The  patient  showed  evidence  of  weight  loss, 
approximately  twenty-five  pounds,  in  four 
months,  and  he  appeared  chronically  ill. 
There  was  a large  irregular,  firm,  and  ten- 
der mass  in  the  right  upper  quadrant  just 
above  the  umbilicus  and  a questionable  mass 
in  the  left  lower  quadrant.  Rectal  examina- 
tion revealed  a mass  six  centimeters  above 
the  sphincter  on  the  posterior  wall.  Barium 
enema  revealed  a filling  defect  in  the  mid- 
portion of  the  sigmoid  two  inches  in  length. 
The  hepatic  flexure  was  deflected  downward 
and  medially,  apparently  by  an  extrinsic 
mass.  The  abdomen  was  explored,  and 
1,500  cubic  centimeters  of  thin,  clear,  yel- 
lowish fluid  was  removed.  An  extensive 
carcinomatosis  was  present  throughout  the 
abdomen  and  pelvis.  Autopsy  two  months 
later  revealed  an  adenocarcinoma  of  the 


ileum  with  extensive  infiltration  of  the  mes- 
entery and  peritoneum. 

The  so-called  “carcinoid”  lesions  are  oc- 
casionally encountered  anywhere  in  the  in- 
testinal tract,  but  the  appendix  is  the  organ 
most  frequently  encountered  by  the  sur- 
geon. These  lesions  are  fortunately  less 
dangerous  than  the  well-defined  malignant 
lesions.  Their  growth,  however,  often  in- 
filtrates the  wall  of  the  appendix  and  reach- 
es the  peritoneal  surfaces,  metastases  to 
the  liver,  and  lymph  nodes  may  occur.  In 
most  instances,  however,  removal  of  the 
appendix  along  with  any  involved  regional 
lymphatics  result  in  a cure.  Such  a lesion 
in  the  rectum  is  illustrated  by  the  following 
case  report: 

A nineteen-year-old  colored  male  was 
well  until  April,  1947,  at  which  time  he 
experienced  a sudden  desire  to  defecate  and 
passed  a large  amount  of  bright  red  blood. 
He  was  admitted  to  this  hospital  on  April 
22,  1947.  Physical  examination  was  nega- 
tive except  for  a two-centimeter  lesion  over 
the  prostate  on  the  anterior  wall  of  the  rec- 
tum which  was  palpable.  Proctoscopy  con- 
firmed this  finding,  and  pathological  report 
of  the  lesion  revealed  a carcinoid  of  the 
rectum.  We  have  been  unable  to  follow  this 
patient. 

Conclusions 

The  broad  subject  of  malignant  lesions 
of  the  gastrointestinal  tract  has  been  briefly 
discussed.  The  importance  of  three  factors 
has  been  emphasized.  First,  that  such  le- 
sions in  the  young  adults  are  more  common 
than  generally  conceded.  Second,  early  di- 
agnosis is  the  key  to  successful  manage- 
ment. Third,  that  complete  extirpation  of 
the  lesion  with  the  regional  lymphatics 
prior  to  the  extension  to  distant  organs  is 
the  only  effective  surgery  and  curative 
therapy  of  malignant  lesions  of  the  gastro- 
intestinal tract.  Unfortunately,  there  are 
no  new  or  recent  developments  in  this  field 
which  eases  the  difficulty  of  proper  diagno- 
sis or  lessen  the  requirement  for  proper 
excisional  surgery. 
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EDITORIAL 


Your  Local  Campaign 

As  promised  last  month,  we  are  publish- 
ing in  this  issue  the  story  of  what  is  hap- 
pening in  the  Memphis  fight  against  polit- 
ical medicine.  A similar  campaign  should 
be  organized  in  every  county  society. 
While  this  pattern  may  not  be  suitable  in 
all  respects  for  use  in  your  county,  it  has 
many  good  points  and,  what  is  better,  IT 
WORKS.  No,  it  is  not  automatic;  you  must 
work  it. 

No  matter  how  small  a county  society 
may  be,  some  portion  of  this  plan  will  apply 
to  it,  and  there  is  work  to  do  at  the  “cross- 
roads” as  well  as  in  the  metropolitan  areas. 

In  every  society  there  are  some  men  who 
can  talk  to  luncheon  clubs,  parent-teacher 
associations,  teachers’  meetings,  labor 
groups,  men’s  clubs,  and  other  organiza- 
tions. Have  a speakers’  bureau.  There  is 
plenty  of  outside  talent.  Recently  Dr. 
George  L.  Inge  of  Knoxville  was  invited 
to  address  the  District  Dental  Society  in 
Nashville.  Dr.  Inge  gladly  accepted  the 
invitation,  and  everyone  present  was  bene- 
fitted  by  his  address.  Get  speakers  at  home 
or  away  from  home. 

The  Memphis  Woman’s  Auxiliary  has 
done  a great  work  with  other  women’s  or- 
ganizations. Unfortunately,  not  all  of  the 
County  Societies  have  Auxiliaries,  but  your 
speakers’  bureau  can  supply  someone  to 
work  with  women’s  clubs  if  there  is  no 
Woman’s  Auxiliary. 


' Other  professional  groups  can  and  will 
help  very  much  if  the  doctors  take  the  lead 
in  directing  the  speaking  campaign. 

We  have  one  suggestion  in  addition  to  the 
Memphis  program  as  outlined.  It  is  being 
very  successfully  followed  in  Michigan. 
They  call  it  the  C.  A.  P.  Plan.  This  name 
is  in  contrast  with  the  P.  A.  C.  (Political 
Action  Committee)  of  the  C.  I.  O.  The 
Michigan  Society  organized  to  COOPER- 
ATE WITH  THE  AMERICAN  PUBLIC 
(C.  A.  P.).  In  addition  to  all  the  public 
relations  (we  prefer  the  term  Public  Serv- 
ice) activities  outlined  in  Memphis  and 
other  campaigns,  each  medical  society  is  di- 
vided in  groups  of  ten  doctors.  For  each 
ten  doctors  a chairman  is  appointed.  These 
chairmen  form  the  campaign  committee. 
The  chairman  advises  his  nine  committee- 
men of  the  plans.  He  sees  that  each  com- 
mitteeman has  ample  literature  for  distri- 
bution. Then  each  of  these  committeemen 
selects  twenty  of  his  patients  whom  he 
keeps  posted  about  the  campaign.  With  the 
information  supplied,  these  patients  exert 
their  influence  in  their  various  contacts. 
Therefore,  each  ten  doctors  are  educating, 
cultivating,  and  cooperating  with  two  hun- 
dred of  the  American  public. 

A good  live  C.  A.  P.  program  in  Tennessee 
would  reach  forty  thousand  citizens  of  the 
state  if  each  of  our  two  thousand  members 
would  do  his  part  with  his  twenty  laymen. 

Finally  and  above  all,  as  groups  are  in- 
fluenced by  the  Educational  Campaign,  ef- 
forts should  be  made  to  secure  the  passage 
of  a resolution  condemning  the  pending  leg- 
islation. Send  copies  of  these  resolutions 
to  your  Congressman  and  two  Senators.  As 
individuals  agree  to  cooperate,  see  that  the 
Congressman  and  Senators  receive  letters. 
Our  representatives  say  they  want  to  know 
how  we  are  thinking;  they  say  they  want 
to  receive  letters.  Let  us  see  to  it  that 
they  do  receive  letters  of  the  right  kind. 
Let  us  get  a steady  stream  of  resolutions 
and  letters  from  the  folks  back  home.  Let 
us  express  our  opinions  so  loud  and  so  often 
that  “the  gentlemen  from  Tennessee”  will 
know  exactly  how  we,  their  constituents, 
stand  and  then  we  all  will  Cooperate  with 
the  American  People. 
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AND  WE  QUOTE— NEWS  NOTES  AND  COMMENTS 


Department,  Knoxville,  1891;  aged  77; 
died  May  16,  1949,  after  a lingering  illness. 


Eugene  Orr,  M.D. 

Eugene  Orr,  M.D.,  Nashville;  Vanderbilt 
University  School  of  Medicine,  1910;  aged 
60;  died  May  17,  1949. 


Paris  Robert  Hysinger,  M.D. 

Paris  Robert  Hysinger,  M.D.,  Chattanoo- 
ga; Chattanooga  Medical  College,  1910; 
aged  74;  died  May  18,  1949,  from  injuries 
received  in  an  automobile  accident. 


Samuel  McPheeters  Glasgow,  M.D. 
Samuel  McPheeters  Glasgow,  M.D.,  Nash- 
ville; University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  1895;  aged  79;  died 
May  31,  1949. 


AND  WE  QUOTE 


Why  Doctors  Get  Cross 

Speaking  of  needless  deaths,  how  are  you 
going  to  make  people  pay  attention? 

The  case  comes  to  mind  of  the  pre-natal 
patient  whose  doctor  forbade  her  to  wear 
high-heeled  shoes.  She  carried  the  low- 
heeled  pair  in  her  handbag  and  put  them 
on  outside  his  office,  so  he  wouldn’t  scold. 

Then  there’s  the  case  of  the  bone  sur- 
geon and  the  short  leg.  After  weeks  in  the 
hospital  the  patient  was  let  out,  with  the 
leg  in  a cast.  The  patient  figured  he  knew 
better  than  the  surgeon  and  cut  off  the 
cast.  The  whole  expensive  process  had  to 
be  repeated. 

Incidentally,  this  patient  had  no  money 
to  pay  the  surgeon  either  time. 

How  are  you  going  to  stop  folks  from 
taking  wahoo  for  cancer  or  sassafras  tea 
for  arthritis?  It’s  a free  country,  ain’t  it? 

Check  with  any  diagnostician  on  malnu- 
trition. A great  many  of  its  victims  are 
well-to-do  and  could  afford  an  exclusive 
steak  diet.  They  never  really  get  a square 
meal.  Not  because  of  the  cost.  The  nutri- 
tious foods  needed  for  a properly  balanced 
diet  are  mostly  low-priced.  They  just  won’t 
eat  them. 


The  symptoms  of  tuberculosis  are  widely 
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known.  Rest  is  90  per  cent  of  the  cure. 
But  try  to  get  the  average  person  so  afflicted 
to  see  his  doctor  before  he  gets  clear  down. 
Try  to  get  him  to  rest  after  he  knows  he’s 
infected.  Try  to  keep  him  at  complete  rest 
in  a sanatorium  long  enough  for  a cure. 
Try  to  get  him  to  take  it  easy,  go  to  bed 
early  and  watch  his  diet  after  he  gets  out. 

If  there  be  any  among  you  who  ever  took 
the  nasty  tonic  three  times  a day,  exactly 
as  directed,  let  him  cast  the  first  stone  at 
the  medical  profession. 

All  this  is  not  to  argue  that  everyone 
gets  the  proper  amount  of  medical  care; 
nor  that  everyone  plays  tricks  on  the  doctor 
by  disregarding  instructions  the  minute 
his  back  is  turned. 

But  the  percentage  is  high.  Let  each  one 
check  his  own  conscience. 

One  large  element  in  this  high  cost  of 
medical  care  is  human  carelessness  and  ir- 
responsibility. No  wonder  the  doctors  are 
cross  about  it. 

(Reprinted  from  the  Knoxville  News- 
Sentinel,  April  29,  1949.) 


NEWS  NOTES  AND  COMMENTS 


Southern  Pediatric  Seminar 
The  29th  Annual  Session  of  the  Southern 
Pediatric  Seminar  will  be  held  at  Saluda, 
North  Carolina,  July  18-30,  1949.  In  Ten- 
nessee it  is  unnecessary  to  mention  Dr. 
Owen  H.  Wilson’s  long  service  with  this 
Seminar.  Nor  is  it  necessary  to  say  that 
this  is  a postgraduate  summer  course  devot- 
ed to  “Better  Babies  in  the  South.” 

While  the  lectures  are  given  by  Pediatri- 
cians the  course  is  designed  primarily  to 
fit  the  needs  of  the  general  practitioner,  the 
practical  application  is  always  stressed.  The 
solution  of  ordinary  daily  problems  in  the 
most  modern  and  satisfactory  way  is  the 
goal  of  the  course. 


Air  Surgeon  Initiates  General 
Practice  Branch 

Air  Surgeon  Major  General  Malcolm  C. 
Grow  today  announced  the  initiation  of  a 
General  Practice  Branch  in  the  Air  Sur- 
geon’s office,  to  be  charged  with  the  develop- 
ment of  training  opportunities  and  careers 
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for  general  practitioners  serving  at  USAF 
installations. 

According  to  current  Air  Force  organi- 
zation, approximately  70  per  cent  of  physi- 
cians serving  with  USAF  units  are  general 
practitioners.  Of  the  remainder,  5 per  cent 
are  staff  and  administrative  personnel  and 
25  per  cent  are  specialists. 

Initiation  of  the  new  General  Practice 
Branch  was  considered  imperative  by  Gen- 
eral Grow  who  characterized  the  general 
practitioner  as  “the  backbone  of  the  Air 
Force  medical  service.” 

Under  the  new  program  the  general 
practitioner  will  be  enabled  to  enter  into 
a proposed  residency  program  to  be  oper- 
ated in  the  General  Hospital  setup.  The 
residency  program  will  offer  the  general 
practitioner  access  to  latest  technical  devel- 
opments in  medical  and  surgical  specialties. 
Special  emphasis  will  be  placed  on  internal 
medicine,  surgical  practices,  pediatrics  and 
obstetrics. 

The  new  General  Practice  Branch  will 
work  cooperatively  with  the  Surgeon  Gen- 
eral’s career  program  for  medical  officers. 


LOCATIONS  WANTED 


Dear  Sir : 

I am  a physician,  single,  and  thirty-three 
years  of  age,  who  will  be  separated  from  the 
service  July  1st  of  this  year.  Any  informa- 
tion that  you  can  give  me  regarding  a suit- 
able location  to  establish  my  practice  will 
be  appreciated. 

After  my  internship  I had  a year  of  gen- 
eral pathology,  then  had  active  army  serv- 
ice, followed  by  3 years  and  3 months  of  an 
approved  general  surgical  residency  at  the 
U.  S.  Marine  Hospital,  in  Staten  Island, 
N.  Y.  I will  soon  be  eligible  to  qualify  for 
the  Board  examination  and  entrance  into 
the  American  College  of  Surgeons. 

It  is  extremely  difficult,  I realize,  to  be- 
come established  in  a big  city,  and  I am  not 
adverse  to  settling  in  a smaller  community 
if  I could  get  operating  privileges. 

I have  an  open  mind  as  to  where  to 
settle  and  would  appreciate  any  and  all 
suggestions  that  you  may  offer  me — as  to 
location,  the  economic  opportunities,  doctor- 
patient  ratios,  etc. 


I thank  you  and  am  grateful  for  your 
assistance. 


M.  I.  G.,  M.D. 


Dear  Doctor  Hardy : 

I am  writing  to  ask  for  some  help  and 
some  information. 

My  home  is  in  Maryville,  Tennessee.  I 
was  graduated  from  the  Duke  University 
School  of  Medicine,  Durham,  North  Caro- 
lina in  1946,  served  a twelve  months  rotat- 
ing internship  at  the  Los  Angeles  County 
General  Hospital,  Los  Angeles,  California, 
and  am  now  completing  two  years  of  active 
duty  with  the  Medical  Department  of  the 
U.  S.  Navy. 

I am  to  be  separated  from  the  Navy  early 
in  July,  1949,  and  in  January  of  1950  I am 
to  go  to  Rochester,  Minnesota  for  a fellow- 
ship in  general  surgery  at  the  Mayo  Clinic. 
1 am  looking  for  temporary  employment 
for  the  months  from  July  to  January,  and  I 
would  greatly  appreciate  any  information 
concerning  temporary  positions,  assistant- 
ships,  or  locum  tenens  in  Tennessee  or  sur- 
rounding states  that  you  may  have  avail- 
able at  this  time. 

I also  would  appreciate  any  instructions 
you  may  be  able  to  give  me  in  order  for 
me  to  obtain  a Tennessee  State  license.  I 
am  a Diplomate  of  the  National  Board  of 
Medical  Examiners  but  do  not  hold  a state 
license. 

Thank  you  very  much. 

L.  M.  T„  M.D. 


Dear  Doctor  Hardy : 

The  Department  of  the  Army  is  urgently 
in  need  of  Public  Health  Officers  to  serve  in 
a civilian  capacity  with  the  occupation 
forces  in  Japan.  These  positions,  which  in- 
volve supervision  of  Japanese  prefecture 
(state)  health  departments  in  all  phases  of 
preventive  medicine  and  medical  care  pro- 
grams, offer  an  excellent  opportunity  for 
broad  experience  in  public  health.  We  will 
greatly  appreciate  your  assistance  in  locat- 
ing qualified  and  interested  candidates  for 
this  program. 

Minimum  acceptable  qualification  require- 
ments are  a degree  in  medicine  plus  one 
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year  internship.  Experience  in  public 
health  is  desirable  but  is  not  mandatory. 

The  salary  for  these  positions  is  $6,235.20 
per  annum  plus  10%  post  differential  with 
quarters  provided  at  no  cost  to  the  employee. 
Individuals  selected  for  appointment  must 
agree  to  remain  a minimum  of  two  years. 
Transportation  is  furnished  to  and  from 
Japan.  Dependents  may  join  the  employee 
in  approximately  6 to  8 months  after  his 
arrival  in  the  command. 

It  will  be  appreciated  if  you  will  publicize 
this  information  and  advise  interested  ap- 
plicants to  make  formal  application  by  sub- 
mitting Civil  Service  Commission  Standard 
Form  57  to  this  office.  Forms  may  be  ob- 
tained from  any  Class  A Post  Office. 

The  necessity  for  immediate  recruitment 
of  qualified  and  suitable  personnel  cannot 
be  overemphasized.  Your  assistance  in  this 
vital  program  will  be  most  beneficial  to  the 
Department  of  the  Army. 

Sincerely  yours, 

Charles  C.  Furman,  Chief,  Recruit- 
ment Section  Overseas  Affairs 
Branch,  Civilian  Personnel  Divi- 
sion. 

Doctors  Wanted 

Doctor  and  dentist  in  good  rural  town. 
Excellent  opportunity  and  good  income 
assured.  Address, 

Mrs.  Lucile  Ezell,  Rogersville,  Alabama, 
P.  O.  Box  96. 


MEDICAL  SOCIETIES 


Knox  County: 

May  10:  “Vascular  Lesions”  by  Dr.  J.  B. 
Ely.  Discussion  by  Dr.  Roy  McDonald. 

May  17 : “Diagnosis  and  Treatment  of 
Lung  Abscesses”  by  Dr.  D.  H.  Waterman. 
Discussion  by  Dr.  M.  C.  Bowman  and  Dr. 
Sheldon  Domm. 


Davidson  County: 

May  17  : Symposium  on  “Cancer  of  Uterus 
and  Cervix.”  Dr.  Carl  McMurray,  moder- 
ator. Collaborating  with  Dr.  McMurray 
were  Drs.  W.  A.  Demonbreun,  Lyndon  Lee 
and  Leon  Lanier. 

May  24:  Dr.  Ben  Fowler  has  just  re- 
turned from  a two-months  trip  to  England 
at  which  time  he  was  the  guest  of  the 


British  Orthopedic  Association.  He  re- 
ported on  his  observations  while  in  Eng- 
land with  particular  reference  to  the 
British  National  Health  System. 

May  31 : The  program  consisted  of  two 
parts : 

1.  The  Pediatric  Department  at  Vander- 
bilt discussed  the  subject  of  “Histo- 
plasmosis.” 

2.  Dr.  Hollis  Johnson  gave  a paper  con- 
cerning some  pulmonary  disorders. 


Middle  Tennessee  Medical  Association 

The  Middle  Tennessee  Medical  Associa- 
tion held  its  109th  semi-annual  meeting  at 
Franklin  on  Thursday,  May  19th,  with 
more  than  125  physicians  present. 

The  session  was  presided  over  by  Dr.  C. 
B.  Roberts,  Sparta,  the  president.  The 
scientific  program  was  of  high  quality,  ap- 
pealing to  the  general  practitioner  and  the 
specialist  alike.  Twelve  papers  were  read 
in  clock-wise  precision  in  the  full  day 
session  lasting  from  8 :55  a.m.  until  5 :00 
p.m. 

Following  the  scientific  and  business  ses- 
sions, the  members  of  the  Association  were 
guests  of  the  Franklin  physicians  at  a 
delicious  barbecue  dinner  on  the  lawn  of 
Dr.  Harry  Guffee’s  home.  Few  doctors 
were  observed  counting  their  calories! 

During  the  business  session,  the  follow- 
ing officers  were  elected : 

Dr.  C.  N.  Gessler,  Nashville,  president. 

Dr.  Harry  Guffee,  Franklin,  vice-presi- 
dent. 

Dr.  Robert  M.  Finks,  Nashville,  secre- 
tary-treasurer. 

A committee  on  the  revision  of  the  con- 
stitution and  by-laws  will  make  a report 
at  the  next  meeting.  Upon  invitation  of 
physicians  from  McMinnville,  the  next 
semi-annual  meeting  will  be  held  at  Mc- 
Minnville on  Thursday,  November  17,  1949. 


West  Tennessee  Medical  and 
Surgical  Association 
Eighty-seven  doctors  representing  20 
West  Tennessee  towns  met  in  Huntingdon 
on  May  19th  for  the  55th  annual  meeting 
of  the  West  Tennessee  Medical  and  Sur- 
gical Association. 
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Drs.  W.  C.  Chaney,  Philip  C.  Schreier 
and  Harwell  Wilson  of  Memphis;  Dr.  Wil- 
lard Tirrill  of  Nashville;  Drs.  J.  Hughes 
Chandler  and  Lamb  B.  Mvhr,  of  Jackson; 
Dr.  Arthur  C.  Dunlap,  Paris  and  Dr.  Robert 
Jordan,  Brownsville,  led  discussions  in  the 
respective  fields. 


A Resume  of  Intravenous  Procaine  Therapy.  Fred 
B.  Moor,  M.D.  Department  of  Therapeutics, 
College  of  Medical  Evangelists,  February,  1949. 


Now  that  it  has  been  shown  that  the  drug  pro- 
caine, which  was  synthesized  by  Einhorn  in  1905, 
can  be  used  with  comparative  safety  intravenously, 
its  clinical  use  is  expanding  rapidly. 

Graubard  and  his  workers  found  that  twenty 
minutes  after  the  intravenous  injection  of  twenty 
milligrams  of  procaine  per  kilogram  of  body  weight 
in  the  rabbit,  only  traces  could  be  found  in  the 
blood  stream  of  the  animal.  It  was  on  this  basis 
that  the  authors  based  the  dosage  for  the  human 
as  follows:  Four  milligrams  per  kilogram  of  body 
weight  equals  one  procaine  unit  in  twenty  minutes. 
They  further  found  from  clinical  experience  that 
optimal  results  with  a minimum  of  toxic  reaction 
were  obtained  when  .1  per  cent  solution  was  used. 

Mautz  demonstrated  the  reduction  in  irritability 
of  the  myocardium  by  local  application  of  procaine, 
so  that  a strong  stimulus  was  necessary  to  produce 
ventricular  fibrillation.  Burstein  and  his  associates 
were  able  to  produce  ventricular  fibrillation  in  the 
experimental  animal  by  epinephrine  injection. 
They  were  able  to  prevent  the  occurrence  of  this 
fibrillation  by  injecting  intravenous  procaine  before 
epinephrine. 

Procaine  is  believed  to  have  a twofold  action  in 
traumatized  and  inflamed  tissues:  (1)  Direct  ac- 
tion on  irritated  nerve  fibers;  (2)  indirect  action 
of  diethylaminoethanol  on  the  endothelium  of  the 
blood  vessels  and  capillary  walls  to  lessen  fluid  loss 
from  the  blood  to  the  tissues. 

Subjective  manifestations  of  intravenous  pro- 
caine injection  in  the  conscious  patient  are  not 
unpleasant.  Five  to  seven  minutes  after  injection 
is  started  there  is  a sensation  of  warmth,  comfort- 
able relaxation  as  pain  is  relieved,  together  with 
some  dryness  of  the  mouth  and  a metallic  taste. 
There  may  be  transient  dizziness,  and  the  operator 
may  observe  flushing  of  the  face  and  neck  and 
tearing  of  the  eyes.  In  overdose,  marked  dizziness, 
apprehension,  trembling,  sleepiness  beyond  relaxa- 
tion, and  momentary  loss  of  consciousness  may  be 
seen.  If  the  drug  is  injected  too  rapidly,  convul- 


sions may  occur,  but  can  be  controlled  by  stopping 
the  flow  or  by  intravenous  injection  of  a barbituate. 

While  the  minimal  lethal  dose  for  animals  is 
known,  it  is  not  known  for  man.  It  is  thought  by 
many  that  the  deaths  attributed  to  procaine  dur- 
ing local  anesthesia  are  due  to  its  combination  with 
epinephrine  rather  than  to  the  procaine  alone,  since 
epinephrine  increases  the  toxicity  of  procaine  about 
three  times. 

Though  the  burden  of  the  destruction  of  procaine 
in  the  body  falls  upon  the  liver,  no  liver  damage 
has  been  demonstrated  following  repeated  massive 
doses  of  procaine  in  experimental  animals.  In 
humans,  liver  function  tests  done  following  intra- 
venous procaine  administration  gave  no  indication 
of  liver  damage;  however,  Richards  has  shown  that 
starvation  and  a deficiency  of  vitamin  C markedly 
increased  the  toxicity  of  procaine. 

As  a precaution  most  workers  recommend  a pre- 
liminary skin  test  to  determine  the  sensitivity  of 
the  patient  to  the  drug.  When  procaine  is  to  be 
injected  intravenously,  an  intravenous  barbiturate 
should  be  available  for  immediate  use. 

Clinical  Application 

Procaine  has  been  used  successfully  by  the  in- 
travenous route  for  pruritis,  serum  sickness,  urti- 
carial rash,  for  traumatic  conditions,  such  as 
sprains,  fractures,  and  traumatic  arthritis. 

One  of  the  most  valuable  uses  of  intravenous 
procaine  is  in  the  prevention  of  cardiac  irritability 
during  thoracic  surgery. 

Gordon  found  the  use  of  intravenous  procaine 
valuable  in  the  control  of  pain  in  ten  patients  in 
the  dressing  of  severe  burns.  It  seems  to  be  more 
effective  in  fresh  burns  than  in  old  burns. 

McLachlin  found  the  intravenous  use  of  procaine 
hydrochloride  superior  to  morphine  for  the  control 
of  postoperative  pain.  Allen  and  Crossman  and 
associates  actually  performed  major  surgical  pro- 
cedures using  a continuous  drip  of  one  per  cent 
procaine  solution.  Since  the  convulsive  level  and 
the  anesthesia  level  are  so  close,  they  do  not  rec- 
ommend this  method  for  general  use. 

The  use  of  intravenous  procaine  was  reported  by 
Allen  in  1945  for  the  production  of  anesthesia  in 
obstetrical  cases  at  the  City  Hospital,  Welfare  Is- 
land, New  York.  A one-per-cent  solution  was  used. 

In  summary:  (1)  The  intravenous  injection  of 
procaine  for  a variety  of  clinical  conditions  opens 
a new  chapter  in  therapeutics.  (2)  With  adequate 
precautions  as  to  dosage  and  rate  of  administra- 
tion, procaine  can  be  safely  given  by  the  intraven- 
ous route  in  concentrations  of  one-tenth  to  one  per 
cent. 


CARDIOLOGY 

By  J Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Benign  Aspects  of  Hypertensive  Disease.  Hilmert 
A.  Ranges.  The  Medical  Clinics  of  North  Amer- 
ica, Vol.  33,  No.  3,  pp.  611-617,  May,  1949. 
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This  paper  is  a report  of  observations  made  on 
a group  of  241  individuals  with  hypertensive  dis- 
ease, who  have  been  for  the  most  part  symptom- 
free  for  a period  of  from  ten  to  twenty-five  years. 
The  increasing  interest  in  more  radical  treatment, 
both  medical  and  surgical,  in  hypertensive  disease 
makes  it  seem  timely  to  re-emphasize  the  fact  that 
many  people  with  hypertensive  disease  may  have  a 
long  and  symptom-free  life.  Hypertensive  disease 
as  used  in  this  paper  is  defined  as  an  elevation  of 
diastolic  and  systolic  pressures,  anatomical  changes 
in  the  vascular  tree,  and  functional  impairment  of 
the  involved  tissues. 

All  of  the  patients  in  this  series  were  observed 
for  at  least  ten  years,  the  average  length  of  obser- 
vation being  fourteen  years.  The  actual  duration 
of  hypertension  is  not  known  in  all  patients,  be- 
cause in  many  the  first  blood  pressure  reading  was 
taken  routinely  at  the  age  of  forty.  One  hundred 
thirty  of  the  group  were  women;  111  were  men. 
The  average  age  at  the  time  of  appearance  of 
hypertension  was  thirty-nine  and  one  half  years. 
The  majority  of  this  group  did  not  have  symptoms 
referable  to  their  hypertensive  disease.  Five  com- 
plained of  headaches  which  were  thought  to  be  re- 
lated to  their  hypertension.  Thirty-eight  had 
symptoms  of  diminished  cardiac  reserve.  Electro- 
cardiograms were  recorded  at  least  once  a year. 
One  hundred  forty-eight  of  the  group  had  normal 
electrocardiograms.  One  hundred  eight  of  these 
showed  left  axis  deviation,  seventy  had  T wave 
changes  in  Lead  1,  ten  had  bundle  branch  block, 
and  nine  had  changes  typical  of  myocardial  infarc- 
tion. 

Retinal  examinations  were  done  in  114  of  the 
group.  Ninety-seven  showed  Grade  1 changes,  six 
showed  Grade  2 changes,  and  three  showed  Grade  3 
changes. 

All  persons  in  the  group  had  chest  X-rays.  In 
181  the  heart  and  aorta  appeared  normal,  twenty- 
three  had  significant  cardiac  enlargement,  and 
twenty-four  had  widening  of  the  aortic  shadow. 
Thirteen  had  both.  There  was  no  definite  correla- 
tion between  the  length  and  severity  of  the  hyper- 
tension and  the  degree  of  cardiac  enlargement. 
Urinalysis  was  done  at  least  once  a year  in  each 
patient  of  the  group.  In  eleven  individuals  some 
protein  was  found  in  the  urine,  in  only  one  instance 
red  blood  cells  were  present,  and  in  the  remainder 
the  urine  was  normal. 

No  attempt  was  made  to  analyze  the  effect  of 
treatment,  and  most  of  these  individuals  received 
mild  sedation  and  reassurance. 

It  is  pointed  out  that  hypertensive  disease  may 
exist  over  a period  of  many  years  in  an  asympto- 
matic phase.  It  is  not  known  at  present  what  per- 
centage of  individuals  with  hypertensive  disease 
falls  into  the  category  of  benign,  but  it  is  impor- 
tant that  the  benign  aspects  of  hypertensive  disease 
be  kept  in  mind  in  evaluating  the  results  of  treat- 
ment by  the  newer  methods. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Results  in  138  Cases  of  Endometriosis  Treated  by 

Conservative  Surgery.  W.  Benjamin  Bacon, 

M.D.,  Boston,  Massachusetts.  American  Journal 

of  Obstetrics  and  Gynecology,  Vol.  57,  No.  5;  pp. 

953-957,  May,  1949. 

In  endometriosis  of  sufficient  degree  to  warrant 
laparotomy,  a major  problem  is  whether  or  not  to 
conserve  menstrual  function  and  childbearing  abil- 
ity. While  this  must  be  decided  for  each  patient 
as  an  individual  by  the  sum  of  all  the  factors 
bearing  upon  her  particular  case,  it  was  felt  that 
an  evaluation  of  two  questions  might  be  of  assist- 
ance to  the  surgeon  in  this  problem.  If  a conserv- 
ative operation  is  performed,  first,  what  are  the 
chances  for  relief  of  symptoms  or  for  progression 
or  recurrence  of  the  disease  demanding  later  radi- 
cal surgery  or  radiation;  and,  second,  what  is  the 
outlook  for  future  pregnancy?  One  hundred  thirty- 
eight  cases  of  pelvic  endometriosis,  treated  by 
laparotomy  which  conserved  childbearing  ability, 
are  reviewed.  Sixty-eight  of  these  cases,  or  49.3 
per  cent,  were  relieved  of  symptoms;  29,  or  21  per 
cent,  were  partially  relieved;  and  41,  or  29.7  per 
cent,  were  failures,  requiring  later  radical  surgery 
or  radiation.  One  hundred  twelve  patients  in  the 
series  were  married  and  under  40  years  of  age; 
of  these,  30,  or  26.8  per  cent,  delivered  a total  of 
39  living  children.  The  average  interval  between 
operation  and  delivery  was  2.7  years.  The  prog- 
nosis for  symptomatic  relief  and  future  pregnancy 
does  not  seem  to  be  affected  by  age,  symptomatol- 
ogy, the  location  and  extent  of  the  disease,  or  the 
magnitude  of  the  conservative  operation  performed. 
A conservative  procedure  can  be  recommended, 
even  in  the  presence  of  a considerable  amount  of 
endometriosis. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Aii  Analysis  of  Grievances  and  Aggrieved  Em- 
ployees in  a Machine  Shop  and  Foundry.  Ar- 
thur C.  Eckerman.  Journal  of  Applied  Psy- 
chology, Vol.  32,  p.  255,  June,  1948. 

The  personnel  manager  of  a large  mid-western 
industrial  plant,  through  a statistical  analysis  of 
grievances  and  their  makers,  has  attempted  to  make 
a contribution  toward  better  understanding  of  the 
problems  of  labor  and  management  as  affected 
in  aggrieved  employees  and  their  grievances.  The 
plant  had  two  unions,  one  in  the  foundry  and  one 
in  the  machine  shop.  Each  group  was  studied 
separately,  and  in  general  the  two  unions,  one  older 
than  the  other,  did  not  differ  in  many  respects 
relative  to  grievances. 
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Results  of  the  study  showed  a most  frequent 
filing  for  pay  in  wages  (30%),  next,  concerning 
jobs  and  work  (28%)  and  those  concerning  senior- 
ity, (10%).  Union  officials  filed  the  highest  per- 
centage of  grievances  on  matters  of  jobs  and  work. 
The  members’  grievances  concerned  seniority  and 
pay  in  wages.  The  majority  of  grievances  did  not 
refer  to  the  contract  in  any  respect  and  those  which 
did  were  filed  by  union  members  but  not  by  the 
officials.  The  study  analyzed  766  separate  griev- 
ances of  327  employees. 

The  grievers  held  more  jobs  and  worked  longer 
than  non-grievers  and,  in  the  foundry  group,  more 
grievers  had  jobs  at  the  time  of  application  to  the 
company  than  did  the  non-grievers.  The  group  of 
grievers  woi'ked  longer  for  the  company  than  did 
the  non-grievers  and  accumulated  more  seniority. 
Grievers  started  at  a significantly  lower  hourly 
rate  than  non-grievers  but  were  equal  at  the  time 
they  filed  grievances.  Much  larger  wage  raises 
have  been  received  by  the  grievers.  Although 
the  annual  earnings  of  the  two  groups  were  ap- 
proximately the  same,  grievers  showed  higher  skill 
levels  than  those  not  presenting  grievances.  The 
credit  standing  of  grievers  was  lower  than  the 

I non-grievers,  as  there  were  more  dun  letters  in  the 
company  files  for  them  as  well  as  their  having- 
been  served  a few  more  garnishments.  From  de- 
mands made  on  the  company  by  credit  stores, 
foundry  grievers  were  more  in  debt. 

The  grievers  as  a group  went  in  strongly  for 
the  group  saving  plan,  credit  unions  or  leading 
agencies,  yet  very  infrequently  participated  in 
group  hospitalization.  More  non-grievers  in  the 
foundry  had  taken  out  group  life  insurance  but 
the  opposite  held  true  in  the  machine  shop.  More 
grievers  collected  benefits  for  sickness  and  acci- 
dents, as  well  as  compensation  for  sickness  and 
disability.  The  grievers  in  the  foundry  took  off 
more  time  for  personal  disability  than  did  the  non- 
grievers. 

As  a group  the  grievers  were  in  better  physical 
condition  and  more  were  married  and  had  children 
and  of  the  employees  who  had  been  born  in  the 
South,  the  larger  percentage  were  non-grievers. 

The  author  suggests  an  analysis  of  grievances, 
such  as  presented,  may  be  of  aid  to  both  supervisors 
and  unions  alike  in  finding  where  problems  lie. 
Studies  of  this  nature  will  stimulate  further  re- 
search on  a broader  industrial  basis  and  will  lead 
to  a better  understanding  of  the  problems  of  in- 
dustrial employees. 


Note:  This  article  is  abstracted  because  it  is  be- 
lieved if  emotional  basic  disturbances  among 
employees  can  be  resolved,  the  etiological  mech- 
anism for  strikes  may  one  day  be  eliminated. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Pathology  of  Pregnancy.  Results  in  the  Treatment 

of  Severe  Pre-eclampsia.  Charles  M.  McLane. 

Medical  Record  and  Annual,  Vol.  42,  pp.  669- 

672,  November,  1948. 

In  1943  Dr.  Katherine  Kuder  and  the  author 
reported  all  the  cases  of  severe  pre-eclampsia  and 
eclampsia  which  had  occurred  in  the  Woman’s 
Clinic  of  the  New  York  Hospital  from  September 
1,  1932,  to  December  31,  1942.  There  were  re- 
viewed in  that  paper  290  cases  of  severe  pre- 
eclampsia, and  certain  definite  suggestions  and 
recommendations  were  made:  (1)  Patients  who  do 
not  respond  to  conservative  therapy  might  be  de- 
livered earlier,  thus  decreasing  the  fetal  mortality 
rate;  (2)  the  fulminating  type  of  severe  pre- 
eclampsia as  a rule  improves  only  with  delivery. 

The  present  study,  a review  of  all  cases  of  severe 
pre-eclampsia  and  eclampsia  occurring  from  Jan- 
uary 1,  1943,  to  June  30,  1947,  in  the  same  clinic, 
was  undertaken  to  see  whether  their  results  were 
improved  by  following  these  suggestions.  In  addi- 
tion to  cases  of  severe  pre-eclampsia,  the  author 
includes  those  cases  of  eclampsia  which  represented 
failure  in  his  treatment  of  severe  pre-eclampsia, 
the  entire  series  reported  comprising  9 cases  of 
ante-partum  or  intra-partum  eclampsia  and  137 
cases  of  severe  pre-eclampsia.  The  incidence  of 
severe  pre-eclampsia  agreed  closely  with  that  re- 
ported in  their  earlier  series,  namely,  .87  per  cent. 

The  author  first  discusses  the  9 cases  of  eclamp- 
sia in  the  series.  There  were  no  maternal  deaths 
and  only  one  fetal  death  in  this  group.  The  one 
fetal  death  occurred  in  a patient  37  weeks  preg- 
nant who  had  had  2 convulsions  before  admission, 
the  fetal  heart  was  never  heard  in  the  hospital, 
and  who  delivered  a macerated  fetus  31  hours  after 
admission.  Four  of  the  9 eclamptic  patients  were 
delivered  by  cesarean  section  after  each  had  gone 
36  hours  without  a convulsion  and  with  improve- 
ment; all  these  babies  survived,  including  one  which 
weighed  only  960  grams. 

There  were  137  cases  of  severe  pre-eclampsia 
with  no  maternal  deaths.  Twenty-five  fetal  deaths 
in  141  babies  delivered  (four  sets  of  twins)  show- 
ing a mortality  incidence  of  17.7  per  cent  as  com- 
pared with  19.5  per  cent  in  the  previous  paper. 
The  gross  fetal  mortality,  including  the  9 eclamptic 
patients,  was  17.3  per  cent  as  compared  with  20.7 
per  cent  in  the  earlier  series  reported. 

The  type  of  treatment  fell  into  three  categories. 
Sixty-one  patients  were  considered  either  to  have 
mild  pre-eclampsia,  or,  even  though  showing  symp- 
toms of  severe  pre-eclampsia,  were  treated  as  mild, 
that  is,  by  bed  rest,  light  sedation  and  a low  pro- 
tein, low  salt  diet.  Some  of  these  who  became 
progressively  worse  were  later  treated  by  the  sec- 
ond method,  that  is,  the  modified  Stroganoff  in 
which  the  author  has  now  substituted  pentobarbital 
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of  sodium  or  sodium  phenobarbital  for  chloral,  and 
have  continued  morphine,  intravenous  glucose,  and 
molar  lactate.  Eleven  of  the  25  fetal  deaths  oc- 
curred in  these  61  patients.  Sixty-three  patients 
were  started  on  a modified  Stroganoff  regime  on 
admission  and  13  of  the  fetal  deaths  occurred  in 
that  group.  In  the  third  group,  13  patients  had 
their  first  elevation  of  blood  pressure  when  ad- 
mitted in  active  labor  and  had  no  treatment. 
Twelve  of  these  delivered  vaginally  with  one  fetal 
death  in  a patient  who  was  in  labor  for  98  hours 
and  had  intra-partum  infection  and  a contraction 
ring. 

Labor  seems  to  have  a more  marked  etfect  on 
the  blood  pressure  of  a toxemia  patient  than  on 
that  of  a normal  patient.  Time  after  time  the 
author  has  seen  sharp,  sudden  rises  of  blood  pres- 
sure to  dangerous  levels  during  labor  in  patients 
who  were  not  improving  under  treatment,  or  whose 
slight  elevation  of  blood  pressure  was  not  consid- 
ered enough  to  warrant  admission  or  treatment. 
Thirty-one  of  the  137  patients  were  delivered  by 
cesarean  section  find  106  were  delivered  vaginally; 
all  the  sections  except  one  were  done  for  severe 
pre-eclampsia.  In  the  previous  series,  27  cesarean 
sections  were  done  in  290  cases;  6 of  these  opera- 
tions were  done  for  reasons  other  than  severe  pre- 
eclampsia. The  author  and  his  associates,  there- 
fore, are  performing  three  times  as  many  sections 
for  this  condition  as  they  did  in  the  first  ten-year 
period. 

The  author  wishes  to  call  particular  attention  to 
two  weight  groups,  1,000  to  1,499  grams  and  1,500 
to  1,999  grams.  There  were  11  deliveries  by  cesa- 
rean section  in  these  groups  with  3 fetal  deaths, 
and  13  vaginal  deliveries  with  10  fetal  deaths, 
making  a total  of  13  deaths  in  24  cases. 

The  author  believes  that  the  only  treatment  for 
the  fulminating  cases  is  immediate  delivery,  and 
judging  by  his  results  in  other  severe  cases  of 
pre-eclampsia  he  recommends  a more  radical  ap- 
proach to  these  cases  after  severe  pre-eclampsia  is 
diagnosed.  A baby  in  the  1,000  to  1,999  gram 
weight  group  has  a much  better  chance  if  delivered 
promptly.  If  the  patient  is  over  32  weeks  preg- 
nant, the  rate  of  survival  of  her  baby  is  higher 
when  there  is  no  delay  in  delivery. 

In  the  opinion  of  the  author,  the  modern  treat- 
ment of  severe  pre-eclampsia  and  eclampsia  is  ex- 
cellent insofar  as  the  mother  is  concerned.  Com- 
bining his  two  series,  he  reports  a total  of  58  cases 
of  eclampsia  with  one  maternal  death.  In  the  same 
17-year  period,  424  cases  of  severe  pre-eclampsia 
were  managed  with  no  maternal  deaths. 

A gross  fetal  mortality  for  the  two  conditions, 
that  is,  pre-eclampsia  and  eclampsia,  of  20.7  per 
cent  in  the  first  period  and  17.3  per  cent  in  the 
second  period,  should  certainly  be  drastically  re- 
duced, according  to  the  author’s  belief.  Prompt 
delivery  of  patients  once  the  diagnosis  is  estab- 
lished appears  to  be  one  way  to  bring  about  a 
lowered  fetal  mortality.  If  the  patient  is  32  weeks 
or  more  pregnant,  the  baby  seems  to  do  well  re- 
gardless of  its  weight  if  not  allowed  to  stay  in 


utero  too  long.  Severe  pre-eclampsia,  even  in  the 
face  of  improvements,  causes  fetal  death.  With 
modern  facilities  for  the  care  of  the  premature 
baby,  it  is  no  longer  necessary  to  wait  and  wait 
for  the  baby  to  attain  a certain  estimated  weight. 
Elimination  of  the  term  “mild  pre-eclampsia”  in 
hospitalized  patients  and  the  freer  and  more 
prompt  employment  of  cesarean  section  under  local 
anesthesia  might  easily  cut  the  fetal  mortality  in 
half. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Effect  of  Insulin  Hypoglycemia  on  the  Ciliary 
Muscle.  L.  H.  Quinn.  American  Journal  of 
Ophthalmology.  May,  1949. 

Retinoscopic  examinations  were  made  before  and 
during  therapeutic  insulin  hypoglycemia.  Pare- 
drine  hydrobromide  ophthalmic,  homatropine  hy- 
drobromide and  atropine  sulphate  were  used  to 
dilate  the  pupils.  Definite  stimulation  of  the  ciliary 
muscle  was  found  in  some  eyes  when  paredrine 
was  used  as  a mydriatic.  This  was  most  pronounced 
in  the  youngest  patients  and  was  greatest  during 
deep  insulin  hypoglycemia.  Homatropine  partially 
abolished  the  stimulation  of  the  ciliary  muscle,  and 
atropine  did  so  almost  completely.  The  fact  that 
the  refractive  change  which  occurs  during  insulin 
hypoglycemia  can  be  abolished  by  atropine  cyclo- 
plegia  indicates  that  it  is  due  to  stimulation  of  the 
parasympathetic  nervous  system.  This  observation 
is  in  agreement  with  other  signs  of  stimulation  of 
the  parasympathetic  system,  namely,  pinpoint 
pupil,  slow  heart  rate,  salivation  and  increased 
gastric  secretion  and  motility. 


ORTHOPEDICS 

Moore  Moore,  Jr.,  M.D. 

188  South  Bellevue,  Memphis 


Intramedullary  Bone  Fixation  in  Pathologic  Frac- 
tures. J.  L.  Ehrenhaft,  M.D.,  and  R.  T.  Tidrick, 
M.D.,  F.A.C.S.,  Iowa  City,  Iowa.  Surgical 

Gynecology  and  Obstetrics,  Vol.  88,  No.  4,  pp. 
519-527,  April,  1949. 

The  fate  of  the  advanced  cancer  patient  is  usual- 
ly a pitiable  one  at  best,  and  any  rational  procedure 
which  gives  promise  of  alleviating  pain  in  such 
patients  should  be  thoroughly  investigated.  Many 
physicians  have  on  occasion  been  confronted  with 
the  problem  of  the  management  of  pathologic  frac- 
tures secondary  to  malignancy  elsewhere.  Usually 
treatment  has  required  extensive  plaster  casts  for 
a prolonged  period  of  time;  since  more  often  than 
not  a long  bone  is  the  site  of  pathologic  fracture. 
These  already  debilitated  patients  do  not  tolerate 
such  treatment  any  too  well.  The  authors  have 
presented  what  seems  to  be  a very  satisfactory 
rationale  of  treatment. 
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The  widespread  publicity  regarding  the  use  of 
the  Kuentscher  or  similar  intramedullary  nails  is 
believed  to  be  sufficient  to  obviate  the  necessity  for 
any  detailed  description  or  its  indications  for  use 
generally.  It  is  not  within  the  scope  of  this  review 
to  comment  except  to  say  that  it  has  been  very 
widely  accepted  by  competent  orthopedists  as  an 
excellent  method  of  fixation  in  selected  long  bone 
fractures. 

To  quote  directly:  “The  ideal  method  of  internal 
fixation  of  bone  would  be  one  in  which  the  necessity 
for  open  reduction  at  the  fracture  site  could  be 
circumvented.  The  fixation  should  be  such  that  im- 
mobilization in  a plaster  cast  would  be  unnecessary. 
Weight-bearing  and  free  motion  of  the  adjacent 
parts  should  be  permissible  at  the  earliest  possible 
time.  Finally,  there  should  be  maximal  opportunity 
for  callus  formation  and  minimal  interference  with 
normal  bone  healing.  These  tenets  apply  particu- 
larly to  the  peculiar  problems  of  pathologic  frac- 
tures, although  all  are  not  always  attainable.  Thus, 
for  example,  the  fact  that  such  patients  are  some- 
times in  the  terminal  stages  of  their  illness  makes 
it  undesirable  to  immobilize  the  extremity  in  plas- 
ter. In  such  instances,  intramedullary  nailing- 
makes  it  possible  for  patients  with  generalized  car- 
cinomatosis to  return  to  the  care  of  the  family  and, 
insofar  as  the  fracture  is  concerned,  to  be  pain-free 
and  comfortable  for  the  remainder  of  their  lives. 
Again,  the  factor  of  facilitating  nursing  care  in 
these  patients  is  an  important  one. 

“While  the  above  remarks  are  not  altogether  ap- 
plicable to  Paget’s  disease  (osteitis  deformans),  the 
peculiar  mechanical  conditions  imposed  by  the  brit- 
tle bones  in  this  disorder,  the  high  frequency  of 
transverse  fractures,  and  the  occasional  complica- 
tions of  delayed  union  render  this  method  very 
useful  in  attaining  a satisfactory  mechanical  re- 
duction. In  our  experience  with  Paget’s  disease, 
early  healing  of  the  fracture  followed  in  every 
instance.” 

As  to  technique,  no  specific  anesthetic  agent  was 
used;  the  cases  being  equally  divided  between  gen- 
eral and  spinal  anesthesia.  In  some  cases  the  site 
was  exposed  for  better  introduction  of  the  nail 
and  in  others  the  nail  was  introduced  after  closed 
manipulation.  Check  X-rays  were  taken  in  the 
operating  room. 

Ten  cases  of  pathologic  fractures  of  the  shaft  of 
the  femur  were  reported  as  treated  by  this  method. 
Four  were  due  to  Paget’s  disease,  five  to  metastatic 
carcinoma,  and  one  to  multiple  myeloma.  There  is 
no  evidence  from  this  small  series  that  dissemina- 
tion of  the  tumor  was  hastened  in  the  patients  with 
metastatic  carcinoma  or  that  the  terminal  course 
of  the  disease  was  unfavorably  influenced.  In  the 
four  cases  of  Paget’s  disease,  a solid  union  oc- 
curred within  a period  of  approximately  four 
months. 

In  each  instance  immediate  relief  of  pain  at  the 
fracture  site  was  striking.  No  patient  l-equired 
external  immobilization.  All  patients  were  placed 
upon  a Boehler  frame  for  a few  days  to  effect 


elevation  and  temporary  immobilization  of  the  ex- 
tremity. In  no  instance  was  the  postoperative 
course  complicated  by  wound  infection,  shock,  hem- 
orrhage, or  fat  embolism.  Special  nursing  care  of 
the  type  required  for  conventional  skeletal  traction 
or  cast  cases  was  not  necessary.  The  average  pe- 
riod of  hospitalization  following  introduction  of  the 
nail  was  only  two  weeks.  Because  of  slight  bending 
of  the  tubular  type  nail  in  two  instances  (one  in 
this  series  and  another  in  fixation  of  a simple  frac- 
ture), we  have  abandoned  the  use  of  this  type  nail 
and  have  substituted  the  solid  diamond-shaped 
“Hanson-Street”  nail  for  femoral  fractures.1 

In  our  experience,  healing  is  facilitated  by  this 
method  not  only  under  the  abnormal  conditions  of 
pathologic  fracture  but  is  aided  also  in  other  frac- 
tures where  unusual  conditions  are  present,  such 
as  those  imposed  by  poor  general  condition  of  the 
patient  and  unfavorable  local  conditions  (e.g.,  long- 
standing nonunion  with  sclerosis  of  the  medullary 
cavity).  We  have  found  that  a number  of  such 
fractures  have  healed  when  ordinarily  one  would 
not  have  anticipated  such  a result.  Where  non- 
union has  occurred,  we  have  been  able  to  use  the 
intramedullary  nail  in  conjunction  with  onlay  bone 
grafts,  with  early  healing  and  satisfactory  func- 
tion of  the  extremity." 

It  is  the  reviewer’s  opinion  that  this  method  of 
management  offers  the  possibility  of  great  relief 
to  such  unfortunate  patients  and  should  be  more 
widely  employed,  but  always  by  one  well  skilled  in 
the  management  of  fractures  and  bone  conditions 
generally. 

’D.  M.  Street,  H.  H.  Hansen,  and  B.  J.  Brewer, 
Archives  of  Surgery,  1947,  Vol.  55,  pp.  423-432. 

JA.  Westerborn,  Acta  chir,  scand.,  1944,  Vol.  90, 
pp.  89-104. 
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The  Operative  Treatment  of  Cancer  of  the  Large 

Bowel.  W.  Wayne  Babcock,  M.D.,  Delaware 

State  Medical  Journal,  May,  1944. 

Carcinoma  of  the  large  bowel  is  the  second,  if 
not  the  first,  commonest  cancer  occurring  within 
the  body.  The  diagnosis  often  is  easily  made,  yet 
frequently  is  rendered  difficult  in  an  endeavor  to 
be  scientifically  accurate.  Where  cancer  is  located 
in  the  rectum,  the  X-ray  commonly  fails  to  dem- 
onstrate a carcinoma  of  the  bowel.  It  is  the  “blind 
spot”  of  the  roentgen  eye.  Experience  has  in- 
creased confidence  in  the  reliability  of  digital  ex- 
amination. Ninety-eight  per  cent  of  the  cancers 
of  the  lower  bowel,  when  first  examined,  have  an 
excavated  ulcer  surrounded  by  a raised  indurated 
and  often  ragged  border.  The  induration  extends 
into  the  depths  of  the  wall  of  the  bowel.  Biopsy 
is  then  unnecessary,  since  it  is  frequently  inac- 
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curate;  it  opens  lymphatic  and  blood  vessels,  thus 
favoring  metastasis,  and  hemorrhages  may  follow. 
Where  the  growth  is  of  the  rare,  early  papillary 
or  polypoid  type,  and  no  ulceration  has  occurred, 
biopsy  is  necessary. 

There  is  a fairly  unanimous  agreement  as  to 
symptoms  and  the  need  of  early  radical  extirpation 
of  the  cancer,  and  also  as  to  the  inadequacy  of  local 
destructive  measures.  Intestinal  cancers  are  char- 
acterized by  a resistance  to  irradiation  and  by  quick 
spread. 

As  to  the  preferred  operative  treatment,  there  is 
great  difference  of  opinion.  For  the  colon  above  the 
level  of  the  sigmoid,  wide  excision  is  the  general 
practice,  but  with  different  technics.  Recent  expe- 
rience shows  that  the  lowest  mortality  and  morbid- 
ity are  associated  with  single  stage,  direct  types  of 
operation.  The  Mikulicz,  or  more  properly  the  Block 
or  Paul  operation,  requires  operative  steps  covering- 
several  months,  produces  a weak  scar  or  perhaps 
secondary  hernia,  and  there  is  difficulty  in  closing 
the  residual  fistula.  Furthermore,  its  exterioriza- 
tion imposes  restriction  upon  its  radical  nature. 
Added  to  the  primary  mortality,  which  in  expert 
hands  has  reached  17  per  cent,  is  the  number  of 
patients  who  later  develop  a cancerous  mass  in  the 
retained  segments  of  colon  or  in  the  adjacent  ab- 
dominal wall  or  in  the  mesentery.  After  a period 
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of  rehabilitation,  these  patients  may  develop  me- 
tastasis in  the  liver,  peritoneum,  or  inguinal  lym- 
phatics. 

A single  stage,  end-to-end  anastomosis  over  a 
single  clamp  eliminates  the  prolonged  hospitaliza- 
tion, the  intestinal  discharge,  multiple  operations, 
and  weakness  of  the  abdominal  wall  of  the  Mikulicz 
procedure.  By  the  use  of  special  short  clamps  for 
growths  to  within  four  inches  of  the  anus,  cancer 
of  the  mid  or  upper  rectum  may  be  removed  without 
disturbing  the  pelvic  floor  or  sphincters.  For  can- 
cer of  the  lower  rectum,  the  rectosigmoid  and  mes- 
entery are  liberated  through  an  oblique  left  supra- 
inguinal  incision,  the  abdominal  wound  closed,  and 
the  bowel  brought  through  a perineal  incision  and 
the  sigmoid  implanted  in  the  split  or  denuded  anal 
ring  with  retention  of  the  sphincters  and  their 
nerve  supply.  Anal  cancers  differ  from  those  of 
the  rectum  and  sigmoid  in  having  a lymphatic 
spread  to  the  medical  inguinal  lymphatics.  As 
there  is  here  little  tendency  to  an  upward  diffusion, 
local  perineal  resection  with  wide  excision  of  the 
surrounding  perineal  structures  and  with  an  asso- 
ciated or  later  excision  of  the  inguinal  lymphatics 
is  desirable. 

The  best  palliative  operation  is  the  radical  re- 
moval of  the  primary  growth  without  colostomy. 

A diffuse  peritoneal  malignancy  with  ascites  is 
about  the  only  contraindication  for  the  radical 
procedure,  in  which  case  the  abdomen  is  imme- 
diately closed  with  layer  suture  of  alloy  steel  wire, 
and  the  patient  encouraged  to  be  out  of  bed  and 
to  return  home  within  a week. 

Complications,  including  urinary  retention  and 
impotence,  are  best  avoided  by  an  abdominal  re- 
section and  anastomosis. 
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WHEN  DOES  THE  GENERAL  PRACTITIONER  NEED  THE  SURGEON?* 


R.  L.  SANDERS,  M.D.,  Memphis 

One  of  the  most  wholesome  aspects  of 
progress  in  the  medical  profession  within 
recent  years  has  been  the  widespread  recog- 
nition of  the  integral  role  of  the  general 
practitioner.  In  the  rush  toward  special- 
ism, the  general  practitioner  was  compelled 
to  relinquish  the  pedestal  which  he  had  cus- 
tomarily occupied.  Experience  proved, 
however,  that  he  was  still  a major  force 
in  medical  circles;  just  as  the  general  prac- 
titioner often  required  the  services  of  the 
specialist  for  his  patients,  so,  also,  the  spe- 
cialist was  often  dependent  upon  the  general 
practitioner  for  the  diagnosis  of  diseases 
within  his  particular  field.  It  was  there- 
fore inevitable  that  general  practice  should 
come  to  be  regarded  as  a specialty  in  itself 
and  its  followers  should  regain  the  distinc- 
tion which  is  so  rightfully  theirs. 

To  the  abdominal  surgeon,  this  state  of 
affairs  is  indeed  gratifying,  since  he  is 
especially  conscious  of  a professional  kin- 
ship with  the  general  practitioner.  A con- 
siderable portion  of  the  abdominal  sur- 
geon’s patients  are  first  observed  by  his 
conferers  in  general  practice,  and  in  the 
interest  of  these  patients,  their  relation- 
ship should  be  permeated  by  a spirit  of 
mutual  helpfulness.  Especially  is  this  true 
of  those  cases  wherein  the  proper  inter- 
pretation of  all  the  factors  which  enter  into 
the  choice  between  medical  and  surgical 
treatment  is  difficult.  As  an  expression  of 


"Read  before  the  Tennessee  State  Medical  Associ- 
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this  spirit,  the  present  discussion  will  deal 
with  some  of  the  more  common  diseases 
of  the  abdomen  wherein  the  question  of  a 
surgical  diagnosis  or  of  the  most  opportune 
time  for  operative  intervention  is  likely  to 
arise. 

Cholecystitis 

Chronic  Cholecystitis. — Assuming  that  it 
has  been  definitely  determined  that  a patient 
has  chronic  gallbladder  disease  and  that 
his  symptoms  are  attributable,  at  least  pri- 
marily, to  this  condition,  the  question  of 
surgical  intervention  rests  largely  upon  the 
presence  or  absence  of  stones.  We  do  not, 
as  a rule,  recommend  surgery  for  patients 
with  chronic  non-calculous  cholecystitis, 
having  found  that  the  results  are  often  dis- 
appointing. The  demonstration  of  stones, 
however,  is  in  itself  ample  indication  for 
cholecystectomy.  This  is  true,  even  though 
the  patient  has  little  symptomatic  evidence 
of  the  disease  and  the  function  of  the  gall- 
bladder is  essentially  normal.  Moreover, 
the  operation  should  be  performed  without 
undue  delay.  The  possibility  of  a perfora- 
tion or  a malignant  change  is  too  serious  to 
permit  any  question  on  this  point.  Another 
serious  consideration  is  the  fact  that  the 
pathologic  changes  which  take  place  in  the 
liver  and  pancreas  incident  to  long  standing 
cholecystitis  not  only  impair  the  patient’s 
resistance  to  surgery,  but  add  to  the  dif- 
ficulty of  the  operation,  increase  the  mor- 
tality, prolong  convalescence,  and  even  per- 
manently affect  the  patient  s general  health. 
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It  is  within  the  province  of  the  general 
practitioner  to  prevent  these  developments 
by  referring  the  patient  for  surgery  when 
the  presence  of  gallstones  is  first  discovered. 

Acute  Cholecystitis. — The  acute  form  of 
cholecystitis  often  develops  in  patients  with 
chronic  cholecystitis  with  stones.  In  this 
event,  the  acute  symptoms  and  signs  are 
generally  induced  by  occlusion  of  the  cystic 
duct  by  a stone  and  a superimposed  infec- 
tion. Less  often,  the  attacks  are  provoked 
by  infection  alone  or,  more  likely,  by  a 
chemical  reaction.  Occasionally,  torsion  of 
the  cystic  duct  is  responsible.  The  attacks 
are  characterized  by  right  upper  abdominal 
pain,  usually  of  a cramping  nature,  or  per- 
haps by  a pressure  sensation  in  the  epigas- 
trium associated  with  pain  in  the  shoulder 
region.  A tender  mass,  abdominal  rigidity, 
fever  and  leukocytosis — the  familiar  signs 
of  an  abdominal  crisis — complete  the  pic- 
ture. 

The  patient  suspected  of  having  acute 
cholecystitis  should  be  placed  in  the  hospital 
at  once.  Should  there  be  any  question  as  to 
the  diagnosis,  it  may  be  settled  while  sup- 
portive treatment  is  administered.  The 
chief  problems  in  the  differential  diagnosis 
are  the  distinctions  from  angina  pectoris,  a 
high-lying  inflammatory  appendix,  dia- 
phragmatic hernia,  acute  pancreatitis  and 
perforated  ulcer.  The  history  and  the 
roentgenogram  should  be  most  helpful  in 
this  respect.  The  latter  will,  as  a rule, 
demonstrate  the  obstruction  of  the  duct. 

Since  the  clinical  and  physical  signs  as- 
sociated with  acute  cholecystitis  do  not  al- 
ways reflect  the  pathologic  process  within 
the  abdomen,  a plan  of  watchful  waiting 
for  the  attack  to  subside  is  often  an  invita- 
tion to  disaster.  Approximately  10  per  cent 
of  gallbladder  perforations  take  place  in 
patients  under  conservative  treatment. 
With  present  methods  of  preoperative  and 
postoperative  care,  the  risks  incurred  by 
early  operation  are  relatively  slight  and 
are  by  no  means  comparable  to  the  surgi- 
cal risk  following  perforation.  It  is  desir- 
able, however,  to  keep  the  patient  under 
close  observation  for  24  to  48  hours  after 
the  onset  of  the  attack,  to  determine  wheth- 
er the  acute  process  is  going  to  subside. 
During  this  time,  a change  for  better  or 


worse  will  usually  become  apparent.  Per- 
sistent pain  and  abdominal  rigidity,  and  a 
gradual  rise  in  temperature,  call  for  im- 
mediate surgery.  On  the  other  hand,  if 
the  acute  manifestations  begin  to  subside, 
conservative  treatment  may  be  continued 
until  operation  may  be  performed  with  com- 
parative safety. 

The  decision  as  to  the  most  opportune 
time  for  operation  in  acute  cholecystitis 
must  be  made  by  the  surgeon.  The  general 
practitioner  fulfills  his  responsibility  by 
placing  the  patient  in  the  hospital  under 
the  surgeon’s  care  at  the  earliest  possible 
moment. 

Duodenal  Ulcer 

Chronic  duodenal  ulcer,  perhaps  more 
than  any  other  chronic  abdominal  disease, 
demands  the  closest  cooperation  of  the  sur- 
geon and  the  general  practitioner  in  the 
decision  as  to  when  the  patient  becomes  a 
subject  for  operation.  In  our  experience, 
approximately  30  per  cent  of  all  duodenal 
ulcers  have  fallen  into  the  category  of  sur- 
gical diseases.  These  include  hemorrhagic 
ulcers,  those  which  give  rise  to  persistent 
obstruction,  those  accompanied  by  intract- 
able pain  and  digestive  disturbances,  per- 
forated ulcer  and  gastrojejunal  ulcer. 

Hemorrhage. — Bleeding  from  a duodenal 
ulcer  is,  as  a rule,  of  mild  degree  and  re- 
current. In  the  majority  of  cases,  the 
hemorrhage  appears  as  melena,  though  it 
may  appear  as  hematemesis  or  as  both.  It 
is  usually  accompanied  by  pain  referred  to 
the  back  incident  to  invasion  of  the  pan- 
creas, and  a more  or  less  severe  inflamma- 
tory reaction  with  obstruction.  Not  infre- 
quently, an  anterior  ulcer  is  associated,  also 
playing  a part  in  the  syndrome. 

If  the  hemorrhage  is  not  severe  or  does 
not  recur  too  often,  the  patient  may  be  car- 
ried along  indefinitely  on  medical  treatment. 
On  the  other  hand,  if  it  has  been  rather 
severe  on  one  or  more  occasions,  or  recurs 
often  and  is  accompanied  by  persistent 
pain,  the  ulcer  has  reached  the  surgical 
stage. 

In  the  presence  of  massive  hemorrhage, 
one’s  first  consideration  is  the  institution 
of  life  saving  measures,  particularly  re- 
peated or  continuous  blood  transfusion.  If 
the  patient  exhibits  no  definite  signs  of  im- 


WHEN  DOES  THE  GENERAL  PRACTITIONER  NEED  THE  SU RGEON— Sanders 


225 


July,  1949 

provement  within  12  to  24  hours  after  the 
onset  of  the  bleeding,  further  delay  is  in- 
advisable. This  is  especially  true  if  the 
patient  is  middle  aged  or  older.  In  younger 
patients,  supportive  treatment  may  be  con- 
tinued for  36  to  48  hours.  In  any  case,  a 
second  massive  hemorrhage  is  urgently  sur- 
gical. 

Intractability. — That  large  group  of  pa- 
tients with  intractable  ulcers,  i.e.,  those 
which  give  rise  to  more  or  less  severe  and 
persistent  pain  or  discomfort  despite  medi- 
cal treatment,  present  our  most  difficult 
problem  insofar  as  the  question  of  opera- 
tion is  concerned.  The  chief  criterion  for 
surgery  is  that  one  must  be  reasonably  sure 
the  ulcer  is  not  amenable  to  cure  by  con- 
servative measures.  Hyperacidity  adds  to 
the  indication,  but  is  not  in  itself  a requisite 
to  surgery.  Obstructive  symptoms  and 
bleeding  are  further  indications,  nor  can 
one  overlook  the  fact  that  many  intractable 
ulcers  are  multiple,  and  an  acute  perfora- 
tion of  the  anterior  lesion  is  an  ever  present 
possibility. 

In  any  case,  the  diagnosis  should  be  un- 
mistakable before  operation  is  undertaken, 
otherwise  the  outcome  is  likely  to  be  disap- 
pointing. If  the  indications  are  proper, 
however,  surgery  offers  these  patients  an 
excellent  prospect  of  relief,  and  the  general 
practitioner  should  have  no  hesitancy  in 
recommending  such  a course. 

Obstruction. — Healed  ulcers,  usually  sit- 
uated on  the  anterior  wall  of  the  duodenum, 
often  produce  cicatrization  and  chronic 
mechanical  obstruction  which  can  be  re- 
lieved only  by  surgery.  Not  infrequently, 
a posterior  wall  ulcer  is  associated,  also 
producing  obstruction  incident  to  inflam- 
matory changes.  Patients  with  such  ulcers 
give  a history  of  constant  or  recurrent 
symptoms  covering  many  years,  and  the 
majority  have  low  acid  values. 

Perforation. — A perforated  ulcer  has  al- 
ways been  regarded  as  an  indication  for 
operation.  Many  perforations  are  small 
and  soon  protected,  however,  and  in  such 
cases  the  patient  frequently  recovers  with- 
out operation.  At  present,  there  is  some 
discussion  as  to  the  advisability  of  the  use 
of  stomach  suction  in  the  emergency,  to 
empty  the  stomach  and  thus  facilitate 


spontaneous  closure  of  the  ulcer.  We  have 
had  no  experience  with  this  procedure;  it 
may  be  worth  a trial  if  the  services  of  a 
surgeon  are  not  immediately  available.  In 
waiting  for  the  perforation  to  close,  how- 
ever, one  incurs  the  risk  of  allowing  the 
gastric  contents  to  escape  above  the  liver 
and  produce  a subphrenic  abscess.  Further, 
even  though  the  perforation  may  be  well 
protected,  the  patient  may  have  persistent 
symptoms  of  obstruction  incident  to  edema 
or  deformity  of  the  duodenum  at  the  ulcer 
site,  necessitating  surgery  to  overcome  the 
obstruction. 

The  chief  danger  in  delaying  operation 
for  a perforated  ulcer  lies  in  the  possibility 
of  mistaking  the  manifestations  of  spon- 
taneous closure  for  those  which  presage 
generalized  peritonitis.  A diminution  of 
pain  accompanied  by  a subsidence  of  ten- 
derness suggests  that  the  ulcer  is  being  pro- 
tected. On  the  other  hand,  a diminution  of 
pain  associated  with  persistent  abdominal 
tenderness  and  rigidity,  and  leukocytosis, 
are  sinister  signs  of  impending  disaster. 

Many  years  ago,  Sir  Berkeley  Moynihan 
uttered  in  two  words  a profound  truth 
which  has  always  stood  out  in  my  memory. 
Those  words  were,  “Pain— knife !”  I can 
think  of  no  abdominal  crisis  to  which  they 
are  more  applicable  than  that  presented  by 
a perforated  ulcer. 

Gastrojejunal  Ulcer.  — Gastrojejunal 
ulcers  are  characterized  by  symptoms  and 
signs  similar  to  those  of  duodenal  ulcer. 
Since  medical  treatment  of  these  lesions  is 
only  temporarily  successful,  surgery  is  re- 
garded as  imperative.  The  danger  of  per- 
foration into  the  colon,  with  its  serious 
risks,  adds  to  the  surgical  indication.  Any 
patient,  therefore,  whose  ulcer  symptoms 
persist  after  operation,  or  whose  symptoms 
recur  after  a period  of  comparative  relief, 
should  be  referred  for  surgical  consultation. 

Acute  Intestinal  Obstruction 

Adhesions,  usually  secondary  to  a pre- 
vious operation,  constitute  by  far  the  most 
common  single  cause  of  intestinal  obstruc- 
tion. Hernias,  tumors,  intussusception, 
volvulus,  mesenteric  thrombosis,  gallstones 
and  other  conditions  are  together  responsi- 
ble for  less  than  half  the  cases.  The 
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answer  to  the  question  of  surgical  inter- 
vention depends  solely  upon  whether  the 
obstruction  is  a simple  one  or  whether 
strangulation  has  developed  or  seems  likely 
to  do  so.  Obstructions  in  the  duodenum 
and  jejunum  are  generally  amenable  to  re- 
lief by  intestinal  intubation,  whereas  those 
in  the  ileum  are  prone  to  strangulation.  Un- 
fortunately, the  vast  majority  are  in  the 
latter  location. 

The  three  cardinal  signs,  i.e.,  recurrent 
abdominal  colic  which  begins  and  ceases 
abruptly,  vomiting,  and  distention,  should 
enable  one  to  recognize  an  intestinal  ob- 
struction without  difficulty.  In  the  early 
stage,  these  symptoms  may  be  mild  and  the 
patient  may  not  appear  acutely  ill.  The 
pulse,  respiration,  temperature,  blood  pres- 
sure and  leukocyte  count  may  be  normal 
or  only  slightly  altered.  If  the  obstruction 
is  high,  the  vomiting  may  begin  early  and 
may  be  profuse;  if  the  obstruction  is  low, 
the  vomiting  may  be  fecal  in  character. 
Distention  is  often  apparent  and  is  accom- 
panied by  a gurgling  peristalsis.  Rigidity 
and  tenderness  may  or  may  not  be  present. 
If  the  obstruction  is  produced  by  a tumor 
or  by  an  intussusception,  the  mass  may  be 
detected  by  palpation  alone.  Frequently,  a 
low  abdominal  mass  may  be  discovered  on 
rectal  or  vaginal  examination. 

If  a tumor  or  intussusception  is  respon- 
sible for  the  obstruction,  or  if  strangula- 
tion from  any  cause  is  obviously  incipient 
or  already  established  when  the  patient  is 
first  seen,  surgery  should  be  undertaken  at 
once.  Otherwise,  the  patient  should  be  kept 
under  the  closest  surveillance  while  sup- 
portive treatment  is  given  and  conservative 
efforts  at  reduction  are  being  employed. 
Physical  examination,  repeated  often,  is  of 
first  importance  as  a guide  to  the  progress 
of  the  obstruction.  Scout  films  of  the  abdo- 
men are  useful  for  demonstrating  its  loca- 
tion and  whether  or  not  it  is  increasing.  If 
no  signs  of  reduction  are  apparent  within  6 
to  10  hours,  or,  in  any  case,  at  the  first 
signs  of  strangulation,  surgery  should  no 
longer  be  delayed.  The  danger  signals  con- 
sist of  the  development  of  a constant  abdom- 
inal pain  while  the  attacks  of  colic  become 
less  severe,  more  violent  vomiting,  and  in- 
creased distention,  rigidity  and  tenderness. 


Of  major  importance  is  the  character  of 
the  peristaltic  sounds,  which  become  lower 
in  tone  and  are  heard  less  often.  The 
temperature  and  leukocyte  count  rise  and, 
unless  the  patient  has  been  given  ample 
fluids,  evidences  of  dehydration  are  ob- 
served. As  the  circulatory  crisis  within  the 
abdomen  progresses,  the  patient  goes  into 
shock  and  the  abdomen  becomes  silent  and 
rigid.  At  this  point,  percussion  may  reveal 
evidence  of  free  fluid  within  the  abdominal 
cavity. 

Since  the  majority  of  these  patients  are 
seen  in  the  home  by  the  general  practitioner, 
their  lives  may  depend  upon  his  keenness 
of  observation  and  diagnostic  acumen,  and 
upon  the  promptness  with  which  he  sends 
them  to  the  hospital  and  calls  the  surgeon. 
Carcinoma  of  the  Colon 

Since  carcinoma  of  the  colon  is  purely 
a surgical  disease,  the  problem  with  which 
the  practitioner  is  concerned  is  obviously 
the  diagnosis.  Perhaps  the  chief  requisite 
to  the  recognition  of  the  disease  is  a con- 
stant consideration  of  the  possibility  of 
malignancy  in  every  patient  who  complains 
of  an  intestinal  disturbance  of  any  nature. 

The  outstanding  features  of  colon  car- 
cinoma are  anemia,  toxemia,  constipation, 
perhaps  alternating  with  diarrhea,  abdom- 
inal pain,  often  cramping  in  nature,  and 
the  presence  of  blood  and  mucus  in  the 
stools.  Other  common  manifestations  are 
nausea  and  vomiting,  weight  loss,  weakness 
and  a palpable  mass.  These  symptoms  and 
signs  vary  to  some  extent  according  to  the 
type  and  location  of  the  growth.  Anemia, 
toxemia,  weakness,  weight  loss,  and  di- 
arrhea with  mucus  and  melena  are  sugges- 
tive of  the  fungating  type  of  lesion  with 
extensive  sloughing  and  bleeding  surfaces 
which  is  common  to  the  right  half.  Pain  is 
seldom  associated  with  right  colon  car- 
cinoma unless  obstruction  has  developed, 
though  the  patient  may  complain  of  an 
aching  discomfort.  Not  infrequently,  a 
tumor  on  this  side  is  palpable  and  has  been 
discovered  by  the  patient. 

Constipation  and  a cramping  type  of 
abdominal  pain,  usually  associated  with  dis- 
tention, point  to  obstruction  by  an  annular, 
constrictive  growth  of  the  left  colon.  The 
passage  of  bright  blood  is  also  often  re- 
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ported  by  patients  with  malignancies  on  this 
side.  In  late  cases,  nausea  and  vomiting, 
anemia  and  weight  loss  usually  enter  the 
picture.  If  in  the  sigmoid,  the  mass  may 
be  discovered  on  palpation. 

In  the  differential  diagnosis,  one  must 
consider  appendicitis,  amebiasis,  diverticu- 
litis, ulcerative  colitis,  polyposis  and  spas- 
ticity. In  view  of  the  possible  association 
of  any  of  these  conditions  with  malignancy, 
one  should  not  be  diverted  from  further 
investigation  by  the  discovery  of  one  or 
more.  A concurrent  amebiasis  or  appen- 
dicitis, especially,  because  of  their  high  in- 
cidence, is  likely  to  be  misleading. 

As  a rule,  the  lesion  may  be  recognized 
in  the  roentgenogram.  The  defect  produced 
by  carcinoma,  unless  perforation  has  taken 
place,  is  relatively  short  and  sharply  demar- 
cated proximally  and  distally,  and  the  mu- 
cosal pattern  is  altered  throughout  the  de- 
fect. Non-neoplastic  lesions,  on  the  whole, 
involve  longer  segments  of  the  colon,  the 
demarcation  is  more  gradual,  and  the 
mucosal  relief  differs  from  that  presented  by 
tumors.  Should  any  doubt  exist  as  to 
whether  the  condition  is  surgical,  the  roent- 
genograms should  be  repeated  after  a 
brief  interval.  At  times,  however,  even 
the  most  experienced  roentgenologist  is  un- 
able to  determine  the  exact  nature  of  the 
disease.  The  decision  for  operation  will 
then  depend  upon  the  symptomatic  evi- 
dence and,  in  any  case,  upon  whether  or 
not  the  symptoms  fail  to  subside  and  the 
defect  fails  to  disappear  after  a short  per- 
iod of  treatment. 

Occasionally,  the  roentgenogram  is  en- 
tirely negative,  particularly  if  the  lesion 
is  in  an  early  stage,  and  in  this  event  one 
must  be  guided  solely  by  the  patient’s 
complaint.  Here,  indeed,  must  the  general 
practitioner  be  on  guard  to  avoid  a mis- 
taken diagnosis.  An  unexplained  anemia, 
or  recurrent  attacks  of  abdominal  colic,  for 
example,  require  surgical  consultation.  We 
have  observed  patients  with  colon  carcinoma 
in  whom  anemia  was  the  sole  clinical  evi- 
dence of  the  disease  and  weakness  the  pa- 
tient’s sole  complaint. 

One  at  times  encounters  a patient  with 
an  acute  obstruction  of  the  colon,  as  evi- 
denced by  enormous  distention  and  associa- 


ted with  obstipation.  At  this  stage,  pain 
may  or  may  not  be  present.  These  signs 
are  indications  for  urgent  surgery  to  over- 
come the  obstruction  and  thus  to  prevent 
perforation. 

The  chief  complaint  of  the  patient  with 
rectal  carcinoma  is  usually  a sense  of 
heaviness  in  the  rectum  accompanied  by  at- 
tacks of  diarrhea  with  tenesmus,  and  unre- 
lieved by  evacuation.  The  symptom  which 
brings  the  majority  of  patients  to  the  phy- 
sician, however,  is  the  discovery  of  bright 
blood  and  mucus  in  the  stools.  As  a rule, 
the  bleeding  is  slight,  and  thus  may  be 
attributed  to  hemorrhoids.  Pain  is  seldom 
experienced  in  association  with  a malig- 
nancy of  the  rectum  until  the  growth  has 
metastasized ; it  is  then  severe  and  radiates 
to  the  back  or  down  the  thighs. 

In  the  vast  majority  of  cases,  the  pres- 
ence of  a carcinoma  of  the  rectum  may  be 
determined  by  digital  examination  alone. 
Failing  detection  by  this  means,  the  exam- 
iner should  make  use  of  the  proctoscope  and, 
if  necessary,  the  sigmoidoscope.  In  women 
patients,  a vaginal  examination  will  also 
enable  one  to  estimate  the  extent  of  in- 
vasion of  the  rectal  shelf  and  pelvic  struc- 
tures. If  facilities  for  pathologic  study 
are  available,  a biopsy  should  be  made  as 
a confirmatory  measure. 

It  is  a deplorable  fact  that  patients  with 
colon  and  rectal  carcinoma  do  not  come  to 
the  surgeon  until  about  nine  months,  on 
the  average,  after  the  onset  of  symptoms. 
By  this  time,  the  prospect  of  cure  is  mate- 
rially impaired.  It  has  been  estimated  that 
by  the  end  of  seven  months  the  glands  have 
been  invaded  in  17  per  cent  of  the  cases, 
at  ten  months  in  47  per  cent,  and  at  eleven 
months  in  71  per  cent.  If  this  estimation 
is  correct,  one  can  readily  see  how  vital  is 
the  early  detection  of  the  growth  and 
prompt  surgical  intervention. 

The  only  question  as  to  the  necessity 
for  surgery  in  malignancy  of  the  colon 
arises  when  the  lesion  appears  to  be  so  far 
advanced  that  resection  is  out  of  the  ques- 
tion. Even  so,  exploration  may  at  times 
reveal  that  resection  is  feasible.  In  such 
cases,  the  patient  may  at  least  be  made 
more  comfortable  by  removal  of  the  growth, 
and  occasionally  life  may  be  prolonged  for 
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a surprisingly  long  while.  If  resection  is 
not  possible,  the  surgeon  may  be  able  to 
perform  a palliative  operation  and  perhaps 
thus  afford  the  patient  several  additional 
months  of  comfortable  existence. 

Comment 

In  medical  practice,  as  in  other  fields  of 
endeavor,  none  of  us  is  sufficient  unto 
ourselves.  The  small  block  of  biology 
which  each  specialist  has  carved  out  for 
himself  is  but  one  of  several  which  form 
the  whole  structure  of  medicine.  Every 
specialty  is  inseparably  bound  up  with  all 
the  others,  and  the  field  of  general  practice, 
which  comprises  85  per  cent  of  medical 
care,  may  be  regarded  as  the  cornerstone 
of  that  structure.  Insofar  as  both  the 
specialist  and  the  general  practitioner 
recognize  these  facts  and,  remembering  the 
Biblical  admonition  that  we  are  our  broth- 
ers’ keepers,  remain  alert  to  the  necessity 
for  combining  their  efforts  whenever  the 
occasion  demands,  will  they  be  able  to 
fulfil!  their  mutual  responsibility  to  their 
patients. 

DISCUSSION 

DR.  J.  M.  HIGGINBOTHAM  (Chattanooga): 
Dr.  Sanders’  statement  that  “none  of  us  is  suf- 
ficient unto  ourselves”  very  adequately  expresses 
the  thought  contained  in  his  subject.  The  forma- 
tion of  the  American  Academy  of  General  Practi- 
tioners and  the  recent  addition  by  numerous  hos- 
pitals and  medical  schools  of  staff  membership  and 
training  programs  emphasizing  the  art  and  science 


of  general  practice  is  a major  forward  step  in 
American  medicine. 

Recognition  instead  of  simple  acceptance  has 
been  too  long  delayed  for  the  large  group  of  doctors 
of  medicine  that  adequately  care  for  almost  85% 
of  human  ailments  and  complaints. 

Contrary  to  usual  thought  specialization  has 
been  forced  upon  us.  The  rapid  development  of 
new  principles  of  practice,  the  many  recent  scien- 
tific discoveries  and  their  application  in  the  care 
of  human  disease,  and  the  entire  complex  and 
varied  nature  of  the  modern  concept  of  medical 
practice  has  made  it  impossible  for  anyone  save  a 
mountebank  to  pretend  he  knows  all  and  can  treat 
all— of  course  for  a fee. 

In  my  field,  (general  surgery),  it  becomes  in- 
creasingly apparent  that  the  public  can  recognize 
an  alert  and  progressive  physician.  Referred 
patients  from  this  type  of  practitioner  frequently 
feels  what  I believe  to  be  true.  Their  physical 
and  laboratory  examination  has  been  entirely  ade- 
quate, and  their  doctor  knows  the  diagnosis.  He 
simply  wants  a specialist  for  corrective  purposes. 
The  specialist’s  duty  is:  First,  to  survey  the 
patient  carefully,  correct  the  difficulty  to  the  best 
of  his  ability,  and  then — refer  the  patient  back 
to  his  doctor.  Too  frequently  I fear  that  this  last 
is  not  carried  out. 

This  places  the  surgeon  at  times  in  the  position 
of  being  a “scientific  mechanic.”  However,  I am 
sure  that  everyone  here  realizes  that  the  gi’eatest 
advances  in  modern  surgery  have  been  made  by 
men  who  occupy  this  same  position  most  of  the 
time.  Contribution  to  their  patient’s  welfare 
has  been  made  by  their  professional  associates 
working  along  other  lines  toward  a common  end. 

Therefore,  neither  the  general  practitioner  nor 
the  surgeon  need  feel  inadequate  with  each  other 
or  with  their  own  deficiencies.  Working  in  com- 
bination with  a common  goal,  they  will  accomplish 
the  greatest  amount  for  that  vitally  interested 
individual — the  patient. 
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HEADACHES  OF  THE  GENERAL  PRACTITIONER 

NEUROLOGICAL  AND  PSYCHIATRIC  ASPECTS  OF  THE  PROBLEM  OF 
HEADACHE* 


W.  F.  ORR,  JR.,|  M.D.,  Nashville 

Before  the  problem  of  cause  and  treat- 
ment of  headache  (with  which  this  sym- 
posium concerns  itself)  can  be  comprehen- 
sively discussed,  the  mechanisms  by  which 
these  headaches  can  and  cannot  be  produced 
i should  be  outlined.  It  is  cogent,  but  dif- 
ficult to  define  what  we  mean  precisely  by 
headache.  The  anatomical  delimitation  of 
the  structure  called  the  head  is  variable, 
and  the  definitions  of  the  word  ache  is  next 
to  impossible.  Is  the  local  discomfort  of 
a periapical  abscess  in  the  maxilla  head- 
ache? What  of  first  division  trigeminal 
neuralgia,  or  better  occipital  neuralgia? 
Though  they  must  be  included  in  a strict 
definition  of  the  word,  in  this  short  intro- 
duction the  term  headache  shall  be  reserved 
to  designate  those  discomforts  of  the  head 
(in  its  usually  accepted  sense),  which  seem 
to  the  individual  to  come  from  within, 
though  the  exact  area  of  hurting  usually 
cannot  be  sharply  demarcated.  It  is  trite, 
but  necessary  to  mention,  that  headache 
is  entirely  subjective.  Thus  in  studying 
and  understanding  the  prenomenon  we  are 
constantly  at  the  mercy  of  the  veracity 
(conscious  and  unconscious)  of  our  patients. 

The  number  of  structures  within  the 
cranium  which  can  be  shown  to  contain 
pain  fibers  or  areas  which  on  stimulation 
produce  pain  are  in  truth  few  and  quite 
definite.  The  fascia,  muscle,  skin  of  the 
head  and  its  cavities  however  are  all  po- 
tentially headache  provoking.  How  the 
stimulation  of  these  pain  fibers  produces 
the  consciousness  of  a more  or  less  localized 
ache  is  unknown  (at  least  to  me),  but  it  is 
certainly  mediated  through  one  or  all  of  the 
fifth,  ninth,  tenth  cranial  nerves  and/or 
the  first,  second,  and  third  cervical  nerves 
to  the  thalamus  and  thence  presumably  to 
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fFrom  the  Department  of  Neurology  and  Psy- 
chiatry, Vanderbilt  University  School  of  Medicine. 


the  cortex.  Complicating  the  picture,  how- 
ever, is  the  fact  that  many  or  most  head- 
aches are  not  direct,  but  are  socalled  re- 
ferred pain.  A patient  with  migraine  does 
not  complain  “my  arteries  hurt,”  nor  is  he 
able  to  localize  his  headache  no  matter 
how  severe  except  in  a rough  general  way. 
There  may  be  combinations  of  direct  and 
referred  pain  as  with  a man  who  has  a 
steel  filing  imbedded  in  the  conjunctiva  may 
have  direct  “eye  ache”  and  referred  head- 
ache. 

A chart  of  the  intracranial  structures 
which  are  potentially  headache  provoking 
and  those  which  are  not  reveals  the  follow- 
ing facts : 

Sensitive  to  pain 

1.  Venous  sinuses  and  their  tributaries 

2.  Arteries  of  the  dura  mater 

3.  Dura  mater  (only  at  base  of  brain) 

4.  Cephalic  arteries  (only  at  base  of 
brain) 

5.  Cranial  nerves  V,  IX,  X 

6.  Cervical  nerves  1,  2,  3 
Insensitive  to  pain 

1.  Parenchyma  of  brain 

2.  Most  of  dura  (except  at  base) 

3.  Ependyma  of  ventricles 

4.  Choroid  plexuses 

5.  Os  cranium  and  its  veins 

There  are  four  general  types  of  head- 
aches caused  by  demonstrable  intracranial 
mechanisms.  Low  intracranial  pressure, 
tumor,  histamine,  and  migraine  type  head- 
aches. 

The  first  of  these — the  low  pressure  type 
— is  found  in  its  most  classical  form  fol- 
lowing lumbar  puncture.  It  occurs  in  about 
16%  of  all  lumbar  punctures.  Character- 
istically the  pain  is  quite  severe,  is  often 
accompanied  by  nausea  and  less  frequently, 
vomiting.  The  patient  experiences  consid- 
erable sweating  and  a feeling  of  general 
lassitude.  Manual  pressure  on  the  jugulars 
increases  the  headache  and  most  diagnostic 
of  all,  if  the  patient  lies  prone  or  in  shock 
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position  it  is  rather  quickly  completely  re- 
lieved and  the  patient  remains  comfortable 
so  long  as  he  continues  in  the  recumbent 
position.  However,  if  he  assumes  the  erect 
posture  within  a few  minutes  the  headache 
returns.  The  mechanism  by  which  these 
headaches  are  produced  is  somewhat  as  fol- 
lows: The  removal  of  the  spinal  fluid  and 
the  subsequent  leakage  of  this  fluid  from 
the  rent  in  the  arachnoid  faster  than  it  can 
be  replaced  by  the  choroid  plexuses  causes 
there  to  be  a pull  on  the  great  veins  of  the 
vertex  when  the  patient  is  in  the  erect 
posture.  Further,  the  compensatory  dilata- 
tion of  the  intracranial  veins  tends  to  in- 
crease the  brain  weight  and  thus  augments 
the  tension  on  the  venous  sinuses.  The 
prevention,  therefore,  of  these  headaches  is 
to  so  insert  the  needle  at  the  time  of  punc- 
ture so  that  it  pierces  the  dura  and  pia- 
arachnoid  obliquely  that  automatic  sealing 
of  the  subarachnoid  space  can  occur  and, 
secondly,  to  have  the  patient  lie  prone  or 
in  shock  position  immediately  after  the 
puncture  is  performed  to  allow  this  seal- 
ing to  take  place  under  reduced  pressure. 
Once  the  headache  is  established  treatment 
is  constant  bed  rest  with  forcing  of  fluid 
to  facilitate  the  replacement  (through  the 
choroid  plexuses)  of  the  leaking  spinal  fluid. 

The  second  type  headache  is  that  char- 
acteristically found  associated  with  brain 
tumor.  This  again  is  thought  to  be  due  to 
traction  on  and  distortion  of  the  nearby 
arteries  and  venous  sinuses,  though  in  cases 
in  which  there  is  marked  distortion  of  the 
brain  distant  pain  provoking  structures  may 
be  affected.  These  facts  have  been  demon- 
strated at  times  of  surgical  removal  of  brain 
tumor  in  the  unanaesthetized  patient  when 
a tug  on  the  adjacent  structures  will  re- 
produce the  headache  which  has  been  typi- 
cal of  his  illness.  Though  increased  in- 
tracranial pressure  may  play  a part  in  the 
production  of  headache  in  some  cases  its 
part  is  small  and  probably  secondary,  as 
release  of  pressure  through  lumbar  punc- 
ture usually  does  not  relieve  the  headache 
when  increased  intracranial  pressure  is 
present.  Headache  may  be  intermittent  or 
constant;  the  severity  varies  from  mild  to 
quite  severe  but  it  is  rarely  as  severe  as 
migraine  and  may  often  be  relieved  by 


analgesics.  It  is  usually  worse  in  the 
morning. 

As  to  localizing  value  of  headache  in 
brain  tumor,  according  to  Wolff  tumor  un- 
derlies the  area  of  headache  in  one  third 
of  cases.  This  percentage  of  localization  is 
markedly  increased  if  (1)  intracranial 
pressure  is  not  elevated  and  (2)  if  headache 
is  unilateral.  Headache  is  much  more  fre- 
quent in  posterior  fossa  tumors  than  in 
supratentorial  ones.  Though  headache  is 
a symptom  in  ninety  per  cent  of  brain 
tumors,  statistically  it  is  a rather  insig- 
nificant factor  in  the  differential  diagnosis 
of  headache.  But  to  a patient,  thinking 
of  his  health,  happiness  or  bank  balance 
and  not  of  statistics,  every  persistent  head- 
ache raises  the  awful  possibility  of  a tumor 
on  his  brain.  The  fourth  and  fifth  types  of 
headache  (histamine  and  migraine)  will 
undoubtedly  be  discussed  at  much  greater 
lengths  by  the  allergist,  which  is  to  follow 
on  this  program.  There  is  regrettable 
tendency  (at  least  from  the  point  of  view 
of  the  neurologist)  for  the  allergist  to  claim 
migraine  as  all  his  own.  Though  certain 
migraine  headaches  may  well  be  on  allergic 
basis,  many  of  these  headaches  most  cer- 
tainly are  not.  Not  so  with  histamine  type 
headache,  which  quite  possibly  are  all  on 
an  essentially  allergic  foundation. 

The  differentiation  of  the  two,  however, 
is  not  as  easy  clinically  as  their  assumed 
mechanism  of  production  would  indicate. 
Histamine  type  headache  is  produced  by 
the  dilatation  or  increased  pulsation  of  the 
cerebral  vessels  causing  stimulation  of  the 
pain  fibers  in  their  tunics.  Migraine  is  pro- 
duced by  the  dilatation  and  increased  pul- 
sation of  meningeal  vessels  (often  aberrant 
ones)  and  causes  pain  not  only  by  stimula- 
tion of  the  fibers  in  the  vessel  walls,  but 
also  in  the  dura  itself. 

The  word  migraine  significantly  enough 
is  derived  from  the  Greek  word  hemicrania, 
but  through  etymological  juggling  and  bor- 
rowing between  Latin  and  French  comes 
into  English  in  such  a distorted  and  mis- 
pronounced fashion  that  its  essential  mean- 
ing may  pass  unnoticed.  It  is  in  its  classi- 
cal form  a hemicrania,  pulsating,  throbbing 
in  character  preceded  by  visual  symptoms 
of  varying  type,  terminating  with  nausea 
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and  vomiting  and  followed  by  prostration. 
A sine  qua  non  in  the  diagnosis  is  the 
fact  that  ergotamine  tartrate  in  adeqLiate 
dosage  intravenously  relieves  the  throbbing 
and  usually  the  headache  itself,  though  the 
nausea  and  vomiting  may  be  made  more 
severe.  It  is  thus  often  more  of  a diagnos- 
tic than  a therapeutic  aid. 

Migraine  is  a complex  disease,  involving 
probably  much  more  than  the  dilatation  of 
the  meningeal  blood  vessels  and  far  too 
protean  to  be  adequately  discussed  in  a 
paper  of  this  scope.  It  shows  strong  famil- 
ial tendency  and  its  genetic  tie-up  with 
epilepsy  is  undeniable.  It  is  far  more  fre- 
quent to  find  a family  history  of  migraine 
in  epileptic  patients  than  that  of  epilepsy, 
conversely  a history  of  epilepsy  in  the  ante- 
cedents of  patients  with  migraine  is  not 
unusual  and  the  occurrence  of  the  two  dis- 
eases in  the  same  patient  far  exceeds  the 
expected  probability.  Like  epilepsy  the 
attacks  may  occur  irregularly  and  are  defi- 
nite attacks.  They  are  often  preceded  by 
several  hours  or  even  a day  of  euphoria 
and  increased  psychomotor  activity. 

Ushering  in  the  attack  itself  are  visual 
disturbances,  most  frequently  scintillating 
scotomata,  but  at  times  whirling  wheels  of 
colored  lights  in  one  homonymous  field  or 
the  other,  central  amblyopia — to  mention 
two  of  the  commoner  variants.  The  attack 
may  progress  no  further,  though  usually  it 
is  followed  by  excruciating  headache  (yet 
at  times  it  may  be  surprisingly  mild)  lo- 
cated on  one  side  of  the  head  or  the  other 
(but  it  may  be  generalized).  When  the 
headache  becomes  well  established  the  eye 
symptoms  disappear,  though  other  symp- 
toms may  have  taken  their  place — tingling 
of  the  face  and/or  down  one  side  of  the 
body,  aphasia,  hemiplegia  and  almost  any 
neurological  symptom  one  chooses  to  men- 
tion. At  the  height  of  the  attack  the  con- 
junctiva on  the  affected  side  is  injected 
and  there  may  be  a distinct  redness  of  the 
same  side  of  the  forehead. 

Pressure  on  the  temporal  artery,  if  the 
headache  is  frontal,  or  on  the  occipital  ar- 
tery, if  the  headache  is  in  that  region,  re- 
veals increased  pulsation  of  these  arteries 
and  pressure  on  them  diminishes  the  throb- 
bing character  of  the  headache.  Novocaini- 


zation  of  these  arteries  frequently  relieves 
the  headache  to  a marked  degree. 

The  attack  may  last  from  an  hour  or 
so  to  several  days  and  may  vary  in  inten- 
sity from  time  to  time.  Typically  the  pa- 
tient is  entirely  headache-free  during  at- 
tacks. The  headache  is  entirely  unrelieved 
by  the  usual  analgesics  and  even  codeine 
may  be  ineffective.  The  danger  of  giving 
morphine  for  relief  brings  up  the  problem 
of  inducing  addiction  of  the  drug.  Though 
this  may  undoubtedly  occur,  I have  person- 
ally never  seen  a patient  with  true  migraine 
who  was  an  addict.  Ergotamine  tartrate 
is  of  benefit  in  most  cases,  though  as  has 
been  mentioned  the  vomiting  which  often 
follows  its  administration  is  sometimes 
more  disturbing  to  the  patient  than  the 
headache  itself.  Recently  nicotinic  acid  in 
Hushing  doses  has  been  recommended  and 
seems  to  be  of  some  benefit  in  prophylaxis 
and  possibly  in  aborting  an  attack. 

In  the  practice  of  neurology  and  psychi- 
atry the  most  frequently  encountered  head- 
ache is  that  caused  by  disorder  of  the  emo- 
tional response  of  the  patient.  These  are 
referred  to  as  psychogenic,  functional,  nerv- 
ous, headaches  as  if  the  terms  were  synony- 
mous (which  they  most  assuredly  are  not). 
There  are  three  distinct  types  of  such  head- 
aches, which  from  the  therapeutic  angle 
should  be  distinguished.  The  first  is  that 
associated  with  depressive  reactions,  and 
though  it  is  usually  not  very  severe  it  may 
be  the  complaint  which  brings  the  patient 
to  the  physician.  It  is  generally  complained 
of  as  a constricting,  band  like  headache — 
as  if  something  were  tied  tightly  around 
the  head.  It  is  nearly  always  worse  in  the 
morning  and  better  toward  evening,  but 
occurs  daily.  Accompanying  it  are  the 
signs  of  depression  namely — disturbance  of 
sleep  in  the  form  of  early  waking,  dimin- 
ished appetite,  loss  of  interest  in  things 
generally.  It  will  last  as  long  as  the  de- 
pression lasts  and  therapy  directed  toward 
the  headache  itself  is  sure  to  fail. 

The  second  type  of  emotionally  engen- 
dered headache  is  so  called  tension  headache 
in  which  the  headache  is  simply  a partial 
expression  of  the  patient’s  pent-up  aggres- 
sions. The  pain  is  usually  located  in  the 
occipital  region  and  often  associated  with 
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soreness  and  tightness  of  the  posterior  neck 
muscle.  Unsophisticated  patients  often  say, 
“Doctor,  when  I get  one  of  my  headaches 
the  glands  at  the  back  of  my  neck  swell.” 
These  headaches  usually  are  relieved  by  a 
night’s  sleep  and  occur  more  frequently  in 
the  late  afternoon  or  when  the  patient  is 
subjected  to  an  emotionally  charged  experi- 
ence— a mild  quarrel,  when  they  feel  they 
are  being  imposed  upon,  or  even  the  revisit- 
ing the  scene  of  a previous  humiliation. 
These  headaches  often  respond  miraculously 
to  almost  any  form  of  medication  or  treat- 
ment: Chiropractic,  Christian  Science, 

Naturopathy,  or  a talk  with  Grandma  are 
equally  as  effective ; the  essential  feature  in 
therapy  being  that  the  harassed  individual 

HEADACHE 

HENRY  CARROLL  SMITH,  M.D.*  Nashville 

Internal  Medicine,  Otorhinolaryngology, 
Neurology  and  Ophthalmology  meet  within 
a borderland  of  specialists,  into  which  many 
symptom  groups  lead.  I wish  now  to  ad- 
mit that  Ophthalmology  seems  least  to  rec- 
ognize its  fellow  here.  The  individual  eye 
physician  is  apt  to  divorce  the  eye  from 
the  rest  of  the  body ; while  other  specialists 
may  divorce  him  from  medicine.  Compari- 
son of  ideas  is  always  worthwhile,  and  I 
am,  therefore,  glad  to  be  here  to  represent 
the  specialty  of  Ophthalmology  in  a discus- 
sion of  headache. 

In  what  I have  to  offer,  the  condition  of 
headache  will  be  included  with  other  vari- 
eties of  discomfort  which  might  more  exact- 
ly be  grouped  in  the  classification  of  head 
pain.  It  is  presently  accepted  that  head- 
ache arises  from  traction,  tortion,  pressure 
upon  and  distention  of  blood  vessels  and 
blood  spaces  of  the  meninges  and  cerebrum 
and  of  the  cranial  coverings.  The  sites  of 
origin  of  nerve  impulses  experienced  as 
pain  are  probably  the  walls  of  the  intra- 
cranial blood  vessels  arid  the  perivascular 
tissues.  The  trigeminal  nerve  supplies  these 
structures  anterior  to  a line  drawn  verti- 
cally from  the  ears  across  the  top  of  the 
head ; whereas,  those  posterior  to  such  a line 
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has  found  someone  to  whom  he  can  talk 
without  fear  of  being  blamed,  badgered,  or 
browbeaten  into  a disadvantageous  position. 
They  represent  the  painful  language  of  un- 
spoken hostility. 

The  third  type  is  the  true  neurotic  head- 
ache. In  this  the  headache  is  an  integral 
part  of  the  neurotic  complex.  Reassurance, 
suggestion,  anodynes,  analgesics,  hypnotics, 
opiates,  ergotamine,  histamine,  nicotinic 
acid,  chiropractic  adjustments,  neurosurgi- 
cal procedures  and  even  “faith”  cures  are 
of  no  avail.  These  headaches  are  usually 
continuous,  unvarying  in  intensity  and  un- 
localizable;  no  two  are  alike  except  in  their 
unremitting  persistance. 


are  supplied  by  the  9th  and  10th  cranial 
and  upper  three  cervical  nerves.  Stimula- 
tion of  the  pain-sensitive  structures  an- 
terior to  this  line  will  result  in  pain  in  any 
of  the  regions  supplied  by  the  5th  cranial 
nerve,  and  may,  therefore,  affect  the  eye. 
Pain  from  this  source  is  not  to  be  confused, 
however,  with  pain  of  ocular  origin.  In 
the  latter,  the  sensation  may  originate  in 
the  free  nerve  endings,  with  plexiform  ar- 
rangement of  nerve  fibers,  with  which  the 
epidermis  of  the  skin,  the  cornea,  and  mu- 
cous membranes  are  abundantly  supplied ; 
or  from  the  stimulation  of  afferent  sensory 
fibers  within  the  extra-ocular  muscles,  the 
exact  origin  of  which  is  not  known  ; or  from 
stimulation  of  nerve  endings  contained 
within  the  iris  and  the  ciliary  body.  Head- 
ache of  ocular  origin  results  also  then  from 
stimulation  of  the  trigeminal  nerve,  particu- 
larly its  first  division,  and  is  reflexly  dis- 
tributed along  all  of  its  branches  and  their 
connections.  Of  import  in  the  consideration 
of  neck,  occipital  and  shoulder  pain  attrib- 
uted to  ocular  derangement  are  the  deep 
or  central  connections  of  the  1st  division 
of  the  5th  nerve,  which  pass  far  down  into 
the  cervical  region  to  find  the  great  occipital 
and  other  upper  spinal  nerves.  The  reflex 
symptom  of  nausea,  which  may  be  associa- 
ted with  ocular  pain,  is  explained  by  a con- 
nection with  the  vagus. 
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Pain  restricted  to  the  eyeball  itself  has 
characteristics  related  to  the  ocular  struc- 
tures involved.  Surface  derangements,  that 
is,  of  the  conjunctiva  or  cornea,  will  be 
manifested  by  local  cutting,  scratching  or 
burning  sensation  and,  reflexly  perhaps,  by 
photophobia  and  increased  lacrimation. 
These  stem  from  irritation  of  the  myriad 
free  nerve  endings  in  the  tissues.  Intra- 
ocular disorders  usually  produce  aching  of 
varying  intensity,  the  more  severe,  the 
farther  reflexly  carried  along  the  ramifi- 
cations of  the  1st  division  of  the  5th  nerve. 
This  pain  originates  in  disturbance  of  the 
sensory  nerve  components  of  the  ciliary 
plexus,  which,  lying  beneath  the  iris  and 
ciliary  body,  is  affected  by  spasm  of  their 
musculature,  or  by  pressure  upon  itself. 
Similarly,  anterior  scleral  inflammation 
produces  pain,  the  inflamed  tissue  overlying 
the  ciliary  plexus.  It  is  difficult  to  state 
whether  painful  muscular  contracture  or 
actual  neuralgia  is  responsible. 

The  ophthalmologic  conditions  which  may 
cause  headache  in  the  region  of  the  eye 
itself  and  over  the  area  of  distribution  of 
the  ophthalmic  division  of  the  trigeminal 
nerve  are  acute  dacryocystitis ; trauma  to 
the  eyeball ; iridocyclitis,  acute  glaucoma, 
acute  optic  neuritis,  endophthalmitis ; and 
the  orbital  affections,  such  as  cellulitis  and 
abscess,  periostitis  and  osteomyelitis. 

Unilateral  headache  is  traceable  to  the 
eyes  only  when  monocular  inflammation  or 
ciliary  spasm  or  localized  neuralgia  exists. 

Bilateral  headache  in  whatever  region, 
may  be  of  ocular  origin.  The  majority  of 
ophthalmic  patients  offer  this  complaint; 
and  it  has  been  generally  estimated  that 
the  visual  mechanism  is  responsible,  wholly 
or  in  part,  in  from  60  to  75%  of  these. 
The  discomfort  is  based  upon  eyestrain,  the 
result  of  errors  in  refraction  and  (or)  ex- 
tra-ocular muscle  imbalance.  The  term  eye- 
strain  is  used  in  full  knowledge  of  the  con- 
tempt in  which  it  has  frequently  been  held. 
Symptoms  referable  to  it  have  been  classi- 
fied as  psychosomatic,  or  as  evidence  of  oc- 
ular neurosis. 

Requiring  both  ciliary  and  extra-ocular 
muscle  effort,  hypermetropia,  far-sighted- 
ness) of  more  than  average  degree  leads  in 
disposition  to  ocular  headache.  Astigma- 


tism of  any  type  comes  next;  myopia  (near- 
sightedness) last.  It  has  long  been  taught 
that  slight  astigmatic  error  in  refraction  is 
more  apt  to  produce  discomfort  than  great 
astigmatic  error.  Apparently,  in  the  eternal 
effort  to  secure  a perfect  retinal  image,  the 
accommodative  mechanism  is  encouraged 
to  continued  exertion  by  the  near-success 
it  can  gain  over  a slight  error.  The  futility 
of  any  attempt  to  sharpen  up  the  image  in 
high  astigmatic  errors  is  discouraging 
enough  to  warrant  abandonment  of  the  ef- 
fort. Astigmatism  with  the  axis  other  than 
vertical  or  horizontal  predisposes  to  in- 
creased discomfort.  Here,  it  is  conceivable 
that  the  retinal  image  is  not  “squared  off” 
by  horizontal  and  vertical  lines,  and  that 
this  imperfection  demands  perpetual  focus- 
ing effort.  The  headaches  of  hypermetropia 
and  astigmatism  occur  earlier  in  life  than 
do  those  of  myopia.  The  latter,  arising  more 
from  extra-ocular  muscle  disturbance  than 
from  ciliary  effort,  become  manifest  when 
long-withheld  accommodation — c onver- 
gence  stimulus  has  finally  allowed  latent 
divergence  of  the  visual  axes  to  become  es- 
tablished. 

Anisoiconia  (inequality  in  size  of  monoc- 
ular images)  when  first  described  was 
thought  to  be  a frequent  factor  in  the  pro- 
duction of  ocular  discomfort.  Experience 
has  now  reduced  the  estimated  number  of 
persons  who  actually  have  anisoiconia  to 
a small  per  cent  of  the  patients  examined. 
Before  the  results  of  the  past  seven 
years’  investigation  of  this  condition  can 
be  assessed,  the  physics  of  the  problem 
will  have  to  be  better  understood.  At 
present,  reports  of  investigators  are  at 
variance. 

Deviation,  or  more  correctly,  tendency 
toward  deviation  of  the  visual  axes  from 
parallelism,  causing  continued  effort  to 
maintain  what  we  call  extra-ocular  muscle 
balance,  is  more  often  the  cause  for  head- 
ache than  is  perhaps  realized.  The  dis- 
comfort may  be  characterized  by  feeling 
of  soreness  on  movement  of  the  eyeballs; 
or  by  aching  of  the  eyeballs,  themselves. 
In  surgery  of  these  muscles,  it  is  seen  that 
traction  upon  them  will  immediately  pro- 
duce deep  orbital  pain ; and  that  the  patient 
will  subsequently  complain  of  severe  head- 
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ache.  Esophoria,  (tendency  toward  con- 
vergence) with  or  without  high  hyperopic 
error  in  refraction,  is  always  a possible 
cause  for  the  complaint  in  the  young ; where- 
as, exophoria  (tendency  toward  divergence) 
is  a more  likely  cause  in  older  individuals. 
Hyperphoria  (tendency  toward  vertical 
separation  of  visual  axes)  which  no  muscle 
effort  can  control,  is  a potent  ocular  source 
of  headache;  however,  many  patients  who 
exhibit  this  form  of  imbalance  in  mild 
degree  are  symptom-free,  or  will  gain  re- 
lief from  lenses  simply  to  correct  a refrac- 
tive error,  without  a prismatic  component. 
It  can  be  said  that,  up  to  a certain  age, 
convex  spheres  in  spectacles  for  hyper- 
metropia  invite  exophoria ; and  that  indi- 
viduals, excepting  those  with  esophoria  of 
some  consequence,  who  wear  such  specta- 
cles may  be  expected  to  develop  headache. 
Similarly,  under-correction  of  myopic  er- 
rors in  refraction,  invites  exophoria  and 
discomfort. 

The  pain  of  eyestrain  arises  in  muscle 
contracture — ciliary,  extra-ocular  or  oc- 
cipito-f rontalis ; it  may  by  reflex  be  vari- 
ously located.  The  most  frequent  site  is 
the  frontal  region,  often  immediately  be- 
hind the  eyes.  After  this,  comes  perhaps 
the  occipital  and  suboccipital  region ; then 
the  parietal  and  temporal  areas.  Pain  over 
the  mastoid  tips  and  in  the  neck  is  apt  to 
be  due  to  imbalance  of  the  extra-ocular 
muscles,  since  the  neck  muscles  function 
primarily  to  move  the  head  so  that  the  eyes 
will  be  in  a position  always  to  see  binocu- 
larly. 

For  the  following  reasons  eyestrain  would 
seem  to  merit  consideration  as  a genuine 
cause  of  headache: 

1.  Children  with  errors  of  refraction  and 
muscle  imbalance  have  headache,  which 
is  relieved  by  correcting  lenses  or  orthoptic 
exercises. 

2.  Individuals  whose  occupations  neces- 
sitate daily  close  use  of  the  eyes  develop 
headache. 

3.  Investigators  have  found  that  more 
than  twice  as  many  individuals,  blind  from 
birth,  are  free  from  headache  than  are 
those  with  sight. 

4.  Ocular  pain  and  headache  are  infre- 
quent in  persons  with  monocular  vision. 


5.  Drugs  which  stimulate  contracture  of 
the  intrinsic  ocular  muscles  cause  head- 
ache; whereas,  those  which  paralyze  these 
muscles  relieve  it. 

The  history  related  by  a patient  with 
bilateral  headache  will  often  indict  the  eyes. 
If  the  complaint  is  associated  with  use  of 
the  eyes,  this  is  particularly  so.  However, 
painstaking  examination,  including  the 
optic  fundi,  visual  fields,  extra-ocular 
muscle  balance  and  refraction  may  lead  to 
other  consideration. 

It  has  often  been  said  that  spectacles  are 
not  indicated  for  the  correction  of  minor 
errors  in  refraction.  Excepting  astigma- 
tism, this  may  be  so.  When  no  other  cause 
for  headache  can  be  found,  it  is  perhaps 
wiser  to  prescribe  correcting  lenses  than 
to  dismiss  the  patient  without  offering 
any  help.  This,  of  course,  would  not  ap- 
ply when  psychological  cause  for  the  com- 
plaint was  apparent.  Skillful  refraction, 
and  consideration  for  accommodation  and 
extra-ocular  muscle  balance  before  submit- 
ting prescriptions  for  lenses  should  alter 
the  opinion  now  widely  held,  that  glasses 
are  furnished  too  many  patients  whose 
complaints  are  functional. 

Recognizing  the  “Borderland  of  Rhi- 
nology,  Neurology,  Internal  Medicine,  and 
Ophthalmology,”  we  could  enumerate  the 
pain,  often  severe,  in  the  eye  itself  which 
occurs  in  sphenopalatine  neuralgia ; the 
blurred  vision,  and  diplopia  which  accom- 
pany headache  and  increasing  drowsiness 
in  encephalitis  lethargica;  the  ophthalmos- 
copic findings  which  might  lead  to  discovery 
of  chronic  nephritis  as  the  cause  of  persist- 
ent headache;  the  muscular  asthenia  which 
predisposes  to  ocular  pain  in  hyperthyroid- 
ism ; papilledema,  which  is  sure  to  appear 
in  thrombosis  of  the  cavernous,  or  superior 
longitudinal  or  lateral  sinuses  of  the  brain, 
which  producing  hyperalgesia  of  the 
ophthalmic  division  of  the  5th  nerve,  will 
present  pain  in  the  eye;  ophthalmoscopic 
and  visual  field  changes  which  accompany 
trigeminal  neuralgia  or  simple  headache 
when  certain  types  of  brain  tumors  are 
present;  and  optic  neuritis  with  visual 
loss,  associated  with  pain  on  rotation  of 
the  eyeballs  or  upon  pressure  over  the 
closed  eyelids,  features  of  the  demyelina- 
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ting  nerve  diseases.  Inflammation  of  the 
nasal  accessory  sinuses  can  explain  sore- 
ness on  rotation  of  the  eyeballs,  particularly 
when  frontal  sinusitis  causes  inflammation 
of  the  trochlea  of  the  superior  oblique.  Not 
infrequently  headache  from  sinus  affection 
brings  a patient  first  to  consult  an  Ophthal- 
mologist. 

The  visual  disturbances  and  the  paralysis 
of  extra-ocular  muscles  which  are  features 
of  ophthalmic  and  of  ophthalmoplegic 
migraine  respectively  often  come  to  the 
attention  of  the  ophthalmologist.  The  treat- 
ment of  migraine,  of  course,  belongs  to 
other  specialties,  particularly,  Internal 
Medicine  and  Neurology.  It  might  be  of 
interest  to  mention  here  the  fact  that  the 
recurrent  field  defects  in  ophthalmic  mi- 

OTOLARYNGOLOGICAL  ASPECTS  OF 

GUY  M.  MANESS,  M.D.*  Nashville 

To  best  solve  the  problem  of  headache 
with  its  protean  etiology,  one  should  be 
familiar  with  the  mechanisms  of  its  pro- 
duction as  has  been  previously  outlined. 
We  know  that  headache  is  caused  by  stim- 
ulation of  sensory  nerves  either  outside  or 
inside  the  cranial  cavity.  Those  produced 
inside  the  skull  are  usually  more  severe, 
usually  localized  inside  the  skull  and  should 
be  classified  as  true  headaches  as  com- 
pared to  more  or  less  localized  and  super- 
ficial pains  seen  in  most  otolaryngological 
conditions.  The  neuralgias  are  pains  local- 
ized outside  the  skull,  are  widely  distributed, 
following  the  course  of  one  or  more  of  the 
5th,  9th,  10th  cranial,  or  1st,  2nd,  or  3rd 
cervical  nerves. 

A carefully  detailed  history,  thorough 
examination,  and  proper  consultations  will 
be  valuable  in  solving  the  problem. 

In  regard  to  pain  associated  with  sinusitis 
and  nasal  disease,  it  should  be  remembered 
that  more  often  the  pain  is  felt  at  some 
area  other  than  its  origin.  It  is  referred 
through  peripheral  nerve  branches. 

Experiments  by  McAuliffe,  Goddell,  and 
Wolff  show  that  the  nasal  mucosa  near  the 
ostia  of  the  sinuses  is  much  more  sensitive 


*From  the  Department  of  Surgery,  Vanderbilt 
University,  School  of  Medicine. 


graine  may  rarely  become  permanent ; and 
that  the  recurrent  extra-ocular  muscle 
palsies  of  ophthalmoplegic  migraine  may 
also  become  permanent. 

In  summary,  headache  of  ocular  origin 
may  be  classified  under  three  etiological 
headings : 

1.  Inflammatory  conditions  of  the  eyes 
and  adnexa. 

2.  Errors  in  refraction. 

3.  Extra-ocular  muscle  imbalance. 

When  one  of  these  obtain,  the  Ophthal- 
mologist is  not  necessarily  excluded  from 
the  field.  There  are  numerous  ocular  signs 
and  symptoms  which  may  accompany  dis- 
orders other  than  ocular  in  which  head- 
ache is  a feature. 

THE  PROBLEM  OF  HEADACHE 

to  pain  than  the  mucosa  inside  the  sinuses. 
The  structures  inside  the  nasal  passages 
are  much  more  sensitive  than  the  sinus 
mucosa.  A very  significant  finding  was 
that  stimulation  of  structures  inside  the 
nasal  passages  and  sinuses  never  caused 
occipital  pain.  Stimulation  inside  the 
sphenoid  sinus  caused  pain  in  the  vertex. 
They  thought  that  pain  in  the  back  of  the 
neck  is  due  to  contraction  of  the  cervical 
muscles,  and  should  be  classed  as  a myalgia. 

Stimulation  of  the  structures  in  the  nasal 
passages  is  probably  the  largest  factor  in 
causing  pains  about  the  head  that  can  be 
attributed  to  nasal  or  sinus  origin. 
This  is  usually  secondary  to  sinus  disease, 
but  may  be  due  to  other  causes  resulting 
in  inflammation,  congestion,  pressure,  or 
irritation  causing  stimulation  of  the  nerve 
endings  of  the  nasal  mucosa.  A septal  spur 
or  deviation  is  capable  of  causing  pain  by 
pressure  stimulation.  Tumors  are  a pos- 
sible source  of  pain.  Disease  in  the  sinuses 
without  blockage  of  the  ostia  or  secondary 
changes  of  the  intranasal  structure  seldom 
cause  severe  headache.  If  the  ostia  are 
blocked  from  any  of  several  causes,  and 
accumulation  of  pus  under  pressure  occurs, 
then  headache  is  to  be  expected.  The  so- 
called  vacuum  sinus  headache  may  occur 
(without  infection)  with  a blocked  ostium 
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and  partial  absorption  of  air  in  the  sinus 
creating  a partial  vacuum  and  as  a result 
stimulation  of  the  nerve  endings  in  the 
sinus.  This  type  of  headache  is  quickly 
relieved  by  shrinking  the  tissues  around 
the  ostium  permitting  air  to  enter  the  sinus. 
Most  sinus  headaches  are  at  least  tempo- 
rarily relieved  by  shrinking  the  nasal  mu- 
cosa with  a suitable  astringent.  This  proce- 
dure either  relieves  the  intranasal  pressure 
stimuli  or  the  intrasinus  stimuli  which  are 
created  by  positive  or  negative  pressures. 
If  the  ostia  cannot  be  opened  by  this  meth- 
od, a sinus  puncture  followed  by  irrigation 
should  relieve  the  pain.  Seldom  is  stronger 
sedation  than  codeine  and  aspirin  necessary 
to  relieve  headache  of  sinus  or  intranasal 
origin. 

In  general,  headache  of  sinus  origin  is 
described  as  a definite  pain  and  has  a 
definite  general  localization  depending  on 
the  sinus  or  sinuses  involved.  It  is  not  a 
vague  general  headache  which  the  patient 
can't  describe  or  locate.  The  pain  may  be 
over  the  involved  sinus  or  referred  to  an- 
other area.  There  may  or  may  not  be 
tenderness  over  the  involved  sinus. 

Most  sinus  headache  is  intermittent  un- 
less there  is  a complete  blockage  of  the 
ostia  for  a prolonged  period.  The  pain  is 
more  often  present  in  the  mornings  and 
wears  oft’  in  the  afternoons.  Increase  in 
venous  pressure  as  occurs  on  coughing, 
sneezing,  hawking,  bending  forward,  over 
exertion,  or  reclining  usually  increases  the 
sinus  pain.  Pain  in  frontal  sinusitis 
is  usually  over  the  sinus  and  radiates  up- 
ward. Pain  in  sphenoid  sinusitis  is  in  the 
vertex  on  the  same  side  of  involvement 
or  may  be  referred  to  the  eye  or  ear.  Max- 
illary sinusitis  causes  pain  over  the  involved 
sinus  or  may  be  in  the  upper  posterior 
teeth  or  over  or  behind  the  eye.  Ethmoid 
sinusitis  causes  pain  in  and  behind  the  eyes 
or  in  the  temporal  region.  Movements  of 
eyes  may  cause  pain  in  ethmoiditis. 

Allergic  headaches  are  frequently  seen  by 
the  Otolaryngologist.  They  are  left  for 
the  consideration  of  the  Allergist. 

The  neuralgias  cause  pain  of  the  typical 
neuralgic  intermittent  lancinating  charac- 
ter and  follow  the  distribution  of  the  5th 
or  the  branches  of  the  9th  and  10th  cranial 


nerves,  or  of  the  upper  three  cervical  nerves. 
There  may  or  may  not  be  demonstrable  or- 
ganic disease  to  explain  the  etiology. 

The  classical  neuralgia  is  that  of  one  or 
more  branches  of  the  5th  nerve  causing 
true  tic  douloureux.  The  character,  sever- 
ity, distribution,  and  presence  of  a trigger 
zone,  together  with  the  elimination  of  dental 
or  other  disease  where  pain  might  be  re- 
ferred through  the  nerve  establishes  the 
diagnosis. 

Herpes  zoster  causes  typical  neuralgia 
of  any  of  the  nerves  subject  to  this  condi- 
tion. It  occurs  prior  to  formation  of  the 
vesicles  and  may  persist  long  after  the 
vesicles  have  healed. 

Post  occipital  neuralgia  occurs  in  the 
posterior  cervical  branches  of  the  upper 
three  cervical  nerves.  It  most  frequently 
occurs  in  the  aged. 

Superior  laryngeal  neuralgia  is  very 
rare.  The  trigger  zone  is  usually  in  the 
pyriform  sinus.  There  is  sharp  pain  in  the 
larynx  or  it  may  be  referred  to  the  ear. 
It  is  activated  by  talking,  swallowing,  or 
touching  the  trigger  zone  with  an  applica- 
tor. 

Ninth  cranial  nerve  neuralgia  resembles 
trigeminal  neuralgia  except  it  follows  the 
course  of  the  9th  nerve.  The  trigger  zone 
is  usually  on  the  side  of  the  pharynx,  usual- 
ly slightly  above  the  superior  portion  of  the 
tonsil.  The  pain  is  felt  in  the  tonft1. 
palate,  base  of  tongue,  and  in  the  ear.  The 
pain  in  the  ear  is  referred  through  the 
tympanic  branch  (Jacobson’s  nerve)  of  the 
9th. 

Sphenopalatine  ganglion  neuralgia  is 
thought  to  be  due  to  irritation  of  the 
sphenopalatine  ganglia  or  any  of  its 
branches.  It  causes  the  typical  lower  half 
headache  described  by  Sluder.  This  so- 
called  Sluder’s  syndrome  often  arouses 
controversy  as  to  its  etiology.  It  is  prob- 
able that  many  cases  diagnosed  as  spheno- 
palatine neuralgia  are  caused  by  either 
vasodilatation  of  the  external  carotid  ar- 
tery, its  branches,  or  by  a histaminic  cephal- 
gia. The  sphenopalatine  neuralgic  pain 
involves  the  bridge  of  the  nose,  the  eye, 
temporal  area,  mastoid  area,  and  may  radi- 
ate to  the  occiput  and  down  the  neck  and 
shoulder.  There  may  be  pain  in  the  pharynx 
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and  soft  palate.  The  typical  attack  should 
be  relieved  by  applying  cocaine  over  the 
ganglion,  or  injecting  the  ganglion  with 
novocaine.  The  point  of  injection  is  just 
posterior  and  superior  to  the  posterior  tip 
of  the  middle  turbinate. 

Vidian  nerve  neuralgia  simulates  spheno- 
palatine neuralgia.  Since  the  vidian  nerve 
is  in  close  proximity  to  the  floor  of  the 
sphenoid  sinus,  the  neuralgia  is  thought  to 
be  caused  by  disease  in  that  sinus.  The 
pain  may  be  relieved  by  injection  of  about 
1 cc.  of  2%  pontocaine  in  the  sphenoid 
sinus. 

Dental  neuralgias  cause  pain  in  the 
nerve  branches  supplying  the  part  involved. 
Reflex  pain  in  the  ear  and  mastoid  area  fre- 
quently occurs  in  disease  or  impactions  of 
the  second  and  third  molar  teeth.  The  pain 
is  referred  through  the  9th  nerve.  It  may 
be  very  intense. 

There  is  always  the  problem  of  the  psy- 
chogenic neuralgias.  The  diagnosis  hinges 
on  the  vagueness  of  distribution,  multiplic- 
ity of  areas  involved  and  other  evidence 
of  psychogenic  disturbances. 

Headache  of  aural  origin  usually  is  fair- 
ly well  localized. 

Two  types  of  pain  in  the  region  of  the 
ear  or  mastoid  are  recognized.  It  is  not  dif- 
ficult to  distinguish  between  the  two  types. 
The  first  type  is  neuralgic  in  character  and 
is  almost  always  intermittent,  sharp  shoot- 
ing, or  lightning  type  of  pain.  This  neural- 
gic type  of  pain  is  referred  from  some  other 
source  than  the  ear  or  temporal  bone.  The 
second  type  is  continuous  aching,  throb- 
bing, or  boring  in  character  and  is  caused 
by  aural  or  temporal  bone  disease. 

Otalgia  or  the  neuralgic  type  of  pain  in 
the  ear  or  its  proximity  may  occur  from 
(1)  dental  disorders,  (2)  throat,  as  seen  in 
lesions,  (infections,  neoplastic,  or  other- 
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It  falls  to  my  lot  to  call  attention  to  a 
variety  of  “medical”  or  systemic  conditions 
in  which  headache  or  head  pain  may  be 
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wise)  involving  the  nasopharynx,  pharynx, 
tonsils,  and  laryngopharynx,  (3)  mumps, 
(4)  Bell’s  palsy,  (5)  herpes  zoster  oticus 
(Ramsey  Hunt  syndrome),  (6)  sphenopala- 
tine neuralgia,  (7)  loud  noises  (environ- 
mental), (8)  Mandibular  joint  disturbance 
as  seen  in  malocclusion  or  disease  of  the 
joint  itself,  (9)  vidian  nerve  neuralgia  re- 
ferred through  the  vidian  nerve  and  the 
greater  superficial  petrosal  nerve,  (10) 
neuralgia  of  the  auricular  branch  of  the 
vagus. 

Pain  or  headache  caused  by  aural  dis- 
ease is  usually  localized  to  the  ear,  mas- 
toid region,  or  temporal  area  but  may  be 
rather  indefinitely  distributed  over  most 
of  the  head  on  the  side  of  involvement. 

Pain  of  aural  origin  is  caused  by  (1)  ex- 
ternal infections  of  the  ear.  They  are 
usually  obvious  on  inspection.  (2)  middle 
ear  infections  causing  pressure  on  and  ir- 
ritation of  the  tympanic  nerves,  (3)  posi- 
tive or  negative  pressure  as  seen  in  aero- 
otitis,  (4)  Malignancies  of  the  external 
or  middle  ear,  (5)  mastoid  infection  with 
pus  or  exudate  that  is  under  pressure,  (6) 
intracranial  extensions  such  as  extradural 
or  perisinus  abscess,  brain  abscess,  or  Men- 
ingitis, (7)  extensions  of  infection  to  the 
apex  of  the  temporal  bone  causing  a petro- 
sitis usually  causes  a deep  boring  pain  in 
the  temporal  area  or  eye  of  the  side  of  in- 
volvement. A 6th  nerve  paralysis  frequent- 
ly occurs.  (8)  Otitic  hydocephalus,  a con- 
dition occasionally  present  with  middle  ear 
or  mastoid  disease  is  of  unknown  etiology. 
There  is  an  increased  intracranial  pres- 
sure without  evidence  of  infection  or  a 
space  occupying  mass.  It  is  associated  with 
intermittent  headaches  and  vomiting  and 
usually  responds  to  repeated  lumbar  punc- 
tures. 


prominent.  Though  it  may  be  only  one  of 
a number  of  symptoms  in  the  diseases  to 
be  mentioned,  headache  commonly  is  the 
presenting  symptom.  One  can  recall  in- 
stances of  most  of  these  diseases  in  which 
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the  symptom  leading  the  patient  to  ask  for 
medical  attention  was  persistent  and  at 
times  intractable  headache.  The  diseases 
in  which  the  symptom  of  headache  may  be 
prominent  may  be  grouped  into  several 
categories. 

Fever.  Though  we  commonly  associate 
fever  with  infection  we  have  an  opportunity 
to  study  it  as  an  uncomplicated  physiologic 
disturbance  in  the  instance  of  artificial 
fever.  This  may  be  done  in  the  patient 
treated  in  the  hypertherm  or  fever  cabinet. 
A patient  treated  by  heat  suffers  from  head- 
ache, often  occipital  in  location  of  a deep, 
dull  aching  character.  The  cause  of  such 
a headache  is  no  doubt  of  vascular  origin. 
Salt  deprivation  does  not  enter  into  it  for 
sodium  chloride  levels  are  kept  up  by  in- 
fusion. It  has  been  shown  that  in  head- 
aches associated  with  fever  the  increase  and 
decrease  of  the  intensity  of  the  pain  paral- 
lels the  amplitude  of  the  pulsation  in  the 
cranial  arteries  demonstrating  the  factor  of 
dilatation  or  constriction  in  the  production 
of  headache. 

Acute  Infections  also  are  commonly  ac- 
companied by  headache.  The  complaint  is 
usually  that  of  pain  of  diffuse  distribution 
and  often  of  a throbbing  nature.  Though 
we  generally  meet  fever  in  acute  infection, 
the  headache  in  my  opinion  is  not  neces- 
sarily of  febrile  origin,  since  it  is  common 
in  infections  with  only  slight  fever,  as  in 
mild  influenza  and  other  acute  virus  in- 
fections, infections  without  local  naso- 
pharyngeal disease  to  account  for  head- 
ache. Though  Wolff  feels  that  head- 
ache in  acute  infections  and  sepsis  is  prob- 
ably due  to  distension  of  intracranial  ar- 
teries as  in  the  histamine  type,  I wonder  If 
a portion  of  it,  especially  in  the  relatively 
afebrile  patient,  is  not  due  to  the  generalized 
muscular  aching,  especially  that  referred 
to  the  neck  muscles. 

Unquestionably  in  many  if  not  in  most 
instances  of  acute  infection  the  headache 
is  really  a reflection  of  both  the  factors 
just  mentioned — infection  plus  fever.  Thus 
the  patient  with  typhoid  fever,  lobar  pneu- 
monia, malaria  and  the  like  may  complain 
bitterly  of  a headache  often  with  frontal 
and  again  with  occipital  localization.  Such 
a headache — notably  in  typhoid  fever — 


may  bring  the  patient  to  the  attention  of 
the  physician  as  the  presenting  symptom. 

1 can  recall  in  the  days  when  much  more 
typhoid  fever  was  seen,  that  ambulant 
cases  were  suspected  and  subsequently 
diagnosed  upon  this  complaint  alone. 

Meningitides.  In  addition  to  headache 
as  a symptom  of  acute  systemic  infection,  it 
may  be  a prominent  part  of  the  clinical 
picture  of  those  infections  having  a pre- 
dilection for  the  central  nervous  system. 

Meningococcic  meningitis  is  the  first  and 
most  common  to  come  to  mind.  Unless  one 
is  dealing  with  the  fulminant  type  of  men- 
ingococcal infection,  headache  is  a constant 
and  prominent  symptom.  Commonly  it  is 
the  complaint  bringing  the  physician  to 
the  patient’s  home. 

The  headache  of  meningococcic  menin- 
gitis is  persistent  and  frequently  agoniz- 
ing. Commonly  it  is  referred  to  the  occipital 
area,  and  is  increased  by  shaking  of  the 
head  or  body  and  may  be  accompanied  by 
photophobia. 

Portions  of  the  dura  at  the  base  of  the 
brain,  dural  and  cerebral  arteries  at  the 
base  and  tributaries  of  the  venous  sinuses 
and  certain  cranial  nerves  are  sensitive  to 
pain.  If  one  recalls  the  pathologic  picture 
of  meningococcic  meningitis  at  necropsy  it 
is  well  understood  why  pain  is  caused 
thereby.  The  congestion,  swelling  and 
purulent  exudate  of  and  about  these  sensi- 
tive structures  certainly  must  result  in 
pain.  Furthermore,  local  inflammation  has 
been  shown  to  lower  the  threshold  to  pain  in 
an  involved  area.  Since  meningeal  inflam- 
mation involves  the  meninges  in  the  pos- 
terior fossa  and  the  upper  cervical  roots 
the  characteristic  muscle  spasm  and  rigid- 
ity of  the  neck  are  easily  accounted  for. 

In  the  other  coccal  meningitides  the  clin- 
ical and  pathologic  picture  is  the  same  or 
very  similar. 

In  virus  diseases  of  the  neuraxis  the  evi- 
dences of  meningeal  inflammation  are  not 
as  dramatic  as  in  the  coccal  infections.  Thus 
though  headache  is  almost  universal  in 
lymphocytic  chorio-meningitis  and  in  an- 
terior poliomyelitis,  it  lacks  the  exquisite 
pain  of  coccal  meningitis. 

In  tuberculous  meningitis  we  again  ex- 
pect to  see  the  evidences  of  basilar  involve- 
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ment  so  often  indicated  by  the  signs  of 
cranial  nerve  affection.  The  headache  as 
in  the  other  meningitides  is  referred  to  the 
occiput  with  accompanying  rigidity  of  the 
neck  muscles.  If  the  patient  is  old  enough 
to  describe  his  symptoms  adequately  it  will 
be  found  that  the  pain  may  be  of  progres- 
sively increasing  intensity  over  the  days. 

Syphilitic  meningitis  of  the  acute  variety 
in  early  disease  may  simulate  in  its  abrupt 
onset  coccal  meningitis.  If,  as  is  usually 
the  case,  it  is  of  slower  development  it  may 
be  of  a course  simulating  tuberculous  dis- 
ease. In  the  more  localized  and  chronic 
form  of  late  disease  it  lacks  the  intense  pain 
and  diffuse  or  occipital  localization.  Rather 
it  may  be  of  a dull  but  quite  constant  pain 
often  related  to  the  parietal  regions.  It 
is  well  to  remember  that  this  type  of  clin- 
ical picture  may  bring  the  patient  with 
early  paresis  to  the  physician. 

The  explanation  of  the  cause  of  pain  in 
meningeal  involvement  of  whatever  type 
has  been  indicated  by  the  discussion  of 
meningococcic  meningitis. 

Next  in  frequency  to  infection  and  fever, 
headache  is  encountered  in  the  field  of 
vascular  diseases. 

Arteriosclerosis  of  the  cerebral  vessels  is 
accompanied  commonly  by  headache  of  a 
characteristic  type.  Thus  the  aged  patient 
frequently  complains  of  a dull  diffuse  ach- 
ing on  arising  in  the  morning.  This  often 
lasts  until  mid-morning  and  is  commonly 
accompanied  by  dizziness. 

The  explanation  of  the  cause  of  head- 
ache due  to  cerebral  arteriosclerosis  is  not 
clear  though  anoxia  may  be  a factor.  At 
high  altitudes  or  upon  exposure  to  carbon 
monoxide  for  example  headache  may  be 
prominent  on  the  basis  of  anoxia.  The  pa- 
tient having  diffuse  cerebral  arteriosclerosis 
presumably  may  suffer  from  some  degree 
of  anoxia.  Usually  the  headache  of  the 
arteriosclerotic  patient  is  not  of  the  throb- 
bing type  but  rather  is  dull  being  relieved 
by  probably  the  vascular  dilatation  caused 
by  flushing  doses  of  nicotinic  acid.  Pos- 
sibly this  relieves  anoxia. 

Though  arterial  hypertension  is  common- 
ly accepted  as  an  important  cause  of  head- 
ache, I feel  that  this  is  seized  upon  as  a 
ready  explanation  rather  more  often  than 


it  occurs.  The  presense  of  moderate  and 
even  marked  levels  of  hypertension  need  not 
explain  every  associated  headache.  I am 
sure  that  many  of  the  instances  of  this 
symptom  found  in  persons  with  hyperten- 
sion are  of  the  “tension”  type — occipital 
pain  with  spastic  neck  muscles.  The  very 
fact  that  the  patient  has  essential  hyper- 
tension makes  him  an  excellent  candidate 
for  tension  headache,  both  being  expres- 
sions of  psychologic  maladjustment.  Such 
patients  often  have  had  the  migraine-type 
of  headache  for  years  before  hypertension 
developed. 

True  hypertensive  headache  is  not  related 
to  the  level  of  blood  pressure  at  a given 
time,  but  rather  to  changes  in  the  level 
of  the  blood  pressure.  Thus  the  patient 
with  a labile  blood  pressure  is  more  prone 
to  be  troubled  with  headache  than  one 
who  has  a constant  systolic  pressure  of  say 
220  mm.  Statistically  speaking,  only  30- 
50%  of  patients  with  hypertension  admit- 
tedly have  headaches.  The  patient  with 
chronic  nephritis  and  a compensatory  con- 
stant systolic  pressure  of  210-220  mm.  com- 
monly is  free  of  headache  whereas  the 
patient  with  “essential”  hypertension  de- 
pendent upon  lability  of  the  autonomic 
nervous  system  may  have  frequent  head- 
aches as  his  blood  pressure  fluctuates  from 
160  to  200  mm. 

The  hypertension  headache  is  often  se- 
vere, may  be  of  acute  onset  with  blood 
pressure  variations.  In  character  the  pain 
is  throbbing,  felt  frontally  and  over  the 
temporal  regions  to  the  vertex  and  behind 
the  eyes. 

These  characteristics  of  the  headache  due 
to  hypertension  can  be  well  understood  in 
Wolff’s  explanation  on  the  basis  of  the 
contractile  state  of  the  branches  of  the 
external  carotid  artery.  A vessel  only 
slightly  relaxed  would  not  distend  much 
and  not  to  the  point  of  pain  unless  the 
pressure  level  were  raised.  Thus  the  fluc- 
tuations in  arterial  hypertension,  as  indi- 
cated before,  are  important.  He  shows  that 
there  is  an  increased  amplitude  of  pulsa- 
tion of  the  cranial  arteries  in  hypertensive 
headache.  This  can  be  relieved  by  pressure 
on  the  temporal,  frontal,  supraorbital  or 
occipital  arteries,  or  by  use  of  ergotamine 
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tartate.  Ligation  of  the  middle  meningeal 
or  of  the  temporal  arteries  does  the  same 
temporarily.  Sympathectomy  for  hyper- 
tension increases  the  blood  volume  in  the 
splanchnic  bed  by  dilatation  and  thus  pre- 
vents the  fluctuations  in  blood  pressure 
which  caused  the  pain.  In  symptomatic 
treatment  a reduction  of  psychogenic  fac- 
tors, sedatives  and  rest  are  essential. 

Rare  by  comparison  to  cerebral  arte- 
riosclerosis and  arterial  hypertension  is  the 
vascular  accident,  dramatically  associated 
with  head  pain — subarachnoid  hemorrhage. 
If  the  patient  does  not  lose  consciousness 
he  describes  a sudden  onset  of  pain  at  the 
base  of  the  skull  as  if  he  had  been  struck 
a blow  at  this  site.  Nuchal  rigidity,  diz- 
ziness, vomiting  and  loss  of  consciousness 
are  the  usual.  Pain  may  radiate  to  the 
lower  back  and  thighs.  The  rupture  of  an 
atherosclerotic  or  aneurismally  dilated  ves- 
sel at  the  base  of  the  brain  is  sufficient 
explanation  of  the  sudden  onset  of  pain. 
The  cerebral  and  dural  arteries  at  the  base 
are  pain  sensitive.  In  addition  there  is  the 
irritating  factor  of  extravasation  of  blood 
in  the  basilar  dura  which  is  also  sensitive. 

Temporal  Arteritis  is  a rare  inflammatory 
disease  of  the  temporal  artery  associated 
with  pain  and  hyperalgesia  of  the  scalp 
and  tenderness  of  the  artery.  There  are 
the  constitutional  manifestations  of  infec- 
tion and  relief  by  excision. 

Disturbances  in  the  biochemical  field  are 
commonly  accompanied  by  headache. 
Though  there  are  numerous  examples  of 
this,  only  several  commonly  encountered 
will  be  mentioned. 

In  uremia,  not  necessarily  accompanying 
high  levels  of  hypertension  headache  may 
be  prominent.  It  is  described  as  a dull, 
diffuse  type,  and  nausea  and  vomiting  are 
frequent.  (The  latter  need  not  be  due  to 
headache  since  such  symptoms  are  common 
in  uremia  even  if  headache  is  absent.)  The 
physician  should  realize  that  time  and 
again  it  is  headache  which  takes  the  uremic 
patient  to  the  doctor.  In  uremia  the  spinal 
fluid  may  be  under  increased  pressure.  This 
plus  some  degree  of  cerebral  edema  prob- 
ably causes  displacement  of  the  venous 
sinuses  or  a tug  upon  the  arteries  and  thus 
accounts  for  the  pain. 


Salt  deprivation  induced  by  excessive 
sweating  as  in  exposure  to  heat,  and  in 
drenching  sweats,  may  be  accompanied  by 
a dull  headache  referred  to  the  temporal 
and  frontal  areas.  It  is  quickly  relieved  by 
salt  and  water  though  not  by  fluids  alone. 
Most  likely  salt  and  water  loss  leads  to  de- 
hydration of  intracranial  tissues  with  re- 
sultant traction  upon  vessels.  Restoration 
of  normal  pressure  relationships  quickly 
correct  these  symptoms. 

In  acidosis,  best  exemplified  in  that  of 
diabetes  mellitus,  a prominent  symptom 
bringing  the  patient  to  the  physician  may 
be  headache  often  associated  with  drowsi- 
ness. Dehydration  accompanies  such  a 
state  and  thus  the  mechanism  of  the  pro- 
duction of  symptoms  probably  will  be  the 
same  as  in  salt  deprivation. 

Severe  hypothyroidism  or  myxedema  may 
have  associated  headache  probably  from 
anoxia  and/or  edema  of  intracranial  tis- 
sues. 

Disease  of  the  cranium  may  lead  to  pain 
referred  to  the  head  locally  or  diffusely. 
Lesions  of  bone  cause  pain  by  an  expanding 
process  in  the  marrow  with  erosion  of  tin 
inner  or  outer  table.  Extension  to  and 
through  the  outer  table  will  lead  to  involve- 
ment of  the  scalp  structures  and  resultant 
pain,  whereas  extension  through  the  inner 
table  may  involve  pain  sensitive  venous 
sinuses  or  the  dura. 

Neoplastic  or  related  processes  involving 
the  bones  of  the  skull  may  be  multiple 
myeloma,  one  of  the  various  leukemias,  and 
metastatic  carcinoma. 

Of  the  inflammatory  bone  lesions  only 
one  need  be  mentioned  here,  the  granuloma 
met  rather  often  in  the  past,  the  syphilitic 
gumma.  This  is  actually  an  expanding 
lesion  eroding  inner  or  outer  table  or  both 
and  thus  is  capable  of  producing  pain  just 
as  does  a neoplastic  tumor. 

The  headache  accompanying  expanding 
bone  lesions  is  more  or  less  constant  from 
aching  to  severe  pain.  I can  recall  several 
patients  with  acute  leukemia  having  ex- 
cruciating and  constant  head  pain.  In  dif- 
fuse involvement  of  bone  the  pain  may  be 
rather  widespread,  though  as  is  to  be  ex- 
pected, the  pain  is  quite  sharply  localized 
at  times.  The  pain  from  gumma  need  not 
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be  constant.  It  is  described  as  occurring 
particularly  at  night,  though  I am  not  so 
sure  that  this  is  true.  Tenderness  of  the 
skull  is  demonstrated  by  percussion  or  tap- 
ping of  the  skull. 

The  diagnosis  of  tumors  of  the  cranial 
bones  must  be  reached  by  the  use  of  the 
X-ray,  serologic  tests  for  syphilis,  blood 
studies  and  search  for  hyperglobulinemia 
and  for  Bence-Jones  bodies  in  the  urine.  In 
the  absence  of  any  of  these  there  must  be 


a search  for  a primary  tumor  as  a source 
for  metastases. 

Little  need  be  said  concerning  treatment 
in  the  case  of  headaches  associated  with 
systemic  disease.  An  understanding  of  the 
cause  makes  the  treatment  quite  obvious. 

Of  greatest  importance  is  the  recognition 
of  the  symptom  of  headache  as  a manifesta- 
tion of  systemic  disease,  especially  if  for  a 
time  it  is  the  only  symptom. 
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EDITORIAL 


Loyalty? 

Your  attention  is  called  to  an  editorial 
reproduced  from  the  June  North  Carolina 
Medical  Journal.  This  editorial  was  pro- 
voked by  an  address,  also  published  in  the 
same  issue,  by  Dr.  Hugh  Morgan  of  Nash- 
ville. The  North  Carolina  Medical  Society 
celebrated  its  sesquicentennial  this  year. 
The  program  of  the  annual  meeting  natu- 
rally was  supposed  to  emphasize  the  ad- 
vances made  in  medicine  during  the  one 
hundred  fifty  years  since  the  society’s  or- 
ganization. 

Dr.  Morgan  was  invited  to  be  a guest 
speaker.  The  subject  he  submitted  to  the 
program  committee  was  “Then  and  Now.” 
After  the  programs  were  published,  the 
guest  speaker  changed  his  subject  to  “Re- 
flections, Protestations,  and  Suggestions  of 
a Member  of  the  Loyal  Opposition.” 

We  are  really  surprised  at  the  misuse  of 
the  word  “Loyal”  in  the  title  and  in  the  text 
of  the  address.  If  left  to  a vote  of  the 
American  Medical  Association,  there  might 
be  some  members  of  the  “Committee  of 
Four  Hundred”  who  would  in  self-defense 
contend  that  Dr.  Morgan  and  all  the  other 
fellow  members  of  their  self-appointed  com- 
mittee were  “loyal”  years  ago  when  their 
attack  was  made  on  the  American  Medical 
Association  in  1932.  However,  the  whole 
profession  would  then  have  voted  four  hun- 
dred to  one  against  accusing  any  committee 
member  of  any  slight  degree  of  loyalty. 


But  why  go  back  to  the  “Committee  of 
400”  to  challenge  the  loyalty  of  anyone? 
Last  December  the  House  of  Delegates  of 
the  American  Medical  Association  requested 
each  of  its  loyal  members  to  contribute 
twenty-five  dollars  to  an  educational  cam- 
paign to  preserve  the  American  people  from 
a system  of  medical  care  variously  called 
“state  medicine,”  “socialistic  medicine,” 
“political  medicine,”  and  “communistic 
medicine.”  By  whatever  name  it  may  be 
called,  the  proposed  plan  would  radically 
change  American  medicine  to  the  detriment 
of  the  people  and  the  practitioners. 

An  overwhelming  majority  of  the  loyal 
members  of  the  American  Medical  Associa- 
tion gladly  paid  this  assessment.  In  our 
own  state  of  Tennessee  many  doctors  have 
said  that  twenty-five  dollars  was  too  little. 
In  all  America  one  hundred  forty-eight 
members  of  the  American  Medical  Associa- 
tion signed  a letter  of  “protestations”  and 
sent  it  to  the  Trustees  of  the  American  Med- 
ical Association  (see  Journal  of  American 
Medical  Association,  February  19,  page 
532).  Even  in  this  “One  Hundred  Forty- 
Eight”  letter  no  claim  of  loyalty  was  made, 
and  I dare  say  none  of  the  “loyal”  (?)  sign- 
ers have  shown  loyalty  by  paying  their 
assessments. 

Of  course,  there  was  a great  deal  of  re- 
sentment felt  in  North  Carolina  because  Dr. 
Morgan  took  advantage  of  an  invitation  to 
be  a guest  speaker  at  the  Sesquicentennial 
celebration  and  devoted  most  of  his  address 
to  airing  the  views  of  his  little  group  of 
“loyal”  ( ?)  malcontents.  The  North  Caro- 
lina Journal  apologizes  for  having  to  dis- 
agree with  a guest  speaker,  but  true  loyalty 
to  the  ideals  of  the  medical  profession  com- 
pelled the  publication  of  the  editorial  which 
we  reproduce  by  permission. 


The  Tennessee  Surgical  Plan 

This  issue  of  the  JOURNAL  is  printed  in 
two  parts.  The  first  part  is  the  regular 
Journal.  The  second  part  is  a booklet  of 
thirty-six  pages  which  gives  information 
about  the  Prepaid  Surgical  and  Obstetrical 
Insurance  sponsored  by  the  State  Medical 
Association. 
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Statement  of  Objectives 
A concise  paragraph  states  four  reasons 
for  the  creation  of  the  plan. 

Questions  and  Answers 
Seventeen  questions  are  used  to  give  the 
details  of  the  plan. 

Master  Schedule  of  Indemnities 
In  more  than  nine  pages  327  fees  are  list- 
ed covering  surgical  and  obstetrical  pro- 
cedures. This  fee  schedule  also  provides 
for  payment  for  any  unlisted  procedures. 

Of  course  no  fee  schedule  was  ever  uni- 
versally satisfactory.  Even  where  two  or 
three  doctors  discuss  fees  there  is  likely  to 
be  no  agreement.  The  fees  listed  here  will 
be  revised  from  time  to  time  in  an  earnest 
effort  to  be  fair  to  all,  and  at  the  same  time 
to  keep  the  insurance  premium  within  the 
reach  of  the  low  income  group. 

The  Fee  Committee  has  been  instructed 
by  the  House  of  Delegates  to  revise  the 
Orthopedic  and  the  Ear,  Eye,  Nose,  and 
Throat  schedules.  The  revision  will  become 
effective  next  year.  Other  changes  will  be 
carefully  considered  if  brought  to  the  at- 
tention of  the  Fee  Committee. 

Participating  Physicians 
Every  legally  qualified  physician  in  the 
state  was  asked  to  sign  the  participating 
physicians’  agreement.  The  response  was 
good,  but  a second  letter  was  sent  to  every 
physician  whose  first  card  had  not  been 
returned.  The  result  is  that  we  list  more 
than  1,500  participating  physicians.  The 
counties  and  physicians  are  arranged  alpha- 
betically, so  you  will  have  no  trouble  in 
finding  your  name  if  you  have  signed  the 
agreement. 

As  the  booklet  will  be  reprinted  periodi- 
cally, names  will  be  added  in  future  editions 
if  you  neglected  to  get  your  name  in  the 
present  printing. 

Yes,  of  course,  there  will  be  a few  mis- 
takes in  this  list,  and  we  beg  pardon  if  you 
are  the  victim  of  an  omission  or  a misspelled 
name.  Tell  us  about  it  and  we  will  correct 
the  error  in  the  next  copy. 

Approved  Companies 
Every  insurance  company  licensed  to 
transact  business  in  Tennessee  and  every 
health  and  accident  insurance  company  in 


America  was  invited  to  submit  policies  com- 
plying with  the  provisions  of  the  Tennessee 
Plan.  Thirteen  companies  have  received 
approval  on  policies  submitted.  Other 
companies  and  additional  policies  are  being 
considered. 

Attractive  literature  is  being  prepared 
by  these  approved  companies,  and  several 
folders  have  already  been  approved  by  the 
Insurance  Committee. 

The  agencies  of  the  insurance  companies 
cover  the  state  completely.  The  Tennessee 
Plan  will  be  available  to  groups  and  indi- 
viduals. We  believe  that  every  insurable 
person  will  be  offered  a policy. 

This  booklet  will  be  sent  to  all  partici- 
pating physicians  by  letter  before  the  Jour- 
nal is  received.  Participating  physicians 
will  be  offered  additional  copies.  Several 
thousand  copies  have  been  ordered  by  in- 
surance companies  for  use  in  their  sales 
campaigns.  Your  patients  will  be  asking 
you  about  the  Tennessee  Surgical  Plan,  and 
it  will  be  well  for  you  to  be  familiar  with  it. 


Our  Nominees  for  the  General  Practi- 
tioner and  Citation  of  a Layman 
for  Distinguished  Service 

As  reported  in  the  May  issue  of  the  Jour- 
nal, the  Tennessee  House  of  Delegates 
named  two  candidates  for  consideration  by 
the  American  Medical  Association  in  the 
Selection  of  the  General  Practitioner  of  the 
Year  and  the  Citation  of  a Layman  for  Dis- 
tinguished Service  to  the  medical  profes- 
sion. Each  state  has  the  privilege  of  se- 
lecting men  to  these  honors  in  their  states. 
The  House  of  Delegates  of  the  American 
Medical  Association  will  choose  from  the 
state  nominees  the  outstanding  doctor  and 
layman  who  are  to  receive  these  national 
awards. 

In  last  month’s  issue  we  published  a short 
biography  of  our  Tennessee  General  Practi- 
tioner, Dr.  J.  Horace  McSwain,  of  Paris. 
We  could  give  our  readers  only  a small  por- 
tion of  the  data  which  will  be  presented  to 
the  American  Medical  Association  to  sup- 
port our  candidate.  Of  course,  as  we  knew 
a great  deal  about  the  work  of  Dr.  McSwain, 
it  was  easy  for  our  House  of  Delegates  to 
select  the  good  doctor  as  our  General  Prac- 
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titioner  of  the  Year.  However,  we  will  in- 
troduce him  to  all  the  members  of  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation. Many  of  these  delegates  will  have 
candidates  of  their  own.  So  the  data  on  all 
candidates  will  be  submitted  to  a committee 
which  will  select  three  names  to  be  submit- 
ted to  the  House.  The  General  Practitioner 
of  the  Year  will  be  selected  from  those 
named  by  the  committee. 

In  this  issue  we  publish  a biography  of 
Oren  W.  Hyman,  Ph.D.,  Dean  of  the  School 
of  Medicine,  University  of  Tennessee,  and 
Vice-President  of  the  Memphis  section  of 
the  University.  As  announced  in  the  May 
issue,  Dr.  Hyman  was  nominated  as  the 
layman  who  has  made  a great  contribution 
to  the  medical  profession.  The  procedure 
in  making  this  layman’s  award  is  similar 
to  the  selection  of  the  General  Practitioner. 
Letters  from  doctors  all  over  America  who 
know  of  Dr.  Hyman’s  work  have  been  as- 
sembled and  will  be  submitted  to  the  Com- 
mittee of  the  American  Medical  Association. 

While  much  has  been  done  in  preparing 
this  material  for  the  consideration  of  the 
committee,  additional  letters  will  add 
weight.  So  if  you  have  not  sent  your  com- 
mendation, write  a letter  to  the  State  Sec- 
retary’s Office  and  it  will  be  forwarded  to 
the  Secretary  of  the  American  Medical  As- 
sociation. 

The  profession  in  Tennessee  has  honored 
itself  by  recognizing  the  outstanding  work 
of  these  two  men,  one  a general  practitioner 
whose  life  has  been  spent  in  healing  the  sick 
and  relieving  suffering,  and  the  other  a lay- 
man who  has  built  a great  institution  for 
training  physicians.  Our  House  of  Dele- 
gates has  made  wise  nominations.  We  hope 
the  Tennessee  selections  will  receive  nation- 
al recognition.  Be  that  as  it  may,  these  men 
have  earned  the  awards  conferred  by  our 
House  of  Delegates. 

Dr.  O.  W.  Hyman 

Born  in  Tarboro,  North  Carolina,  in  1890, 
Dr.  Hyman  had  dreams  even  as  a small  lad 
to  become  a biology  research  worker  and  to 
become  a scientist.  The  son  of  a bookkeep- 
er, he  was  educated  in  his  native  state. 

After  being  graduated  from  the  Univer- 
sity of  North  Carolina,  with  an  A.B.  in 
1910  and  A.M.  in  1911,  he  served  as  prin- 


cipal of  a grammar  school  at  Salisbury, 
North  Carolina,  in  1911-12.  During  1912- 
13,  he  was  assistant  professor  of  biology  at 
the  University  of  Mississippi.  In  1913,  he 
came  to  the  University  of  Tennessee  as  as- 
sistant professor  of  histology  and  embry- 
ology and  served  in  that  capacity  until  1917, 
when  he  became  associate  professor.  In 
1919,  he  went  to  Princeton  University  and 
obtained  his  Ph.D.  degree  there  in  1921. 
He  returned  to  the  University  of  Tennessee 
College  of  Medicine  in  1921  as  professor  of 
histology  and  embryology,  and  also  business 
manager  of  the  University’s  Memphis  divi- 
sion. 

In  1925,  he  was  named  dean  of  the  college 
and  served  in  that  capacity  until  1948,  when 
he  was  made  a vice-president  of  the  Univer- 
sity and  continued  as  dean  of  the  Memphis 
division.  As  recognition  of  his  community 
service,  he  was  awarded  an  LL.D.  by  South- 
western University  at  Memphis  in  1938. 

Dr.  Hyman  was  married  in  1921.  Mrs. 
Hyman  is  the  former  Jane  Johnston  of  Da- 
vidson, North  Carolina.  They  have  three 
children,  Margaret,  Oren  Williams,  and 
Rufus  Houston  Hyman.  The  family  lives 
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at  437  Stonewall,  and  his  office  is  at  874 
Union  Avenue  in  Memphis. 

In  1921,  when  Dr.  Hyman  became  Profes- 
sor in  and  Business  Manager  of  Tennessee 
College  of  Medicine,  only  ninety-one  stu- 
dents from  Tennessee  were  studying  medi- 
cine in  all  of  the  state’s  medical  schools. 
That  enrollment  meant  about  forty  gradu- 
ates per  year.  The  total  enrollment  in  the 
University  of  Tennessee  was  fifty-five,  of 
whom  thirty-eight  were  from  Tennessee  and 
the  state  at  this  time  was  suffering  a net 
loss  of  fifty  doctors  per  year. 

In  1925  Dr.  Hyman  refused  state  subsi- 
dies for  students  because  of  his  firm  belief 
that  the  problem  could  be  solved  under  a 
system  of  free  enterprise,  and  steps  were 
taken  to  recruit  students  from  rural  areas 
in  the  belief  that  many  of  these  would  re- 
turn to  their  homes  to  practice. 

Additional  funds  were  obtained  from  the 
legislature  to  build  new  buildings,  and  in- 
formation concerning  careers  in  medicine 
was  sent  to  all  local  newspapers  in  the  state 
and  to  all  high  school  principals  in  rural 
areas. 

By  1929  the  number  of  Tennessee  stu- 
dents in  all  medical  colleges  had  increased 
from  191  in  1921  to  349  and  the  University 
of  Tennessee’s  enrollment  had  gone  from 
38  to  216,  a 468  per  cent  increase. 

By  1938,  seventy  per  cent  of  the  students 
were  from  rural  areas,  and  eighty-three  per 
cent  of  these  were  returning  to  rural  areas 
to  practice. 

In  order  to  utilize  all  facilities  to  the 
utmost  and  to  allow  students  to  work  as 
they  went  to  school,  the  four-quarter  plan 
was  instituted.  By  this  system  classes  were 
admitted  four  times  a year  and  students 
could  go  to  school  a quarter,  drop  out  and 
work  a quarter,  and  return  the  next  quar- 
ter. The  buildings,  laboratory  equipment, 
clerical  and  maintenance  staff  were  utilized 
the  year  around. 

In  1921,  the  total  enrollment  was  fifty- 
five  and  the  college  had  the  use  of  four 
buildings.  The  full-time  faculty  numbered 
six.  In  1925,  $600,000  was  voted  by  the 
legislature  to  build  the  Anatomy  Building ; 
in  1927,  the  Pharmacy  and  Mooney  Build- 
ings were  authorized.  In  1929,  the  Pathol- 


ogy Building  was  doubled  in  size.  The 
Gailor  Psychiatric  Hospital  was  built  in 
1942,  and  in  the  same  year  the  Gailor  Me- 
morial Hospital  for  out-patient  clinics  was 
built.  In  1949,  the  Maternity  Hospital  was 
completed,  and  contracts  have  been  let  for 
a new  Pathology  Building  and  a Cancer 
Research  Institute.  The  faculty  had  in- 
creased by  1948  from  six  in  1921  to  eighty- 
one  and  twenty-three  semiprofessional  as- 
sistants were  added.  The  number  of  grad- 
uates were  2,455  between  1922  and  1949, 
compared  with  339  from  1913  through  1921. 

Under  Dr.  Hyman’s  leadership  a great 
medical  school  has  been  built,  and  up  to  the 
Second  World  War  the  number  of  rural 
physicians  had  been  increased  under  our 
system  of  free  enterprise.  A remarkable 
accomplishment  by  a remarkable  man. 


RESOLUTIONS 


At  the  Memorial  Meeting  of  the  Nashville  Academy  of 
Medicine  the  following  Resolutions  were  read  by  their 
authors.  After  the  reading  of  the  Resolutions  they  were 
adopted  and  the  Secretary  was  instructed  to  send  copies 
to  the  families  and  the  Journal. 

Herman  Spitz,  M.D. 

Whereas  God  in  his  infinite  wisdom  has 
seen  fit  to  remove  from  our  midst  all  that 
was  mortal  of  our  confrere  and  fellow 
worker  Dr.  Herman  Spitz:  It  is  appropri- 
ate that  we  offer  the  following  resolutions 
to  be  read  at  the  Annual  Memorial  Services 
of  The  Nashville  Academy  of  Medicine  and 
The  Davidson  County  Medical  Society  be- 
ing held  in  The  Academy  Hall  on  this  Tues- 
day, April  5th  at  8 :00  P.M. 

But  before  offering  the  resolutions  may 
we  the  Committee  make  some  remarks  per- 
tinent to  this  occasion  and  concerning  our 
fellow  worker  who  departed  this  life  on 
February  4,  1949. 

A Memorial  Meeting  renders  no  service 
to  the  departed — the  memory  of  whom,  it 
is  designed  to  respect  or  honor. 

It  may  well  be  a time  for  us — the  living ; 
to  stop  and  reflect  upon  the  blessings  that 
are  ours — the  privilege  of  life  and  health 
with  continued  opportunities  of  service  to 
humanity  that  was  so  much  a part  of  the 
life  of  Herman  Spitz. 
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He  was  born  in  Hungary  on  June  29, 
1885  and  as  an  infant  was  brought  to  this 
country  by  his  immigrant  parents  who 
settled  in  Cleveland,  Ohio.  At  the  age  of 
15  his  parents  moved  their  family  to  Nash- 
ville where  Herman  was  destined  to  reside 
until  his  death  on  February  4th,  last. 

The  story  of  his  early  life — with  the 
struggle  to  obtain  an  education  and  attain 
his  life  ambition  of  becoming  a Doctor  of 
Medicine  is  an  outstanding  example  of  op- 
portunities offered,  and  attainment  achieved 
under  our  system  of  free  enterprise  as 
practiced  in  this  land  of  the  free  in  the 
early  decades  of  this  century.  His  achieve- 
ments could  hardly  be  duplicated  under  our 
changing  educational  and  governmental 
systems  today. 

Herman,  early  in  his  teens  had  to  work  as 
an  apprentice  tailor  and  in  the  trades  to 
help  meet  the  needs  of  his  father’s  large 
family.  Thus  he  did  not  get  a formal  high 
school  education.  Yet!  When  confronted 
with  the  necessity  of  passing  a High  School 
Teachers  Examination  so  that  he  might  ob- 
tain a Certificate  of  Educational  Qualifica- 
tions to  enable  him  to  enter  Vanderbilt 
Medical  School — he  was  prepared  and 
equal  to  the  occasion. 

He  graduated  from  Vanderbilt  Univer- 
sity Medical  School  in  the  year  1912.  The 
year  following  was  spent  with  Dr.  William 
Litterer  in  Bacteriological  Laboratory 
Work. 

In  1914  he  did  post-graduate  work  in 
Pathology  at  Cornell  Medical  School. 

He  did  further  post-graduate  work  in 
Pathology  at  Harvard  in  1919. 

He  served  as  Pathologist  at  the  Womans 
Hospital  in  Nashville  from  1914  to  1930. 
During  this  period  he  established  his  pri- 
vate laboratory  for  Bacteriology  and  Path- 
ology in  the  Doctors  Building.  He  was  one 
of  the  first  tenants  in  this  building  where 
he  kept  his  laboratory  throughout  life. 

He  served  as  Pathologist  at  St.  Thomas 
Hospital  from  January  1934  to  November 
1940.  During  approximately  this  same 
period  he  served  as  Pathologist  to  the 
Nashville  General  Hospital. 

He  served  as  Bacteriologist  in  charge  of 


the  Nashville  City  Health  Department  from 
August  1940  until  his  death. 

He  was  a Fellow  of  the  American  Medical 
Association. 

A member  of  the  Tennessee  State  Medi- 
cal Association  through  affiliation  with  this 
body. 

A Fellow  of  the  American  Society  of 
Clinical  Pathologists. 

A Member  of  the  American  College  of  Al- 
lergists. 

Always  active  in  Civic  Affairs — he  was 
an  active  member  in  Blue  Lodge — Scottish 
Rite  and  Shrine  Club — Masonic  Activities 
and  Charities : A member  of  the  Chamber 
of  Commerce  and  active  Rotarian  for  a 
number  of  years. 

An  active  follower  of  the  Faith  of  his 
Fathers — his  good  citizenship  is  further 
evidenced  by  his  life  of  service  as  a leader 
in  his  Church  and  in  Jewish  Charities  and 
Relief  Work. 

The  life  of  Doctor  Herman  Spitz  can 
truly  be  a challenge  to  many  of  us. 

Let  not  a tear  be  shed ; nor  hearts  be  sad ; 
as  we  respectfully  contemplate  the  termina- 
tion of  the  life  of  a friend  who  lived,  and 
dreamed,  and  wrought  a life  of  service. 

In  this  attitude  therefore,  be  it  resolved 
that  we  deplore  the  passing  of  our  fellow 
member  and  offer  our  sympathy  to  his 
family. 

C.  S.  McMurray,  M.D. 


Charles  Brower,  M.D. 

1859—1948 

The  Brower  family  came  to  America 
from  Holland — or  so  the  genealogists  have 
it — in  the  year  1630,  and  settled  with  other 
Dutch  immigrants  at  the  mouth  of  a quiet 
estuary  of  the  Atlantic  Ocean.  This  haven 
in  the  new  world  they  called  New  Amster- 
dam ; the  body  of  water  reaching  far  to  the 
north,  with  scarcely  a current,  they  named 
the  Hudson  River,  after  one  of  their  fellow 
adventurers.  In  time,  New  Amsterdam  be- 
came New  York ; the  right  bank  of  the  river 
and  to  the  west  became  New  Jersey.  It  was 
in  this  latter  state  that  Doctor  Charles 
Brower  was  born  in  the  year  1859.  He  was 
the  youngest  of  a family  of  seven  sons.  At 
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the  beginning  of  the  Civil  War,  and  when 
Charles  was  but  two  years  old,  the  family 
moved  to  Woodville,  near  Natchez,  Missis- 
sippi, to  take  charge  of  the  McGee  planta- 
tion. 

Of  his  early  youth  little  is  recorded  but 
at  the  age  of  seventeen  we  find  him  as  an 
overseer  of  a plantation.  With  the  money 
thus  earned  he  came  to  Nashville  to  study 
medicine.  But  his  funds  were  limited  and 
in  after  life  he  often  facetiously  referred  to 
the  fact  that  he  hauled  his  belongings  from 
the  railroad  station  to  his  boarding  house 
in  a wheel  barrow. 

By  the  very  nature  of  things,  what  with 
war  and  reconstruction,  his  early  formal 
education  could  be  nothing  more  than  mea- 
ger. And  it  should  be  remembered  that  the 
curriculum  of  a medical  college  in  the  early 
eighteen-eighties  consisted  of  a course  of 
lectures  of  about  five  months  duration,  sup- 
plemented by  laboratory  demonstrations, 
from  a portable  table,  of  inorganic  chemical 
phenomena,  and  an  intensive  course  in  the 
dissection  of  the  human  cadaver  in  the 
“dead  room’’.  During  the  second  college 
year  the  student  pursued  the  identical 
course  of  study  that  he  had  the  previous 
year.  At  the  end  of  this  period,  if  he  had 
measured  up  to  the  standards  prescribed  by 
the  Faculty,  the  degree  of  Doctor  of  Medi- 
cine was  conferred  upon  him. 

Viewed  in  the  light  of  this  brief  perspec- 
tive, the  professional  career  of  Dr.  Brower 
was  nothing  short  of  remarkable.  For  in 
the  heyday  of  his  activities  he  was,  to  say 
the  least,  the  peer  of  any  physician  or  sur- 
geon in  the  community. 

After  his  graduation  from  the  Medical 
Department  of  the  University  of  Nashville 
in  the  year  1885,  he  opened  an  office  on 
South  Cherry  Street  (now  Fourth  Avenue, 
South)  near  the  corner  of  Elm  Street  and 
became  associated  with  Dr.  William  T. 
Briggs,  Professor  of  Surgery  in  his  Alma 
Mater,  and  a surgeon  of  international  repu- 
tation. Among  the  earliest  experiences  of 
Dr.  Brower  in  the  operating  room  was  the 
duty  of  spraying  the  field  of  operation  with 
a solution  of  carbolic  acid.  Surgery  was 
still  in  the  antiseptic  period  of  its  evolution  ; 
surgeons  spoke  of  “laudable  pus’’  and 


physicians  debated  the  validity  of  the  “germ 
theory”  of  disease. 

When  the  City  of  Nashville  opened  its 
City  Hospital  in  1890  at  its  present  loca- 
tion, Dr.  Brower  was  made  its  first  Superin- 
tendent. He  operated  the  entire  hospital 
with  the  aid  of  three  internes,  the  latter 
usually  being  the  first  honor  graduates  of 
the  three  medical  schools  then  operating  in 
Nashville.  Among  those  who  served  there 
under  Dr.  Brower  were  the  late  Dr.  W.  D. 
Haggard  and  Dr.  Perry  Bromberg. 

It  was  during  Dr.  Brower’s  regime  that 
a training  school  for  nurses  was  inaugu- 
rated at  the  Hospital  and  it  was  among  the 
first  such  schools  in  the  South. 

After  an  eight-year  tenure  as  Superin- 
tendent, Dr.  Brower  resigned  and  opened 
offices  in  the  Jackson  Building  for  the  prac- 
tice of  his  profession.  He  occupied  these 
same  offices  uninterruptedly  for  fifty  years. 
In  the  year  1898  two  other  significant 
events  occured  in  his  career:  He  was  made 
Professor  of  General  Surgery  in  the  Medi- 
cal Department  of  the  University  of  Nash- 
ville: and,  Saint  Thomas  Hospital  began 
its  career  in  this  community.  This  latter 
circumstance  was  of  more  importance  to  the 
young  aspirant  in  the  field  of  surgery  than 
it  would  appear  from  our  present-day  van- 
tage point.  Most,  if  not  all,  of  the  surgeons 
practicing  in  Nashville  maintained  private 
infirmaries  to  the  exclusion  of  other  prac- 
titioners and  the  facilities  of  the  City 
Hospital  were  limited  and  undesirable.  Dr. 
Brower  effected  an  affiliation  with  Saint 
Thomas  and  performed  the  first  surgical 
operation  in  that  institution.  This  alliance 
redounded  to  the  benefit  of  both  and  extend- 
ed over  the  entire  period  of  his  life. 

In  his  role  as  Professor  of  Surgery,  Dr. 
Brower  was  a forceful  teacher.  Knowing 
that  the  largest  percentage  of  the  gradu- 
ates would  go  immediately  into  private 
practice  he  laid  great  emphasis  on  the  fun- 
damentals and  the  practical.  He  was  an 
ardent  disciple  of  Treves,  Senn,  Halstead, 
DaCosta  and  Murphy,  whose  writings  he 
read  with  avidity  and  discernment.  These, 
coupled  with  his  extensive  personal  experi- 
ence and  observation,  made  him  something 
of  an  authority.  He  attended  medical  meet- 
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ings  little  and  wrote  for  publication  not  at 
all.  Notwithstanding  this,  he  was  made  a 
Fellow  of  the  American  College  of  Surgeons 
by  those  who  recognized  his  intrinsic  worth. 

While  Dr.  Brower’s  forte  in  professional 
practice  was  surgery,  he  by  no  means 
limited  himself  to  that  specialty.  His  ex- 
tensive experience  at  the  City  Hospital  made 
him  a versatile  practitioner  and  he  was 
adept  in  many  phases  of  practice  which 
are  now  reserved  for  those  who  are  called 
specialists.  His  diagnostic  ability  at  times 
bordered  on  the  clairvoyant  and  seemed  to 
stem  more  from  intuition  than  logic.  He 
personified  the  art  of  treatment  of  disease 
and  never  lost  sight  of  the  fact  that  he  was 
dealing  with  a sick  person  as  well  as  a 
pathological  organ.  While  of  a petulant 
disposition,  in  the  operating  room  he  was 
calm  and  collected.  He  operated  with 
speed  without  the  appearance  of  haste. 
His  approach  to  an  operation  was  that  of 
having  a definite  task  to  perform  and  that 
having  been  accomplished  he  stopped. 

Dr.  Brower  possessed  a dynamic  person- 
ality and  a degree  of  mental  acumen  that 
was  matched  only  by  his  extraordinary 
physical  stamina.  He  adhered  to  a rigid 
discipline  which  centered  in  the  principal 
purpose  of  his  life — the  practice  of  his  pro- 
fession. Hence,  he  spent  little  of  his  time 
in  the  pursuit  of  diversions;  nor  did  he 
pause  to  develop  the  aesthetic  qualities  with 
which  by  nature  he  was  endowed,  and  which 
he  was  not  suspected  to  possess  by  those  who 
did  not  know  him  well.  His  irascible  temp- 
erament obscured  his  finer  feelings  from  all 
but  his  intimates.  He  had  a deep  and  under- 
standing sympathy  for  the  underprivileged, 
to  which  virtue  many  struggling  young  phy- 
sicians and  hundreds  of  his  patients  could 
bear  ample  testimony.  And  he  had  charity ; 
— and  “Charity  covereth  a multitude  of 
sins.” 

J.  F.  Gallagher,  M.D. 


W.  A.  Sullivan,  M.D. 

William  Albert  Sullivan  was  born  at 
Gordonsville  in  Smith  County,  Tennessee,  in 
1898.  He  attended  Vanderbilt  Academic 
School  and  in  1923  graduated  from  the  Van- 


derbilt Medical  School.  His  postgraduate 
training  was  obtained  at  St.  Thomas  Hos- 
pital in  Nashville. 

During  the  First  World  War,  as  an  under- 
graduate, he  served  in  the  Naval  Air  Corps. 
In  the  spring  of  1942  he  volunteered  and 
was  inducted  into  the  Medical  Corps  of  the 
Army  with  the  rank  of  Major.  He  served 
with  great  distinction  and  fidelity  as  at- 
tested by  the  important  posts  to  which  he 
was  assigned.  He  served  as  Chief  of  the 
Surgical  Service  of  the  Station  Hospital  at 
Camp  Rucker,  and  later  had  assignments 
of  responsibility  at  Camp  Swift  and  Camp 
Barkley.  He  was  retired  in  the  fall  of  1945 
with  the  rank  of  Colonel. 

Dr.  Sullivan  started  practice  in  the  r'fi‘ice 
of  the  late  Dr.  Gaines,  with  whom  he  was 
associated  for  several  years.  Since  that  time 
he  had  enjoyed  a large  private  practice  in 
surgery  at  Nashville.  His  patients  were 
particularly  devoted  to  him,  not  only  be- 
cause of  his  ability  and  skill,  but  also  be- 
cause of  his  kind  and  sympathetic  manner. 

On  January  1,  1949,  Dr.  Sullivan  retired 
from  the  practice  of  surgery  to  undertake 
a long  cherished  plan — the  study  of  ophthal- 
mology. Prior  to  starting  his  postgraduate 
study,  and  while  taking  a vacation  in  Flori- 
da, he  and  several  friends  sailed  on  a fishing 
trip  about  the  middle  of  January.  After 
several  days  the  boat  was  declared  missing 
and  no  trace  has  since  been  found  of  the 
boat  or  any  member  of  the  fishing  party. 

Dr.  Sullivan  was  a member  of  the  West 
End  Methodist  Church,  he  was  a 32nd  de- 
gree Mason,  a member  of  Richland  Golf 
Club,  the  Kappa  Alpha  social  fraternity  and 
Phi  Chi  medical  fraternity.  He  was  a mem- 
ber of  the  Nashville  Academy  of  Medicine 
and  Davidson  County  Medical  Society;  Ten- 
nessee State  Medical  Association  ; American 
Medical  Association ; and  the  Southeastern 
Surgical  Congress.  He  was  a member  of 
the  staff  of  Vanderbilt,  Mid-State  Baptist, 
St.  Thomas  and  Nashville  General  hospitals. 

Dr.  Sullivan  is  survived  by  his  wife  and 
two  sons,  Allen  T.  Sullivan  of  Gallatin,  and 
Dr.  W.  A.  Sullivan,  Jr.,  who  is  at  present 
serving  a residency  with  the  American  Hos- 
pital in  Paris,  France. 

The  sudden  and  tragic  death  of  Dr.  Sul- 
livan came  as  a heartbreaking  shock  to  the 
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community  of  Nashville.  He  is  grievously 
missed  by  his  family,  his  fellow  doctors,  his 
patients  and  his  host  of  friends. 

C.  C.  Trabue,  M.D. 


George  Summers  Johnson,  M.D. 

The  untimely  death  of  George  Summers 
Johnson,  Associate  Professor  of  Surgery  at 
Vanderbilt  Hospital  and  Chief  of  the  Sur- 
gical Service  at  the  Veterans  Administra- 
tion Hospital,  on  May  20,  1948,  shocked  and 
grieved  his  many  friends  within  and  with- 
out the  medical  profession  and  made  them 
aware,  with  renewed  emphasis,  of  the  type 
and  value  of  his  service  and  contribution. 

George  Johnson  was  born  in  Monticello, 
Missouri,  on  May  15,  1899.  Displaying  ex- 
ceptional intelligence  and  ability  in  the  at- 
tainment of  his  collegiate  and  medical  edu- 
cation, the  latter  at  Washington  University, 
he  came  to  Nashville  as  one  of  the  key 
figures  in  the  Department  of  Surgery  of  the 
New  Vanderbilt  School  of  Medicine  in  1925. 

Through  the  years,  as  he  completed  his 
postgraduate  training,  broadened  his  ex- 
perience through  a sabbatical  year  in  Stras- 
bourg and  took  his  place  as  a faculty  mem- 
ber of  progressively  rising  rank  and  stature, 
George  Johnson  created  for  himself  a 
unique  and  important  position  on  the  fac- 
ulty. Caring  little  for  private  practice, 
indifferent  to  the  calls  of  materialistic  or 
professional  ambition,  he  devoted  himself 
with  singleness  of  purpose  and  whole- 
hearted loyalty  to  the  discharge  of  his 
duties  as  teacher  and  surgeon  upon  the 
faculty.  To  this  task  he  brought  excep- 
tional ability  as  a clinical  surgeon,  out- 
standing knowledge  as  a surgical  pathol- 
ogist and  a unique  ability  so  to  blend  his 
sympathy  and  understanding  with  the 
minds  and  needs  and  personalities  of  his 
students  that  they  considered  him  one  of 
themselves  and  only  later  realized  their  ob- 
ligation to  him  in  knowledge  and  counsel. 

Then  came  the  war,  whereupon  he  im- 
mediately volunteered  for  service  in  the 
Navy.  His  military  career  was  one  of  dis- 
tinction in  the  very  forefront  of  the  Pacific 
battle  areas,  recognized  by  frequent  promo- 
tions in  rank  and  assignments. 

Emerging  from  the  Service  at  the  end 


of  the  war  with  the  rank  of  Captain,  George 
Johnson  once  again  found  a niche  into  which 
he  fitted  with  exceptional  appropriateness. 
As  Chief  of  the  Surgical  Service  of  the 
Thayer  Veterans’  Hospital,  he  organized 
and,  indeed,  created  a surgical  organiza- 
tion nationally  recognized  as  outstanding  in 
the  care  of  patients,  the  training  of  young- 
surgeons  and  the  development  of  scientific 
knowledge. 

Then,  at  the  height  of  his  attainment  in 
his  chosen  field,  George  Johnson  lost  his 
life.  To  those  who  knew  him,  this  meant 
much  more  than  the  loss  of  a fine  surgeon 
and  teacher  or  an  able  administrator.  For 
George  Johnson  possessed  to  an  extraordi- 
nary degree  the  ability  to  inspire  personal 
loyalty  and  affection  and  friendship. 

Cobb  Pilcher,  M.D. 


Newton  Harrell  Strickland,  Jr.,  M.D. 

Newton  Harrell  Strickland,  Jr.,  M.D.,  was 
born  in  El  Paso  County,  Texas,  on  the 
twenty-first  of  May,  1922,  and  died  at  the 
age  of  twenty-six  of  poliomyelitis  at  Thayer 
Veterans  Administration  Hospital,  Nash- 
ville, Tennessee,  on  August  23,  1948.  He 
was  the  son  of  Lt.  Col.  Newton  H.  and  Rebe 
Standifer  Strickland.  His  father  was  an 
officer  in  the  Engineering  Corps  of  the 
United  States  Army,  and  Dr.  Strickland 
grew  up  in  the  army  posts  in  many  different 
parts  of  the  country. 

He  received  his  undergraduate  training 
at  Vanderbilt  University  and  proceeded  to 
the  Medical  School  where  he  graduated  in 
1945.  His  tour  of  duty  with  the  army  last- 
ed two  years  and  was  spent  at  Gorgas  Hos- 
pital in  the  Panama  Canal  Zone. 

In  April,  1948,  he  joined  the  staff  at 
Thayer  Hospital  as  a resident  on  the  Medi- 
cal Service.  He  discharged  his  duties  faith- 
fully and  was  at  work  caring  for  his  pa- 
tients shortly  before  he  was  suddenly  taken 
ill  with  poliomyelitis.  At  first  it  was  hoped 
and  believed  that  the  attack  might  be  a 
light  one,  but  after  several  days  a relapse 
occurred  which  ushered  in  a rapid  downhill 
course.  He  died  on  August  23,  1948,  one 
week  after  the  onset  of  his  illness. 

All  of  us  who  knew  Dr.  Strickland  were 
greatly  impressed  by  his  ability  and  charm, 
his  eagerness  to  learn,  and  the  thorough  and 
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thoughtful  care  he  gave  to  his  patients.  He 
very  quickly  developed  warm  friendships 
among  the  hospital  staff. 

Had  he  lived,  he  would  have  become,  I 
am  sure,  a physician  of  superior  caliber. 

Richard  France,  M.D. 


Walter  Oliver  Faught,  D.D.S. 

Walter  Oliver  Faught,  the  son  of  Walter 
Roark  and  Josephine  Parker  Faught,  was 
born  April  3,  1897,  at  Groesbuck,  Texas. 

He  received  his  public  education  in  the 
schools  of  Texas  and  joined  the  Marine 
Corps  to  serve  his  country  overseas  in  the 
first  World  War.  He  entered  Vanderbilt 
University  and  received  an  academic  degree 
in  1918.  In  1925,  he  was  graduated  from 
the  Vanderbilt  University  Dental  School. 
He  was  made  an  instructor,  which  position 
he  held  for  one  year,  then  he  entered  the 
practice  of  dentistry  in  Nashville.  A few 
years  later  he  became  a Specialist  in  Oral 
Surgery. 

He  was  always  interested  in  dental  asso- 
ciation affairs,  serving  in  any  capacity  for 
the  most  good.  He  had  been  president  as 
well  as  secretary  of  the  Fifth  District  Den- 
tal Society. 

Serving  on  the  State  Board  of  Dental 
Examiners  for  nine  years,  he  was  secretary 
of  the  Board  for  three  years  and  president 
for  another  three  years. 

In  addition  to  his  membership  in  the 
American  Dental  Association  and  its  affili- 
ates, he  was  a member  of  the  American 
Society  of  Exodontists  and  Oral  Surgery 
and  a Fellow  of  the  International  College  of 
Dentists. 

His  dental  fraternity  was  Psi  Omega  and 
Kappa  Sigma  social  fraternity.  He  was 
actively  engaged  as  a Rotarian  and  a thirty- 
second  degree  Mason.  He  served  untiringly 
on  the  staff  of  St.  Thomas  and  Vanderbilt 
Hospitals. 

Dr.  Faught  became  ill  in  January,  1949, 
from  an  instrument  infection  sustained  to 
his  hand  during  an  operation.  He  passed 
away  on  March  5,  leaving  his  widow,  the 
former  Lillian  Caruthers,  a daughter,  Nita, 
and  three  sisters. 

Interment  was  in  Woodlawn  Cemetery, 
Nashville,  Tennessee,  on  March  8,  1949. 

W.  M.  Morgan,  D.D.S. 


Holland  McTyeire  Tigert,  M.D. 

Holland  McTyeire  Tigert,  M.D.,  died  No- 
vember 14,  1948.  He  is  survived  by  his 
widow,  Leila  Shute  Tigert,  and  his  brother, 
John  J.  Tigert,  formerly  president  of  the 
University  of  Florida,  and  now  an  adviser 
to  the  Government  of  India  on  its  educa- 
tional problems. 

He  was  the  son  of  the  late  Bishop  John 
J.  Tigert  of  the  Southern  Methodist  Church 
and  Amelia  McTyeire  Tigert. 

He  was  born  on  the  campus  of  Vander- 
bilt University  where  his  father  was  teacher 
in  the  Theological  Department. 

His  grandfather,  Bishop  Holland  Mc- 
Tyeire, was  instrumental  in  obtaining  the 
first  gift  from  Commodore  Vanderbilt 
which  was  the  beginning  of  the  develop- 
ment of  the  University. 

In  spite  of  these  close  ties  to  Vanderbilt 
University,  he  was  persuaded  by  the  Tigert 
family  physician,  who  was  a teacher  in  the 
Medical  Department  of  the  University  of 
Nashville,  to  attend  this  school.  He  grad- 
uated from  this  institution  at  the  age  of 
twenty. 

After  serving  an  internship  at  the  Nash- 
ville City  Hospital,  he  became  associated 
with  the  late  Dr.  Richard  Douglas,  a former 
president  of  the  Southern  Surgical  Associa- 
tion. 

He  held  a teaching  position  in  his  Alma 
Mater,  and  later  when  it  united  with  the 
Medical  Department  of  the  University  of 
Tennessee,  which  at  that  time  was  located 
in  Nashville,  he  became  Clinical  Professor 
of  Gynecology  in  the  combined  institutions. 
He  continued  in  this  position  until  this 
school  was  transferred  to  Memphis. 

He  then  became  Associate  Professor  of 
Clinical  Gynecology  in  the  Medical  Depart- 
ment of  Vanderbilt  University  and  contin- 
ued in  this  relationship  until  his  death. 

He  went  overseas  in  World  War  I as  a 
captain  attached  to  Hospital  Unit  S,  which 
was  the  Vanderbilt  unit.  He  attained  the 
rank  of  major  before  the  end  of  the  war. 

Upon  his  return  from  the  service  he  en- 
tered private  practice  and  resumed  his 
teaching  duties. 

Gifted  with  a keen  analytical  mind,  and 
a broad  general  knowledge  of  medicine,  he 
was  ideally  equipped  to  serve  as  an  expert 
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witness.  He  enjoyed  the  contact  with  legal 
minds  involved  in  testifying,  and  it  is  a 
legend  in  local  courts  that  no  lawyer  was 
ever  able  to  get  the  best  of  him. 

His  opinion  on  legal  matters  was  so  high- 
ly regarded  and  his  honesty  and  fairness  so 
firmly  established  that  in  hotly  contested 
cases  he  was  frequently  called  in  by  the 
judge  to  give  him  an  impartial  opinion  on 
the  case  at  issue. 

His  activity  as  a surgeon  was  ended  in 
1943  by  a cerebral  vascular  accident.  In 
spite  of  this  and  the  additional  handicap  of 
diabetes  and  coronary  occlusion,  his  indom- 
itable spirit  refused  to  surrender  to  ad- 
versity. 

He  began  the  teaching  of  medical  juris- 
prudence in  the  Medical  School  of  Vander- 
bilt University.  He  made  this  an  intriguing 
and  absorbing  subject,  and  although  he  had 
a late  afternoon  lecture  hour,  it  was  tradi- 
tional among  the  students  that  this  was  the 
only  class  in  the  course  which  was  never 
cut. 

In  his  latter  years  he  served  as  Medical 
Administrative  Consultant  to  the  Rehabili- 
tation Service  of  the  State  Department  of 
Education. 

In  this  capacity,  due  to  his  extensive 
knowledge  of  the  whole  field  of  medicine, 
he  was  able  to  render  a signal  service  to  his 
state  and  to  the  unfortunates  needing  re- 
habilitation. 

He  took  a keen  interest  in  young  physi- 
cians and  their  problems,  and  he  was  never 
too  busy  to  aid  one  of  them,  at  times,  even 
to  the  point  of  making  a personal  sacrifice 
to  do  so. 

He  loved  people  and  his  time  and  talents 
were  always  at  the  disposal  of  his  friends. 

His  colleagues  always  felt  free  to  bring 
any  of  their  problems  to  him  and  were  as- 
sured of  a sympathetic  and  helpful  attitude 
on  his  part. 

He  was  a great  lover  of  sports,  and  until 
physical  disabilities  prevented,  he  spent 
many  pleasant  hours  hunting  and  fishing. 

He  took  a keen  interest  in  football,  espe- 
cially following  the  fortunes  of  the  Vander- 
bilt team  with  keen  interest. 

He  was  an  expert  chess  player,  but  gave 
it  up  because  he  said  it  took  up  too  much 
time. 


He  has  served  as  President  of  the  Ten- 
nessee State  Medical  Association  and  the 
Nashville  Academy  of  Medicine.  He  was 
for  a time  Chairman  of  the  Board  of  Com- 
missioners of  the  Nashville  General  Hospi- 
tal. He  was  a member  of  the  American 
Medical  Association,  the  Nashville  Academy 
of  Medicine  and  Davidson  County  Medical 
Society,  the  Southern  Surgical  Association, 
the  Nashville  Surgical  Society,  and  a Fellow 
of  the  American  College  of  Surgeons. 

W.  C.  Dixon,  M.D. 


Holland  McTyeire  Tigert,  M.D. 

At  a meeting  of  the  Professional  Advi- 
sory Committee,  Division  of  Vocational  Re- 
habilitation, State  of  Tennessee,  held  on 
May  15,  1949,  the  following  tribute  to  Dr. 
H.  M.  Tigert,  Chairman  of  the  Committee 
and  Administrative  Medical  Consultant, 
was  read.  It  was  unanimously  voted  that 
this  tribute  be  published  in  the  Journal  of 
the  Tennessee  State  Medical  Association. 

“Six  months  ago  today  our  friend  and 
colleague,  Dr.  H.  M.  Tigert,  was  buried,  and 
every  passing  day  has  made  those  of  us  who 
knew  his  worth  more  and  more  appreciative 
of  him. 

“Dr.  Tigert’s  outstanding  contribution  in 
the  field  of  medicine  is  well  known  to  all, 
and  the  service  he  rendered  to  the  physically 
handicapped  through  Vocational  Rehabili- 
tation is  appreciated  not  only  in  Tennessee 
but  throughout  the  country.  He  was  en- 
dowed with  extraordinary  intellectuality 
and  was  devoted  to  honor  and  integrity. 
He  came  to  us  with  a remarkable  store  of 
knowledge  and  skill,  and  from  his  wisdom 
he  gave  to  us  with  never-failing  kindness 
and  endless  patience. 

“As  we  think  of  Dr.  Tigert,  that  vivid 
personality  of  his,  the  zest  for  living  which 
he  possessed  to  such  a remarkable  degree, 
is  uppermost  in  our  minds.  He  was  so  ea- 
ger for  all  the  good  things  of  life,  yet  never 
was  he  known  to  shirk  a difficult  task.  His 
warm  heart  overflowed  with  a genuine  un- 
selfish love  of  people  of  all  walks  of  life, 
and  to  his  friends  he  was  sacrificial  and 
devoted.  The  measure  of  a man  is  the  love 
of  his  fellow  man ; the  measure  of  success 
is  service.  We  are  thankful  for  the  inspira- 
tion this  great  and  good  man  has  brought 
into  our  lives.” 
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Dr.  Morgan’s  Address 

The  leading  article  in  this  month’s  issue 
of  the  North  Carolina  Medical  Journal  is  the 
address  which  Dr.  Hugh  Morgan  delivered 
at  the  sesquicentennial  celebration  of  the 
State  Medical  Society.  In  the  official  pro- 
gram the  subject  of  the  address  was  given 
as  “Then  and  Now.”  After  the  programs 
were  printed,  however,  the  title  of  the 
article  was  changed  to  one  much  more  in- 
dicative of  its  nature.  Dr.  Morgan  has  been 
one  of  the  prime  movers  in  the  “protest 
against  the  present  attitudes  and  policies  of 
the  A.M.A.  in  regard  to  the  problem  of  med- 
ical care”  (see  the  Journal  of  the  American 
Medical  Association  for  February  19,  1949, 
p.  532),  and  it  is  quite  obvious  that  he  used 
the  occasion  of  our  State  Medical  Society’s 
sesquicentennial  celebration  as  a means  of 
giving  publicity  to  the  beliefs  of  his  group. 

The  North  Carolina  Medical  Journal 
seldom  takes  issue  with  one  of  its  contribu- 
tors, especially  with  one  who  was  an  invited 
guest  of  our  Society.  However,  since  Dr. 
Morgan’s  position  is  so  much  at  variance 
with  the  stand  taken  by  our  own  State  So- 
ciety, it  seems  only  fair  to  submit  a few 
remarks  in  rebuttal. 

With  much,  if  not  most,  of  Dr.  Morgan’s 
speech  there  can  be  no  argument.  We  are 
living  in  an  era  of  great  and  rapid  change ; 
we  are  faced  with  the  necessity  of  making 
medical  care  accessible  to  the  entire  popula- 
tion ; medicine  has  made  tremendous  prog- 
ress within  this  century;  the  people  want 
and  will  have  health  insurance ; and  the  doc- 
tor should  never  forget  his  professional  ob- 
ligations, come  what  may.  It  is  also  un- 
doubtedly true  that  government  has  been 
taking  an  increasingly  large  part  in  the 
practice  of  medicine. 

This  last  undisputed  fact  is,  indeed,  one 
of  the  arguments  Dr.  Morgan  uses  in  an  ap- 
parent attempt  to  convince  his  audience  that 
— although  he  opposes  socialized  medicine 
on  some  grounds — it  is  not,  after  all,  such  a 
bad  thing.  “The  federal  government  is  at- 


tempting to  give  varying  degrees  of  medi- 
cal care  to  24,000,000  beneficiaries — about 
one  sixth  of  the  population  of  this  nation. 

. . . When  all  these  beneficiaries  of  govern- 
ment health  services  are  added  together, 
the  number  of  the  population  left  to  be 
cared  for  under  the  private  enterprise  sys- 
tem, by  private  practitioners  and  voluntary 
health  agencies,  is  startlingly  reduced.” 
These  words  of  Dr.  Morgan’s  are  strangely 
reminiscent  of  a statement  on  page  52  of 
the  International  Labour  Organisation’s 
recent  book,  Approaches  to  Social  Secur- 
ity : “The  opposition  of  the  medical  pro- 
fession to  the  rational  organisation  of  in- 
surance medical  service  is  likely  to  be 
weakened  by  the  gradual  narrowing  of  the 
field  of  private  practice.  It  is  obvious  that 
in  Europe,  at  all  events,  the  classes  on 
whom  the  doctors  relied  to  supply  their 
private  patients  are  disappearing.” 

As  another  evidence  of  government  en- 
croachment on  private  practice,  Dr.  Morgan 
offers  the  fact  that  “Almost  all  the  beds  for 
long  term  or  chronic  illness  . . . and  about 
half  the  general  hospital  beds  are  being  op- 
erated by  government.”  It  is  pertinent  to 
recall  Dr.  Louis  Bauer’s  statistics:  “Govern- 
ment hospitals  have  78  per  cent  of  the  total 
bed  capacity,  but  account  for  only  39  per 
cent  of  the  admissions.  Non-government 
hospitals,  having  only  22  per  cent  of  the 
beds,  account  for  61  per  cent  of  the  admis- 
sions.”' Those  doctors  who  have  learned, 
from  talking  to  patients  who  have  “served 
a term”  in  one  of  the  VA  hospitals,  how  slow 
is  the  grinding  of  their  diagnostic  mills  can 
readily  understand  the  difference  in  the  ad- 
mission rates  of  government  and  non-gov- 
ernment hospitals. 

Many  civilians  who  have  served  as  en- 
listed men  or  medical  officers  in  the  armed 
forces,  or  have  had  experience  with  VA 
hospitals  will  be  inclined  to  doubt  Dr.  Mor- 
gan’s statement  that  “medicine  in  the  Army, 
Navy,  Air  Forces,  and  Veterans  Adminis- 
tration is  good  over  all — and  far  better  in 
1949  than  that  practiced  in  the  average 
home  or  hospital  throughout  the  country.” 
The  president  of  our  State  Medical  Society 
spoke  for  a great  many  of  his  colleagues 
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when  he  told  the  North  Carolina  Radiolog- 
ical Society,  after  three  years  of  service 
in  the  Army,  “We  are  coming  back  into 
civilian  life  much  poorer  doctors  than  when 
we  were  commissioned  medical  officers  . . . 
Consider  the  inevitable  effect  of  govern- 
mental control  of  medicine  in  which  mili- 
tai*y  discipline  would  be  lacking  and  in 
which  control  would  be  exercised  by  non- 
medical directors  and  politicians. 

Dr.  Morgan  wonders  “why  organized 
medicine  refused  to  work  out  a national 
health  insurance  scheme  under  the  Blue 
Cross,  Blue  Shield  plan  as  proposed  by 
Paul  Hawley  last  summer.”  Apparently 
he  has  not  heard  that  on  October  18,  1948, 
the  United  States  Government  brought  suit 
against  the  Oregon  State  Medical  Society, 
“charging  attempt  to  monopolize  prepay- 
ment medical  care  insurance,  in  violation  of 
the  Sherman  Antitrust  Act.”3  It  is  highly 
probable  that  similar  suits  will  be  instituted 
against  other  state  medical  societies.  Is  it 
at  all  likely  that  such  a shining  target  as 
the  national  insurance  corporation  pro- 
posed by  Dr.  Hawley  would  be  overlooked 
by  our  Department  of  (so-called)  Justice? 
There  are  other  objections  to  Dr.  Hawley’s 
proposed  merger,  but  this  one  is  enough. 

Dr.  Morgan  makes  the  excellent  sugges- 
tion that  opposition  to  socialized  medicine — 
“if  we  do  oppose  it” — be  based  on  “valid 
reasons”  rather  than  “stupid  maxims,  mot- 
toes, and  slogans.”  Among  the  reasons 
which  he  apparently  considers  valid  is  that 
it  would  “impersonalize  and  degrade  the 
practice  of  medicine.”  In  the  next  para- 
graph, however,  he  says  that  he  does  not 
believe  that  “socialized  medicine  will  lower 
the  ethical  standards,  ideals  and  moral 
values  of  individual  doctors.”  It  is  a pleas- 
ure to  agree  with  the  first  statement — a 
duty  to  disagree  with  the  second. 

Dr.  Morgan,  like  most  of  the  other  148 
“protestants,”  has  not  had  enough  experi- 
ence in  the  private  practice  of  medicine 
to  realize  the  importance  of  the  doctor-pa- 
tient relationship  in  medical  practice  at  its 
best.  Apparently  he  has  also  overlooked 
the  fact  that  it  is  almost  impossible  to 
separate  economic  from  professional  con- 
siderations in  any  system  of  medical  care. 


The  English  plan  is  lowering  the  standards 
of  practice  because  the  income  of  the  doctors 
working  under  it  depends  altogether  upon 
the  number  of  patients  on  their  panel.  If 
they  have  enough  patients  to  bring  a living 
income,  they  can  not  do  good  work ; if  their 
patients  are  limited  to  the  number  they  can 
do  justice  to,  they  cannot  live  on  the  result- 
ing income. 

Those  who  would  like  to  see  compulsory 
health  insurance  forced  upon  this  country 
have  conducted  a constant  campaign  to  dis- 
credit the  doctors  of  America.  The  Amer- 
ican Medical  Association  has  been  a partic- 
ular target  for  abuse,  with  the  result  that 
most  people  in  the  country,  including  many 
of  the  A.M.A.’s  members,  have  come  to  be- 
lieve that  it  is  controlled  by  a small  clique, 
or  even  by  one  man,  Morris  Fishbein.  The 
truth  is  that  the  House  of  Delegates  of  the 
American  Medical  Association,  which  is  per- 
haps the  most  truly  democratic  body  in 
America,  makes  the  policies  of  the  A.M.A. 
The  House  of  Delegates,  and  not  Morris 
Fishbein  or  the  Board  of  Trustees,  is  re- 
sponsible for  the  $25  assessment  and  for  the 
justifiable  attempt  to  inform  the  public  of 
the  achievements  and  aims  of  the  A.M.A.  It 
is  unfortunate,  to  say  the  least,  that  a group 
of  men  so  highly  respected  and  respectable 
as  “the  loyal  opposition”  should  play  direct- 
ly into  the  hands  of  the  politicians,  who 
know  full  well  the  effectiveness  of  Hitler’s 
“divide  and  conquer”  technique. — North 
Carolina  Medical  Journal,  June,  191+9. 

1.  Bauer,  L. : Private  Enterprise  or  Government 
in  Medicine,  Springfield,  Illinois,  Charles  C. 
Thomas,  1948,  p.  22. 

2.  Murphy,  G.  W.:  Doctors,  Take  Warning, 

North  Carolina  Medical  Journal,  6:475  (Nov.)  1945. 

3.  Resolution  passed  by  the  Oregon  State  Med- 
ical Society  at  its  1949  meeting. 


Your  Health  Is  Your  Business* 

SENATOR  HARRY  P.  CAIN,  WASHINGTON 
The  issue  of  National  Compulsory  Health 

*This  is  a radio  script  by  Senator  Harry  P.  Cain, 
Washington,  originally  broadcast  as  a public  serv- 
ice over  a network  of  radio  stations.  We  have  a 
recording  of  this  address  and  will  be  glad  to  send 
to  any  County  Medical  Society  that  desires  to  put 
it  on  the  radio. 
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Insurance  cuts  across  and  transcends  all 
political  party  lines.  We  are  confident  that 
a vast  majority  of  the  American  'people, 
regardless  of  political  affiliations,  agree 
with  us. 

What  would  happen  to  the  American  pa- 
tients if  they  permitted  their  Congress  to 
ensnarl  them  in  a scheme  of  political  medi- 
cine? This  is  the  paramount  consideration. 
The  fact  that  Compulsory  Health  Insurance 
would  regiment  American  doctors — unfair, 
discriminatory,  and  dangerous  as  that 
would  be — is  comparatively  unimportant. 
What  is  more  important  is  the  fact  that  this 
program  would  regiment  American  patients 
— and  that  means  every  man,  woman,  and 
child  in  this  country.  The  effect  of  such 
mass  medical  regulation  would  be  inferior, 
assembly-line  medical  care  for  every  Amer- 
ican family. 

What  happens  today  in  England  is  typical 
of  the  experiences  of  other  countries  that 
have  undertaken  government  medicine. 
Wherever  it  has  been  attempted,  political 
medicine  has  proven  itself  to  be  cheap  med- 
icine— but  cheap  only  in  quality. 

In  England  the  false  lure  of  something 
for  nothing  has  jammed  doctors’  offices 
with  patients  of  all  descriptions.  Many  of 
them  are  sick  people  who  need  careful,  prop- 
er attention.  Many  more  of  them  are  per- 
sons with  minor  complaints,  imaginary  ail- 
ments, and  trivial  requests.  Some  of  them 
are  there  simply  to  kill  time,  get  a free  wig, 
or  obtain  a certificate  enabling  them  to  take 
the  day  off.  Nevertheless,  all  of  them — sick 
and  well,  young  and  old — must  wait  in  line 
to  compete  for  the  doctor’s  precious  time. 
The  result,  not  enough  time  for  careful 
diagnosis  and  treatment.  Patients  are 
rushed  through  on  a mass-production,  as- 
sembly line  impersonal  basis. 

In  England  today  many  doctors  are  see- 
ing and  attempting  to  prescribe  for  from 
forty  to  seventy-five  patients  in  the  daily 
four  hours  allotted  to  office  practice.  Many 
doctors  have  found  their  work  doubled  and 
even  trebled,  and  I know  of  at  least  one 
doctor  who  frequently  sees  120  patients 
during  the  four-hour  office  period. 

Those  who  suffer  most  are  the  patients 
who  are  really  sick  and  who  need  real  care 
at  the  proper  time — not  at  a time  and  in  a 


manner  prescribed  by  a government  clerk 
or  a mimeographed  regulation.  The  inevi- 
table, tragic  result  of  such  an  impersonal 
system  is  a progressive  decline  in  the  peo- 
ple’s health. 

Nathan  Sinai,  an  advocate  of  Compulsory 
Health  Insurance,  made  a prewar  study  of 
England  and  Germany  and  came  to  the 
embarrassing  conclusion  that  the  amount 
of  sickness  had  practically  doubled  in  both 
countries  since  their  adoption  of  Compul- 
sory Health  Insurance.  He  also  found  that 
the  average  length  of  illness  in  those  coun- 
tries was  almost  twice  what  it  was  in  Amer- 
ica. 

Assembly-line  medical  care  is  bad  enough 
in  itself,  but  as  part  of  the  same  inferior 
product,  government  medicine  invades  the 
patient’s  personal  privacy,  disrupts  a 
healthy  doctor-patient  relationship,  and  in- 
terferes with  the  people’s  right  to  choose 
their  own  doctors. 

In  England,  patients’  personal  case  his- 
tories must  be  available  to  two  different 
local  committees.  The  majority  of  the 
members  are  laymen.  As  a result,  the  na- 
ture of  individual  illnesses  frequently  be- 
comes public  knowledge.  The  subsequent 
gossip  and  the  medical  snooping  are  bitterly 
resented  by  British  patients,  as  we  would 
resent  it  in  our  own  country.  Doctors  re- 
port that  the  fear  of  neighborhood  gossip 
often  prevents  them  from  getting  from  the 
patients  information  required  for  proper 
diagnosis  and  treatment. 

This  totally  unwise  and  unreasonable 
medical  atmosphere  could  easily  develop  in 
the  United  States  under  Compulsory  Health 
Insurance.  Following  the  general  British 
plan  of  administration,  the  proposed  legis- 
lation places  at  least  eight  different  nation- 
al, state,  and  local  agencies  between  the 
patient  and  his  doctor.  On  the  local  level 
it  calls  for  administrative  committees — 
composed  of  political  appointees  and  with 
laymen  in  the  majority.  I know  that  Amer- 
ican people  don’t  want  this!  I know  that 
they  don’t  want  their  personal  medical  rec- 
ords available  to  the  prying  eyes  of  politi- 
cally-appointed, medical  snoopers  in  their 
home  communities. 

The  personal  relationship  between  the 
doctor  and  his  patient — the  private  trust 
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and  confidence  which  must  be  maintained — 
is  destroyed  by  the  smothering  influence  of 
political  medicine.  This  has  happened 
wherever  a people  have  thrown  away  the 
right  to  manage  their  personal  health  prob- 
lems. Under  government  control,  the  doc- 
tor no  longer  has  the  time  to  give  the  pa- 
tient the  individual  care  he  must  have,  and 
the  patient  often  finds  that  he  no  longer  can 
consult  the  doctor  of  his  choice. 

Compulsory  Health  Insurance  leads  to  the 
panel  practice  system,  in  which  each  doctor 
serves  a list  of  patients,  and  each  patient  is 
on  the  list  of  a government-approved  doc- 
tor. The  doctors  are  paid  either  a govern- 
ment salary  or  a flat  yearly  sum  for  each 
person  on  their  lists.  The  patient — if  he 
is  fortunate — or  has  the  right  political  con- 
nections— may  get  the  doctor  of  his  own 
choice.  But  if  that  doctor  is  not  in  the 
government  system — or  if  his  list  is  full — 
or  if  the  regulations  prevent  it,  the  patient 
must  sign  up  with  a stranger. 

If  the  patient  and  his  family  do  not  like 
the  strange  doctor  in  whose  list  they  find 
themselves,  they  can  change  if  and  when 
government  regulations  permit.  Of  course, 
if  the  patient  is  disgusted  with  the  situation, 
he  can  go  outside  the  government  system  for 
the  kind  of  medical  service  he  wants — and 
then  pay  a double  bill:  the  Compulsory  tax 
for  the  unwanted  service  plus  a fee  for  the 
medical  care  he  desires. 

And  that  brings  me  to  the  realistic  ques- 
tion of  how  much  Compulsory  Health  In- 
surance would  cost  our  people  who  pay  the 
bill.  Nobody  can  predict  with  any  accuracy 
the  ultimate  financial  burden  that  such  a 
scheme  would  impose  on  the  people  of  this 
country. 

The  advocates  of  Compulsory  Health  In- 
surance— who  seldom  bother  about  the  cost 
to  be  borne  by  others — sometimes  admit 
that  they  have  no  idea.  At  other  times  they 
dabble  with  starting  estimates  of  four  or 
five  billion  dollars  a year,  to  be  raised  by  a 
three  to  four  per  cent  tax  on  the  income  of 
all  wage  earners  and  self-employed  per- 
sons. Their  own  vagueness  and  inconsis- 
tencies emphasize  the  great  financial  danger 
of  such  an  uncharted  adventure. 

Numerous  experts  on  medical  economics, 
public  health,  and  taxation  have  predicted 


ultimate  annual  costs  ranging  from  ten  to 
eighteen  billion  dollars — and  an  eventual 
pay-check  tax  rate  of  ten  to  twelve  per  cent. 
This  new,  unpredictable  tax  burden  would 
be  in  addition  to  all  present  taxes — and  in 
addition  to  all  the  other  proposed  increases 
in  Social  Security  taxes.  One  can  reason- 
ably assume  that  from  eighteen  to  thirty- 
six  per  cent  of  our  national  income  would 
go  to  the  Truman  Administration’s  pro- 
posed Social  Security  program,  if  socialized 
medicine  were  to  be  included. 

When  will  we  rid  ourselves  of  this  foolish 
dream  that  dollars  grow  on  trees  planted  by 
Uncle  Sam?  When  will  we  shake  ourselves 
out  of  this  financial  nightmare  of  spend- 
and-spend,  tax-and-tax  ? When  will  we  face 
the  reality  that  every  dollar  spent  by  the 
Federal  Government  comes  out  of  the  pocket 
of  every  individual  American? 

In  most  American  homes  today  the  big 
problem  is  not  the  medical  bill  but  the  tax 
bill.  While  the  average  family  spends  only 
four  per  cent  of  its  income  for  medical  care, 
the  tax  collector  is  taking  from  twenty  to 
thirty  per  cent  of  every  pay  check  in  the 
country.  Now,  it  is  arrogantly  proposed 
that  the  American  people  should  pay  an- 
other new  tax — four,  six,  eight,  or  ten  per 
cent,  nobody  knows — to  support  an  inferior 
system  of  medical  care,  administered  by 
clerks  and  bookkeepers  on  an  ever-expand- 
ing government  pay  roll. 

Under  any  circumstances,  I maintain, 
there  is  something  offensive  about  such  a 
proposal  put  forward  in  this  free  nation  of 
self-reliant  people.  And  when  we  look  at 
the  record  of  our  national  progress  in  the 
field  of  Voluntary  Health  Insurance,  it  be- 
comes obvious  that  the  American  people 
are  on  the  road  to  solving  their  health 
problem  and  neither  need  nor  want  gov- 
ernmental interference. 

In  1946,  forty  million  people  in  the  United 
States  had  some  form  of  voluntary  health 
insurance.  Today,  some  fifty-five  million 
Americans  have  more  than  eighty  million 
policies  giving  them  the  kind  of  hospital, 
surgical,  or  medical  coverage  they  want. 
The  prepaid  hospital  and  medical  care 
plans,  and  the  programs  offered  by  the  com- 
mercial insurance  companies,  are  expand- 
ing at  a pace  which  dramatically  demon- 
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strates  that  America  is  becoming  health 
insurance  conscious.  They  are  working 
constantly  to  extend  benefits  to  offer  indi- 
vidual coverage  more  broadly  and  to  set  up 
protection  against  catastrophic  illness  at 
actuarially  sound  rates. 

The  American  people  are  proving  that 
there  is  little  government  can  do  for  a citi- 
zen in  the  field  of  health  insurance  that  he 
cannot  do  better  for  himself,  and  at  far 
less  cost.  If  a family  can  afford  a daily 
pack  of  cigarettes  or  a weekly  movie,  it  can 
afford  or  will  soon  secure  voluntary  insur- 
ance giving  adequate  protection  against  the 
costs  of  illness. 

The  voluntary  way  is  the  American  way 
— without  compulsion  and  regimentation. 
The  voluntary  plans  give  us  freedom  to 
choose  our  own  doctors,  our  own  hospitals, 
our  own  particular  type  of  coverage,  de- 
pending upon  our  income  and  our  medical 
needs.  Personal  doctor-patient  relation- 
ships remain  untrampled.  Our  health  rec- 
ords remain  private,  and  confidential.  We 
continue  to  avail  ourselves  of  the  highest 
calibre  medical  service  in  the  world. 

Health  insurance,  which  becomes  ever 
broader  and  more  reliable,  is  on  the  Amer- 
ican scene  to  stay.  The  only  question  is 
whether  it  shall  be  compulsory  or  voluntary . 

Our  health  is  our  own  business.  Let’s 
keep  it  that  way.  Let’s  keep  politics  out  of 

medicine!  

The  South  Takes  Atlantic  City 
It  is  pleasing  but  not  surprising  that  the 
two  chief  honors  of  the  American  Medical 
Association  for  this  year  should  be  awarded 
to  two  men  below  the  Mason-Dixon  line,  Dr. 
Elmer  L.  Henderson  of  Louisville,  Ken- 
tucky, and  Dr.  Seale  Harris  of  Birmingham, 
Alabama. 

Dr.  Elmer  L.  Henderson 
Elmer  L.  Henderson  was  chosen  unani- 
mously by  the  House  of  Delegates  as  Presi- 
dent-Elect of  the  American  Medical  Associ- 
ation at  its  June  meeting  in  Atlantic  City. 
Dr.  Henderson  is  a diplomate  of  the  Amer- 
ican Board  of  Surgery  and  one  of  the 
South’s  outstanding  surgeons.  He  has  been 
active  in  the  Southern  Medical  Association 
for  many  years,  has  been  Chairman  of  its 
Section  on  Surgery,  member  of  its  Council 
representing  Kentucky  for  the  constitu- 


tional limit,  was  its  president  in  1947  and  is 
one  of  its  best  known  members.  He  has 
been  president  of  his  local  and  state  societies 
and  has  been  honored  by  other  medical  and 
surgical  organizations. 

He  has  been  Chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion since  1947,  completing  this  year  the 
constitutional  limit  of  ten  years  as  a mem- 
ber of  the  Board.  During  the  years  since 
World  War  II  he  has  been  deeply  interested 
in  the  World  Medical  Association  of  which 
he  is  Chairman  of  the  United  States  Com- 
mittee. He  has  traveled  extensively  in  for- 
eign countries,  studying  the  customs  of 
medical  practice  abroad : in  middle  Europe, 
Japan,  South  America,  Spain  and  elsewhere. 
He  was  one  of  a committee  which  went  to 
Japan  soon  after  its  surrender  to  advise 
upon  the  medical  reorganization  of  that 
country.  He  has  given  a very  large  amount 
of  his  time  in  recent  years  to  study  of  medi- 
cal organization,  education,  and  practice 
throughout  the  world. 

It  is  not  surprising  to  any  of  his  friends 
that  his  leadership  should  have  carried  him 
to  the  position  of  president-elect  of  the 
world’s  largest  and  most  influential  medical 
organization.  His  honors  have  not  made 
him  egotistical,  and  his  personality  has  re- 
mained gracious  and  unassuming  through- 
out his  career. 

Dr.  Seale  Harris 

Seale  Harris  was  the  recipient  of  the  Dis- 
tinguished Service  Medal  of  the  American 
Medical  Association  at  the  June  meeting. 
A grand  young  man,  and  one  who  is  better 
known  than  any  other  physician  to  mem- 
bers of  the  Southern  Medical  Association,  is 
Dr.  Harris.  The  medal  which  was  pre- 
sented to  him  in  Atlantic  City  was  first 
awarded  in  1938  in  recognition  of  distin- 
guished service  “in  the  science  and  art  of 
medicine.”  Its  ten  other  recipients  are 
among  the  most  widely  recognized  contrib- 
utors of  this  century  to  clinical  progress  in 
America. 

Seale  Harris  is  best  known  for  his  val- 
uable contributions  to  the  understanding  of 
diabetes,  to  its  opposite  condition,  hyper- 
insulinism,  and  to  the  general  conceptions 
of  the  science  of  endocrinology. 
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He  has  been  one  of  the  most  active  work- 
ers for  the  Southern  Medical  Association 
since  he  became  its  secretary  and  editor  of 
its  journal  in  1911,  when  three  small  strug- 
gling publications  were  combined.  From  a 
very  small  beginning  his  policies  advanced 
its  membership  and  its  importance  in  the 
Southern  states  so  that  it  was  a thriving 
association  on  a solid  financial  basis  when 
he  resigned  the  secretary-editorship  in  1921 
and  was  elected  president.  He  has  kept  its 
interests  at  heart  throughout  his  period  of 
clinical  practice.  Since  1907  he  has  missed 
only  two  meetings. 

The  company  that  he  keeps  in  this  award, 
the  ten  others  who  have  enjoyed  the  same 
scientific  honor,  in  their  medical  contribu- 
tions provide  a synopsis  of  many  of  the  high 
points  of  medical  learning  of  this  century. 
The  recipients  have  been:  first,  Rudolph 
Matas  of  New  Orleans,  great  vascular  sur- 
geon; James  Bryan  Herrick  of  Chicago, 
distinguished  physician  and  hematologist 
responsible  for  the  first  description  of  sickle 
cell  anema ; Chevalier  Jackson  of  Philadel- 
phia, pioneer  bronchoscopist ; James  Ewing 
of  New  York,  classical  authority  upon  neo- 
plastic disease;  Ludvig  Hektoen  of  Chicago, 
celebrated  pathologist  and  immunologist ; 
Elliott  P.  Joslin  of  Boston,  beloved  student 
of  the  therapy  of  diabetes ; George  Dock  of 
Pasadena,  well-known  teacher  and  investi- 
gator of  the  human  digestive  processes ; 
George  R.  Minot  of  Boston,  who  first  used 
liver  in  the  therapy  of  pernicious  anemia ; 
Anton  J.  Carlson  of  Chicago,  inspiring 
teacher  of  physiology;  Henry  A.  Christian 
of  Harvard,  well-known  internist;  and 
Isaac  Arthur  Abt  of  Chicago,  pediatrician, 
and  author  and  editor  of  widely  used  pedi- 
atric textbooks. 

All  these  physicians  mentioned,  beginning 
with  Elmer  Henderson,  make  a remarkable 
group  of  good  and  able  men  whose  lives 
and  work  can  well  be  studied  and  emulated 
by  the  coming  generation  of  medical  stu- 
dents. They  will  help  to  keep  high  the  ad- 
miration and  affection  of  the  general  public 
for  its  physicians. 

Mrs.  Arthur  A.  Heroic l 

By  no  means  the  least  of  the  bearers  of 


honors  from  the  Atlantic  City  meeting  is 
Mrs.  Arthur  A.  Herold  of  Shreveport, 
Louisiana,  modest  and  talented  President- 
Elect  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association.  Her  hus- 
band, Dr.  Herold,  has  been  an  active  mem- 
ber of  the  Southern  Medical  Association  for 
many  years,  having  represented  Louisiana 
on  its  Council  for  the  constitutional  limit. 
Mrs.  Herold  has  long  been  popular  among 
gatherings  of  Southern  women,  and  has 
been  president  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association,  whose 
members  take  particular  pride  in  her  ele- 
vation to  the  highest  national  honor  for 
wives  of  physicians.  — Southern  Medical 
Journal,  July,  19 U9. 
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Letter  No.  109 
June  20,  1949 

Dear  Doctor: 

The  ninety-eighth  annual  session  of  the 
American  Medical  Association,  held  in  At- 
lantic City,  is  history  now  ! 

And  it  was  a wonderful  meeting.  A total 
of  13,221  physicians  was  registered,  which 
contrasts  with  a doctor  attendance  of  11,963 
at  Chicago  in  1948.  The  registration  of 
guests  this  year  was  14,671,  exclusive  of 
physicians,  in  comparison  with  10,244  last 
year,  making  a total  of  27,892  physicians 
and  guests.  This  does  not  include  the  ex- 
hibitors or  members  of  their  families.  The 
1949  attendance  of  physicians  was  second 
only  to  the  record  of  15,667  set  at  Atlantic 
City  in  1947,  which  was  the  association’s 
one-hundredth  anniversary  year. 

Dr.  Elmer  L.  Henderson,  Louisville,  Ken- 
tucky, who  has  been  active  in  A.  M.  A. 
affairs  for  more  than  a decade,  is  the  new 
president-elect.  Dr.  Henderson,  who  will 
assume  office  in  San  Francisco,  was  elected 
unanimously,  and  in  his  acceptance  speech 
before  the  House  of  Delegates  he  said : 

“If  we  are  to  endure  as  a free  medical 
profession,  we  must  stand  united  and  pre- 
sent a solid  front.  We  have  just  begun  to 
fight.  With  the  help  of  Almighty  God,  I 
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pledge  you  that  we  will  continue  to  fight, 
and  we  will  win.” 

Other  officers  elected  at  Atlantic  City 
were: 

Vice-President — 

James  Francis  Norton,  Jersey  City 
Secretary — 

George  F.  Lull,  Chicago 
Treasurer — 

Josiah  J.  Moore,  Chicago 
Speaker,  House  of  Delegates — 

F.  F.  Borzell,  Philadelphia 
Vice-Speaker,  House  of  Delegates — 
James  R.  Reuling,  Bayside,  New  York 
Trustees — 

Louis  H.  Bauer,  Hempstead,  New  York, 
1954 

F.  J.  Blasingame,  Wharton,  Texas, 
1954 

Judicial  Council — 

Edward  R.  Cunniffe,  New  York,  1954 
Thomas  P.  Murdock,  Meriden,  Connec- 
ticut, 1953 

Council  on  Medical  Education  and  Hospi- 
tals— 

Guy  C.  Caldwell,  New  Orleans,  1956 
Council  on  Scientific  Assembly — 

Charles  H.  Phifer,  Chicago,  1954 
Carl  A.  Lincke,  Carrollton,  Ohio,  1955 
Michael  De  Bakey,  Houston,  Texas, 
1956 

Council  on  Medical  Service — 

Elmer  Hess,  Erie,  Pennsylvania,  1952 
Thomas  A.  McGoldrick,  Brooklyn,  1952 
Scores  of  resolutions  were  introduced  in 
the  House  of  Delegates  during  the  five-day 
session,  but  there  were  at  least  two  that 
reflected  a constructive  and  positive  ap- 
proach to  some  of  the  problems  facing 
American  medicine  today. 

The  House  of  Delegates  approved  spon- 
sorship of  a National  Health  Conference  in 
the  late  summer  or  early  fall  to  implement 
the  A.  M.  A.’s  twelve-point  health  program. 

The  A.  M.  A.,  through  its  Board  of  Trus- 
tees, will  hold  such  a conference  of  “inter- 
ested groups”  to  consider  the  twelve-point 
health  program  and  “such  elaboration  as 
may  seem  indicated  in  the  public  interest.” 
The  group  will  include,  in  all  probability, 
farm  and  labor  organizations.  The  date 
and  site  of  the  conference  has  not  yet  been 
decided. 
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The  Board  of  Trustees  plans  to  take  up 
the  conference  matter  at  a meeting  in  the 
near  future. 

In  another  resolution,  the  House  of  Dele- 
gates took  steps  to  recognize  medical  care 
plans  operated  by  lay  groups.  Up  to  now, 
the  A.  M.  A.  has  approved  only  those  medi- 
cal care  plans  sponsored  by  county  and  state 
medical  societies.  There  are  ninety-five 
such  plans,  seventy  of  which  have  been 
granted  the  A.  M.  A.  seal  of  acceptance. 

Lay  medical  plans  are  those  sponsored 
by  nonprofessional  groups,  such  as  labor, 
farm  and  consumer  cooperatives. 

The  House  approved  a report  by  the  A. 
M.  A.’s  Council  on  Medical  Service,  which 
set  forth  twenty  “principles”  as  guides  for 
evaluating  lay-sponsored  plans. 

Dr.  James  R.  McVay,  Kansas  City,  Chair- 
man of  the  Council,  said  the  action  was  “a 
positive,  decisive,  progressive  step”  toward 
the  expansion  of  voluntary  health  insur- 
ance. 

In  explaining  the  Council’s  report  at  a 
press  conference,  Dr.  McVay  said  there  are 
approximately  171  lay  or  consumer-spon- 
sored voluntary  health  plans  now  operating 
in  forty-three  states,  exclusive  of  the  ninety- 
five  sponsored  by  medical  societies.  Coun- 
cil members  have  met  with  leaders  of  lay 
groups  during  the  past  two  years  in  an 
effort  to  formulate  a workable  set  of  prin- 
ciples. 

From  these  meetings  developed  the  twen- 
ty principles  adopted  by  the  House.  These 
specify,  among  other  things,  all  income  to 
the  lay-sponsored  plans  shall  be  devoted  to 
services  for  beneficiaries,  the  plans  must 
comply  with  medical  ethics,  they  must  be 
adequately  financed,  they  must  be  devoted 
exclusively  to  health  service  and  have  high 
quality  personnel.  All  participating  physi- 
cians must  be  licensed  doctors  of  medicine. 

The  A.  M.  A.  itself  does  not  intend  to 
sanction  lay-sponsored  medical  care  plans 
without  prior  approval  by  county  or  state 
medical  societies. 

A Voice  from  the  Balcony 

On  the  first  day  of  the  meeting,  the  A.  M. 
A.  received  a telegram  from  Dr.  Channing 
Frothingham,  Chairman  of  the  Committee 
for  the  Nation’s  Health,  who  offered  to  put 
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up  an  exhibit  and  supply  a speaker  on  com- 
pulsory sickness  insurance. 

The  telegram,  which  brought  only  chuck- 
les from  A.  M.  A.  officers  and  members  of 
the  House,  said  in  part: 

“We  feel  this  display  would  help  to  edu- 
cate the  doctors  attending  the  convention. 
The  A.  M.  A.  is  spending  several  million 
dollars  to  educate  the  public  on  the  health 
insurance  issue,  and  so  we  realize  your 
interest  in  public  education. 

“This  proposal  for  educating  the  doctors 
would  cost  the  A.  M.  A.  nothing.  We  as- 
sume you  have  arranged  for  a speaker  to 
present  the  President’s  side  of  this  tremen- 
dous public  issue;  but  if  not,  may  we,  also 
in  the  interests  of  education,  make  arrange- 
ments for  a proponent  to  address  the  meet- 
ing?” 

Dr.  Frothingham  asked  for  a reply,  but 
when  it  was  seen  that  no  reply  was  forth- 
coming he  released  the  telegram  to  the 
press. 

It  simply  seemed  absurd  that  we  should 
reply  to  the  committee’s  telegram.  No  pro- 
ponent of  national  compulsory  sickness  in- 
surance was  invited  because,  as  one  A.  M.  A. 
officer  said,  “it  would  be  like  the  Pope 
bringing  in  the  devil’s  advocate  to  the  Vat- 
ican.” 

Convention  Potpourri 

Sixty-five  newspaper  men  and  women 
> covered  the  A.  M.  A.  meeting — the  largest 
number  in  A.  M.  A.  history.  They  filed 
more  than  350,000  words  direct  from  the 
A.  M.  A.  press  rooms  in  the  Hotel  Tray- 
more.  . . . Dr.  C.  E.  Moore,  Harrisburg, 
Pennsylvania,  won  the  1949  championship 
of  the  American  Medical  Golfers’  Associa- 
tion. In  competition  against  211  physi- 
cians, he  scored  148  (71-77)  for  thirty-six 
holes.  He  won  the  same  title  two  years 
ago  with  identical  scores.  . . . More  than 
5,000  doctors  and  members  of  their  families 
heard  “The  Original  Amateur  Hour”  broad- 
cast from  the  ballroom  of  convention  hall 
as  a special  tribute  to  the  A.  M.  A.  The 
hour’s  broadcast  was  heard  over  a nation- 
wide ABC  network. 

Dr.  Seale  Harris,  of  Birmingham,  Ala., 
professor  emeritus  of  medicine  at  the  Uni- 
versity of  Alabama,  former  editor  of  the 


Southern  Medical  Journal  and  past  presi- 
dent of  the  Southern  Medical  Association, 
received  the  A.  M.  A.’s  1949  Distinguished 
Service  Medal.  . . . The  House  of  Delegates 
voted  down  a resolution  which  would  have 
abolished  the  A.  M.  A.’s  general  practitioner 
award  which  has  been  given  at  the  last  two 
Interim  Sessions.  . . . The  first  Joseph  Gold- 
berger  Award  in  Clinical  Nutrition  was 
conferred  posthumously  on  Randolph 
West,  who  was  professor  of  medicine  in  the 
College  of  Physicians  and  Surgeons  at 
Columbia  University.  He  died  on  May  21. 
He  had  been  notified  of  the  award  and  had 
read  the  editorial  on  his  selection  in  the 
A.  M.  A.  Journal. 

Dr.  Philip  Hench  of  the  Mayo  Clinic  was 
one  of  the  busiest  men  at  the  convention. 
Doctors  everywhere  deluged  him  with  ques- 
tions about  Compound  E,  which  promises 
good  results  in  the  treatment  of  rheumatoid 
arthritis.  . . . Dr.  Louis  H.  Bauer,  Hemp- 
stead, N.  Y.,  newly-appointed  chairman  of 
the  Board  of  Trustees,  took  time  off  during 
the  convention  to  address  the  Atlantic  City 
Kiwanis  Club.  . . . Chicago  was  selected  as 
the  convention  city  in  1952  and  Denver  for 
the  Interim  Session  in  1950.  . . . Comment- 
ing editorially  on  the  A.  M.  A.’s  program 
to  encourage  the  expansion  of  lay-sponsored 
medical  care  plans,  the  Philadelphia  In- 
quirer said:  “Even  in  the  most  skeptical  in- 
terpretation the  action  marks  another 
notable  advance  in  the  A.  M.  A.’s  efforts  to 
formulate  an  effective  answer  to  the  Ad- 
ministration’s effort  to  impose  compulsory 
health  insurance.” 

Secret  Ballot  Shows  Doctors  Oppose 
State  Medicine 

Something  new  in  poll-taking  among 
members  of  the  medical  profession  was 
initiated  a short  time  ago  by  Thomas  P. 
Cook,  executive  secretary  of  the  Hennepin 
County  Medical  Society,  Minneapolis,  Minn. 

A secret  ballot  was  mailed  to  829  mem- 
bers of  the  county  society.  It  said:  “Your 
society  has  undertaken  a canvass  of  its 
membership  in  the  hope  of  obtaining  from 
them  a frank  and  honest  opinion  on  how 
the  members  feel  about  the  subjects  listed 
below.  They  think  these  can  be  more  read- 
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ily  obtained  if  the  identity  of  those  complet- 
ing these  forms  remains  a secret.”  The 
ballot  listed  six  subjects.  Two  lines  at  the 
bottom  said:  “No  signature;  no  means  of 
identification,  please.” 

A total  of  608  of  the  829  ballots  was  com- 
pleted and  returned  within  one  week.  The 
results  were  tabulated  by  a tellers  com- 
mittee composed  of  a banker,  a salesman 
and  a doctor.  The  envelopes  remained  in- 
tact until  the  committee  was  ready  to  func- 
tion. 

A total  of  656  ballots  was  returned  but 
only  608  of  these  were  received  in  time  to 
be  tabulated.  The  final  tabulation  showed 
a total  of  608  votes. 

On  the  question  of  compulsory  sickness 
insurance,  a total  of  565  said  they  were  op- 
posed to  it,  only  29  said  they  favored  it 
and  14  of  the  ballots  were  not  checked. 

Another  question  dealt  with  the  organi- 
zation of  medical  cooperatives  (by  lay 
groups — consumer  cooperatives).  A total 
of  494  said  they  were  opposed  to  such  or- 
ganizations, 79  favored  them  and  35  ballots 
were  not  checked. 

A third  question  asked  opinions  on  Blue 
Cross  and  Blue  Shield  Plans.  A total  of 
572  said  they  were  in  favor  of  such  plans, 
18  said  they  were  opposed  and  18  ballots 
were  not  checked  on  this  point. 

Dear  Dr.  Hardy: 

Your  attention  is  called  to  the  following 
resolution  adopted  by  the  House  of  Dele- 
gates of  the  American  Medical  Association 
at  its  Annual  Session  at  Atlantic  City,  June 
6 to  10,  1949: 

Whereas,  Extension  of  “social  secu- 
rity” to  the  self-employed  of  the  United 
States  is  under  consideration  by  the 
Eighty-First  Congress;  and 

Whereas,  Provision  for  the  exigen- 
cies of  old  age  is  an  individual  matter 
which  should  be  left  to  the  decision  of 
self-employed  individuals  on  a strictly 
voluntary  basis;  and 

Whereas,  So-called  “social  security” 
is  in  fact  a compulsory  socialistic  tax 
which  has  not  provided  satisfactory 
insurance  protection  for  individuals 
where  it  has  been  tried  but,  instead, 
has  served  as  the  entering  wedge  for 


establishment  of  a socialistic  form  of 
governmental  control  over  the  lives  and 
fortunes  of  the  people ; and 

Whereas,  The  private  insurance  com- 
panies of  the  country  offer  a great  va- 
riety of  programs  which  are  available 
to  individuals  according  to  their  indi- 
vidual requirements  and  desires;  now, 
therefore,  be  it 

RESOLVED,  That  the  House  of 
Delegates  of  the  American  Medical  As- 
sociation express  its  disapproval  of  the 
extension  of  so-called  “social  security” 
to  self-employed  individuals,  including 
physicians  and  surgeons. 

You  are  urged  to  take  immediate  action 
to  inform  the  Congressmen  and  Senators 
from  your  state  of  the  attitude  of  the  medi- 
cal profession  toward  the  projected  exten- 
sion of  social  security  to  physicians. 

Sincerely  yours, 

Ernest  B.  Howard, 
Assistant  Secretary,  American 
Medical  Association. 
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West  Tennessee  Medical  and  Surgical 
Association 

The  fifty-fifth  session  of  the  West  Ten- 
nessee Medical  and  Surgical  Association 
met  in  the  basement  of  the  First  Methodist 
Church,  Huntingdon,  Tennessee,  on  May  19. 
1949.  Total  registration  was  eighty-nine. 
The  officers  were : 

Dr.  J.  W.  Oursler,  Humboldt,  President 
Dr.  Charles  A.  Turner,  Dyersburg,  First 
Vice-President 

Dr.  Herman  L.  Armstrong,  Somerville, 
Second  Vice-President 
Dr.  Lelancl  M.  Johnston,  Jackson,  Secre- 
tary and  Treasurer 
Program  Committee  is: 

Dr.  John  C.  Pearce,  Chairman,  Jackson 
Dr.  W.  L.  Williamson,  Memphis 
Scientific  program  was  as  follows: 
“Rheumatic  Heart  Disease,”  Dr.  W.  C. 
Chaney,  Memphis 

“Breech  Delivery,”  Dr.  Willard  O.  Tirrill, 
Nashville 

“Suppurative  Diseases  of  Chest,”  Dr.  J. 
Hughes  Chandler,  Jackson 


July,  1949 


PHYSICIANS  WANTED— ABSTRACTS  OF  CURRENT  LITERATURE 


2 b I 


“Porphyria,”  Dr.  Lamb  B.  Mvhr,  Jackson 

“Diagnosis  of  Pelvic  Cancer  in  Your  Of- 
fice,” Dr.  Philip  C.  Schreier,  Memphis 

“Tuberculosis  in  Tennessee,”  Dr.  Arthur 
C.  Dunlap,  Paris 

“Present  Status  of  Treatment  of  Purulent 
Meningitides,”  Dr.  Robert  Jordan, 
Brownsville 

“The  Surgical  Treatment  of  Hyperten- 
sion,” Dr.  Harwell  Wilson,  Memphis 

“Observations  on  780  Consecutive  Cases 
of  Coronary  Thrombosis,”  Dr.  Channey 
Smith,  Detroit,  Michigan. 

New  officers  elected  were : 

Dr.  Herman  Armstrong,  Somerville, 
President 

Dr.  Roy  Douglas,  Huntingdon,  First  Vice- 
President 

Dr.  Jack  Thompson,  Jackson,  Second 
Vice-President 

Dr.  Leland  M.  Johnston,  Jackson,  Secre- 
tary and  Treasurer 

Place  of  next  meeting,  Jackson,  Tennes- 
see, May,  1950. 

Leland  M.  Johnston,  M.D., 

Secretary. 


Dr.  Edward  T.  Newell,  Jr.,  Chairman  of 
the  Clinical  Congress  Committee  of  the 
Chattanooga  and  Hamilton  County  Medical 
Society,  announces  that  the  next  meeting 
will  be  held  on  Wednesday,  September  28, 
1949,  at  the  Golf  and  County  Club. 

The  doctors  of  the  surrounding  territory 
of  Tennessee,  Georgia,  and  Alabama  are 
cordially  invited  to  attend. 

A full  program  will  be  published  at  a 
later  date. 
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Dear  Dr.  Hardy: 

Our  community’s  Men’s  Club  recently 
became  interested  in  the  possibility  of  se- 
curing the  services  of  a physician  for  our 
community  area  and  appointed  a committee 
to  see  what  might  be  done  toward  this  end. 
In  talking  to  Dr.  Henry  Clark,  Director  of 
Vanderbilt  University  Hospital,  he  suggest- 
ed that  we  contact  you  since  you  might  be 
able  to  give  us  some  assistance  and  infor- 
mation in  this. 


We  will  sincerely  appreciate  whatever 
you  may  be  able  to  do  for  us  in  this  effort, 
and  I am  enclosing  a brief  description  of 
the  community  area  in  order  that  anyone 
who  might  be  interested  will  have  some 
basis  in  judging  as  to  whether  or  not  such 
a location  would  appeal  to  him. 

Until  death  in  recent  years  removed  our 
physicians  the  community  had  adequately 
supported  two  doctors.  With  their  death, 
Dr.  R.  H.  Elder  at  Cedar  Hill,  Tennessee,  is 
the  only  active  physician  in  a large  territory 
between  Springfield,  Tennessee,  and  Clarks- 
ville, Tennessee.  He  is  overburdened  with 
work  and  has  discussed  the  matter  of  se- 
curing a physician  at  Adams  with  us  and 
promised  his  cooperation  in  this  effort.  His 
practice  is  similar  to  what  we  believe  would 
be  necessary  at  Adams,  and  if  contacted  I 
am  sure  he  could  give  a better  idea  from 
the  medical  viewpoint  as  to  what  might  be 
expected  as  to  practice,  financial  returns, 
etc.,  by  anyone  locating  here. 

Should  any  party  be  interested  in  inves- 
tigating further  the  situation  here,  the 
Adams  Men’s  Club  will  be  glad  to  pay  the 
expenses  of  such  a person  in  order  that  he 
might  visit  here  and  get  a better  under- 
standing of  the  set-up.  This,  of  course, 
with  no  obligation  on  the  part  of  any  party. 
If  it  is  not  convenient  for  such  a party  to 
visit  us  immediately,  our  committee  will  be 
glad  to  call  upon  him  at  his  convenience  and 
discuss  this  in  greater  detail  with  him.  Our 
offer  also  carries  assistance  in  securing  liv- 
ing quarters,  office  space,  and  aid  in  estab- 
lishing a practice. 

Trusting  that  you  may  be  of  assistance 
to  us  and  thanking  you  for  your  courtesy, 
I am 

Sincerely  yours, 

Emerson  Meggs. 
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By  J Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Clinical  Angiocardiography:  A Critical  Analysis 
of  the  Indications  and  Findings.  Charles  T. 
Dotter  and  Israel  Steinberg,  New  York,  N.  Y. 
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Annals  of  Internal  Medicine,  30,  No.  6,  1104- 
1125,  1949  (June). 

The  authors  have  used  visualization  of  the  heart 
and  great  vessels  by  injection  of  opaque  media  for 
11  years  in  over  a thousand  patients  without 
fatality.  During  the  past  18  months,  Neo-Iopax 
(75  per  cent  solution  of  sodium  iodomethamate) 
has  been  used,  which  gives  contrast  comparable 
to  that  obtained  with  Diodrast,  70  per  cent,  and 
which  has  produced  no  serious  reaction.  It  causes 
some  feeling  of  heat  throughout  the  body,  followed 
by  a mild  headache  and  a mild  elevation  of  blood 
pressure  for  5 to  10  minutes.  Weakness,  flush, 
pallor,  and  thirst  are  frequently  noted;  and  a 
tendency  to  cough  is  occasionally  seen.  Approxi- 
mately 30  to  40  per  cent  have  a chemical  throm- 
bosis of  the  injected  vein,  and  the  authors  con- 
sider Neo-Iopax  a satisfactory  medium. 

Angiocardiography  has  been  of  particular  value 
in  the  following  conditions : 

Congenital  Heart  Disease: 

The  combined  study  by  angiocardiography  and 
cardiac  catheterization  has  made  possible  accurate 
diagnosis  in  most  congenital  anomalies. 

Coarctation  of  the  Aorta: 

Best  demonstrated  in  the  left  anterior  oblique 
projection  when  the  ascending  aorta  is  usually 
seen  dilated,  and  the  actual  site  of  coarctation 
is  usually  visualized. 

Patent  Ductus  Arteriosus  : 

Diagnosis  of  this  disease  is  best  made  by 
physical  examination  and  cardiac  catheteriza- 
tion. X-ray  with  opaque  media  regularly  demon- 
strated elevation  and  enlargement  of  the  left 
pulmonary  artery  and  dilatation  of  the  aorta  at 
the  site  of  origin  of  the  ductus.  Retrograde  in- 
jection of  the  left  common  carotid  artery  affords 
the  best  visualization  in  patent  ductus  arteriosus. 
Tetralogy  of  Fallot: 

By  angiocardiography,  the  differential  diag- 
nosis between  tetralogy  of  Fallot  and  transposi- 
tion of  the  great  vessels,  Eisenmenger’s  syn- 
drome, and  common  truncus  arteriosus  may  be 
aided.  In  the  left  anterior  oblique  film  made  two 
seconds  after  the  beginning  of  the  injection,  the 
signs  of  tetralogy  of  Fallot  are  visible  (simul- 
taneous entry  of  opaque  media  into  aorta  and 
pulmonary  artery,  and  into  the  large  right  and 
small  left  ventricle,  and  an  area  of  stenosis  in 
the  pulmonary  conus  or  artery). 

Congenital  Aneurysm  of  the  Pulmonary  Artery 
and  Isolated  Pulmonic  Stenosis: 

The  diagnosis  of  congenital  aneurysm  of  pul- 
monary artery,  although  it  cannot  be  made  ex- 
clusively by  angiocardiography,  can  frequently 
be  seen  in  the  true  lateral  view,  which  shows  the 
dilatation  and  also  rules  out  the  presence  of 
pulmonic  stenosis. 

Septal  Defects: 

The  demonstration  of  defects  in  the  intracardi- 
ac septa  has  been  somewhat  disappointing.  It 


has  been  possible  in  only  about  30  per  cent  of  sus- 
pected cases  to  demonstrate  spread  of  the  con- 
trast substance  through  a septal  defect,  and  the 
diagnosis  of  septal  defect  is  made  better  by 
cardiac  catheterization  studies. 

Anomalous  Pulmonary  Veins: 

These  are  sometimes  demonstrated  and  are 
of  great  interest  because  of  surgical  implanta- 
tion methods  now  being  developed. 

Acquired  Heart  Disease: 

Diagnosis  of  syphilitic  aortitis,  the  differentia- 
tion of  aneurysm  from  mediastinal  tumor,  and  the 
diagnosis  of  pericardial  effusion  have  been  aided 
greatly  by  opaque  media  studies. 

Hypertension : 

Angiocardiography  shows  clearly  the  unfolded 
aorta  but  does  not  add  much  to  the  other  clinical 
and  X-ray  methods. 

Arteriosclerotic  Heart  Disease: 

May  aid  in  demonstrating  the  distorted  course 
of  the  elongated  aorta  but  is  not  of  great  value. 
Rheumatic  Heart  Disease: 

Angiocardiography  is  mainly  of  academic  in- 
terest, except  where  differential  diagnosis  lies 
between  marked  cardiac  enlargement  and  peri- 
cardial effusion. 

Syphilitic  Aortitis  and  Aneurysm : 

Angiocardiographic  diagnosis  of  uncomplicated 
syphilitic  aortitis  is  a definite  contribution 
toward  the  early  detection  of  cardiovascular 
syphilis.  The  diagnosis  and  demonstration  of 
aortic  aneurysm  is  a simple  process;  and  pre- 
viously inaccessible  sites  of  aortic  dilatation,  such 
as  the  sinuses  of  Valsalva,  may  be  clearly  out- 
lined. 

Dissecting  Aneurysm : 

The  changes  in  dissecting  aneurysm  by  angio- 
cardiography are  distinctive. 

Pulmonary  Heart  Disease: 

Pulmonary  heart  disease  is  best  studied  by 
cardiac  and  pulmonary  function,  although  con- 
trast media  may  demonstrate  enlargement  of  the 
right  ventricle,  of  the  pulmonary  artery  and  its 
branches. 

Constrictive  Pericarditis : 

The  dilated  superior  vena  cava  can  easily  be 
demonstrated. 

Mediastinal  Tumors: 

Angiocardiography  may  be  used  with  some  value 
in  mediastinal  tumors,  bronchiogenic  carcinoma, 
and  chronic  pulmonary  disease. 

The  authors  have  included  16  reproductions  of 
contrast  media  representing  many  of  the  conditions 
referred  to  in  the  text. 


GYNECOLOGY 

Bv  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building.  Nashville 


The  Early  Diagnosis  of  Carcinoma  of  the  Cervix 
With  Emphasis  on  Routine  Biopsy.  Frank  R. 
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Lock,  A.B.,  and  Jesse  B.  Caldwell,  B.S.,  M.D., 
C.M.,  Winston-Salem,  North  Carolina.  Amer- 
ican Journal  of  Obstetrics  and  Gynecology,  57: 
6,  pp.  1133-1138,  (June)  1949. 


The  chance  for  recovery  from  cancer  is  inversely 
related  to  the  extent  of  the  disease  when  treatment 
is  instituted;  therefore,  the  early  diagnosis  of 
cancer  is  mandatory  if  good  results  are  to  be  ob- 
tained. Very  early  carcinoma  of  the  cervix  usually 
produces  no  symptoms.  In  the  clinics  of  the 
Bowman  Gray  School  of  Medicine  of  Wake  Forest 
College  and  the  North  Carolina  Baptist  Hospital 
a cervical  biopsy  is  performed  in  every  case  in 
which  the  appearance  of  the  cervix  shows  any 
deviation  from  the  normal.  The  results  of  this 
policy  over  a five-year  period  have  been  reviewed. 
One  thousand,  seven  hundred  ninety-seven  biopsies 
were  taken  during  10,014  visits,  and  165  cases  of 
cervical  carcinoma  were  discovered.  Thirteen  of 
the  165  patients  with  carcinoma  of  the  cervix  had 
no  symptoms.  In  seventeen,  only  leucorrhea  was 
present.  The  remainder  had  other  symptoms  sug- 
gestive of  genital  cancer.  Of  this  series  of  patients, 
72.7  per  cent  had  Stage  I or  II  involvement  (League 
of  Nations  Classification).  In  twenty-six  cases  the 
carcinoma  was  2 cm.  in  diameter  or  smaller.  Four- 
teen (58.3  per  cent)  of  the  twenty-four  cases  ob- 
served in  1947  were  classified  as  Stage  I.  Twenty- 
nine  cases  of  carcinoma  were  discovered  which 
were  clinically  considered  to  be  benign  cervical 
disease.  The  policy  of  performing  a biopsy  in 
every  case  in  which  any  abnormality  of  the  cervix 
is  observed  has  resulted  in  the  diagnosis  of  in- 
creasing numbers  of  early  cases  of  cervical  cancer. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Industrial  Hygiene  and  Its  Relation  to  Medicine. 

Frank  A.  Patty.  Industrial  Medicine,  18:225, 

(June)  1949. 

, 

Industrial  medicine  and  industrial  hygiene  have 
become  inseparable  so  that  a clear  division  be- 
tween the  two  is  difficult.  Industrial  hygiene  is 
the  study  of  environment  and  of  methods  for  con- 
trolling it,  while  industrial  medicine,  which  deals 
with  the  individual,  is  preventive  medicine  rather 
than  a form  of  curative  practice.  Two  hundred 
and  fifty  years  ago  Ramazzini  pointed  out  the 
necessity  for  learning  the  occupation  of  a patient. 
Now  it  is  necessary  to  know  all  of  the  questionable 
materials  or  conditions  to  which  he  has  been  ex- 
posed. By  coordination  the  plant  physician  and 
industrial  hygienist  can  relate  plant  air  contami- 
nation to  the  health  of  groups  of  workmen.  In 
this  way  hygienic  standards  are  either  supported 
or  refuted  and  corrected.  Industrial  hygiene  aids 
the  physician  by:  (1)  Recognizing  harmful  work 


exposures;  (2)  evaluating  the  exposure;  (3)  con- 
trolling the  exposure;  (4)  providing  information 
the  physician  can  use  as  a diagnostic  aid,  and  (5) 
providing  information  for  future  safe  practice 
standards. 

Well-known  industrial  exposures  include  lead 
where  a close  coordination  of  effort  between  the 
hygienist  and  physician,  in  addition  to  the  labora- 
tory, is  needed  to  make  the  diagnosis  of  lead 
toxicity  a definitive  one.  The  lead  storage  battery 
industry  and  painting  are  occupations  where  lead 
is  encountered  but  where  preventive  mechanisms 
have  minimized  or  removed  poisoning.  Popular 
misconceptions  of  the  nature  of  dust  exposure  have 
been  encountered  in  the  foundry,  porcelain  enamel- 
ing, and  glass  manufacturing  industries.  The 
author  discusses  the  use  of  solvents,  which  are 
hazardous  on  inhalation,  and  the  aromatic  nitro 
and  amino  compounds,  which  are  hazardous  upon 
contact  with  the  skin. 

The  industrial  physician  is  fortunate  in  that 
he  provides  medical  care  for  a group  of  similarly 
occupied  persons  while  the  private  physician  has  a 
cross  section  of  the  community  working  force.  The 
problem  of  recognizing  harmful  exposures  is  easier, 
therefore,  in  the  large  plants  and  when  the 
possibility  of  an  occupational  illness  appears  the 
patient  is  studied  thoroughly.  The  private  phy- 
sician should  contact  the  plant  physician  and  con- 
sult with  him  relative  to  the  working  environ- 
ment. The  work  relationship  between  the  family 
physician  and  the  industrial  doctor  is  mutually 
beneficial.  State,  city,  federal,  and  consulting  in- 
dustrial hygiene  agencies  all  provide  information 
in  connection  with  plant  exposures.  Human  na- 
ture, being  as  it  is,  there  is  an  inevitable  tendency 
by  the  workman,  members  of  his  family,  legal 
advisor,  and  sometimes  even  the  sympathetic  fam- 
ily physician  to  attribute  any  obscure  illness  to 
the  effects  of  the  man’s  working  environment.  The 
physician  should,  therefore,  put  forth  every  effort 
in  the  light  of  current  medical  knowledge  to  con- 
firm or  exclude  the  patient’s  work  as  a contributing 
factor  in  industrial  illness. 


OBSTETRICS 

By  Milton  Smith  Lewis.  M.D. 
Bennie-Dillon  Building.  Nashville 


Sulfadiazine  and  Penicillin  Prophylaxis  in 
Cesarean  Section.  R.  G.  Douglas  and  R.  Landes- 
man.  American  Journal  of  Obstetrics  and  Gyne- 
cology, 56:422,  (September)  1948. 

This  paper  concerns  a portion  of  a large  study 
now  in  progress  at  the  New  York  Lying-In  Hospital 
in  which  an  attempt  will  be  made  to  determine  the 
value  of  prophylactic  sulfadiazine  and  penicillin  in 
obstetrical  cases  when  infection  may  be  anticipated. 
Previous  reviews  have  indicated  that  the  incidence 
of  infection  as  a complication  to  pregnancy  and 
labor  ranges  between  2.7  and  9 per  cent.  Pro- 
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longed  labor  has  been  found  to  be  one  of  the  most 
common  predisposing  factors  in  the  infections  of 
labor,  and  cesarean  section  is  often  the  method 
of  choice  for  delivery  in  such  cases. 

With  these  points  in  mind,  prophylactic  anti- 
biotics were  given  to  all  patients  undergoing  a 
cesarean  operation  in  order  to  determine  the  effect 
on  morbidity.  If  morbidity  can  be  adequately  con- 
trolled with  these  drugs,  longer  periods  of  trial 
labor  can  be  more  safely  withstood  by  the  patient. 

Sulfadiazine  was  administered  by  the  oral  and 
intravenous  routes,  depending  upon  the  needs  of 
the  particular  case.  One  gram  was  given  every 
4 hours  by  the  oral  route  and  4 gms.  of  sodium 
bicarbonate  accompanied  each  dose.  No  incident 
of  alkalosis  occurred.  When  the  intravenous  route 
was  employed  2.5  gra.  of  sodium  sulfadiazine  dis- 
solved in  1/6  molar  sodium  lactate  was  given  every 
12  hours.  Penicillin  was  administered  intra- 
muscularly in  doses  of  20,000  units  every  3 hours. 
Patients  delivered  by  cesarean  section  during  the 
year  1935,  a period  entirely  unaffected  by  anti- 
biotics, have  been  compared  with  delivered  by  ce- 
sarean section  during  1944,  when  sulfadiazine  was 
extensively  employed,  and  1946,  when  both  sulfa- 
diazine and  penicillin  were  employed  prophylac- 
tically. 

No  prophylaxis  was-  employed  in  the  70  cases 
encountered  in  1935.  In  1944,  of  119  cases  25 
received  sulfadiazine  alone  and  in  1946,  of  136 
cases,  93  received  one  or  both  of  the  antibiotics 
during  some  phase  of  labor.  The  gross  maternal 
morbidity  in  1935,  1944  and  1946  was  50,  30  and  34 
per  cent,  respectively.  Although  the  morbidity  re- 
mained approximately  the  same  in  1944  and  1946, 
the  number  of  sections  with  12  and  24  hours  or 
more  of  labor  was  considerably  increased  in  the 
latter  year.  The  increased  use  of  trial  labor  was 
apparent. 

When  the  severity  of  the  infection  and  total 
period  of  morbidity  were  considered,  a striking  re- 
duction was  noted  in  the  latter  years.  The  most 
evident  reduction  in  morbidity  occurred  in  urinary 
tract  infections,  and  only  one  mild  urinary  tract 
infection  was  observed  in  1946.  A moderate  de- 
crease in  the  incidence  of  wound  infections  was 
seen.  The  duration  and  incidence  of  intrauterine 
infections  was  also  markedly  decreased  in  1944  and 
1946. 

There  was  a very  definite  and  progressive  in- 
crease in  the  number  of  sections  performed  after 
24  hours  of  labor.  In  1935,  only  3 sections  were 
performed  after  a labor  of  24  hours,  while  1 6 
such  cases  were  operated  in  1946.  In  1946,  with 
prophylactic  therapy,  the  low  cervical  technique 
was  elected  most  frequently,  replacing  the  earlier 
use  of  the  extraperitoneal  method.  In  1935,  one 
patient  had  a labor  of  65  hours,  had  a low  flap 
section  and  died  on  the  eleventh  postoperative  day 
of  peritonitis.  In  1946,  8 cases  had  labors  of  more 
than  48  hours  and  no  deaths  were  encountered 
and  the  longest  postpartum  febrile  elevation  was 
4 days. 


Of  the  sections  performed  in  1946,  69  cases  re- 
ceived combined  antibiotic  therapy  prophylactically. 
When  these  cases  are  compared  with  those  of  the 
same  period  who  did  not  receive  prophylactic 
therapy,  no  striking  difference  in  over-all  mor- 
bidity is  noted.  However,  in  those  cases  receiving 
no  prophylaxis,  if  the  patients  in  the  latter  group 
were  uncomplicated  cases,  and  this  factor  strongly 
suggests  that  little  is  gained  by  routine  prophylaxis 
in  the  elective  section. 

The  gross  fetal  mortality  in  the  total  clinic  popu- 
lation for  the  years  1935,  1944  and  1946  was  3.34, 
2.51  and  1.80  per  cent,  respectively.  This  reduc- 
tion in  fetal  mortality  was  undoubtedly  associated 
with  the  increased  number  of  cesarean  sections 
after  prolonged  labor.  Only  one  fetal  death  oc- 
curred in  1946  after  prolonged  labor,  and  this 
death  was  not  due  to  infection. 

Other  factors  such  as  improved  operative  tech- 
niques, type  of  anesthesia,  recognition  of  the  in- 
fluence of  anemia,  etc.,  have  all  played  a role  in 
improving  the  outlook  for  safe  delivery  by  cesarean 
section.  However,  the  use  of  antibiotics  to  control 
infection  has  broadened  the  safe  employment  of 
the  newer  and  simpler  techniques  and  reduced  the 
need  for  cesarean  hysterectomy.  Longer  periods 
of  trial  labor  were  possible  with  the  use  of  these 
drugs  and  a reduction  of  morbidity  due  to  infection 
was  found. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Scleral  Resection  in  the  Treatment  of  Retinal  De- 
tachment. Seymour  Philips.  American  Journal 

of  Ophthalmology,  (June)  1949. 

Causes  of  failure  in  the  usual  diathermy  repair 
of  retinal  detachment  are  failure  to  see  and  then 
seal  off  the  tear,  retraction  of  the  vitreous  and 
shrinkage  of  the  retina  so  that  it  is  too  small  and 
does  not  fit  the  globe.  When  the  retinal  tear  can 
be  seen,  then  diathermy  remains  the  procedure 
of  choice;  however  there  are  very  definite  indica- 
tions for  the  employment  of  scleral  resection. 
These  are  multiple  tears  in  a thin  atrophic  retina 
where  diathermy  has  failed,  detachment  in  which 
no  tear  can  be  found,  long  standing  detachment 
of  a shrunken  retina  that  no  longer  fits  the  globe, 
and  high  myopia.  In  the  latter  vitreous  retraction 
and  atrophic  retina  give  little  hope  of  success  with 
diathermy. 

Scleral  resection  shortens  the  globe  and  allows 
the  shrunken  vitreous  and  retina  to  fit.  It  may 
encircle  the  whole  globe  or  be  limited  to  any  part 
of  it.  In  local  anesthesia  a slice  of  sclera  about 
4 mm.  wide  is  removed  with  scissors.  At  the 
same  time  interrupted  white  silk  mattress  sutures 
are  placed  in  the  area  from  which  tissue  is  being 
removed.  Post-operative  treatment  is  the  same  as 
for  diathermy  repair.  Two  successful  cases  are 
reported. 
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PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


The  Association  of  Squamous  Cancer  with  Anal 
Manifestations  of  Lymphogranuloma  Venereum. 
Drs.  G.  E.  Binkley,  and  W.  A.  Derrick.  Amer- 
ican Journal  of  Digestive  Diseases,  v.  12,  (Feb- 
ruary) 1945. 

Squamous  carcinoma  is  the  most  frequent  type 
of  cancer  originating  in  the  anal  canal.  The  in- 
1 cidence  of  anal  cancer  in  patients  with  chronic  anal 
manifestations  of  lymphogranuloma  venereum  sug- 
gests that  the  latter  disease  may  be  a predisposing 
factor  in  the  genesis  of  this  type  of  cancer.  The 
two  diseases  are  usually  met  with  in  patients  giv- 
ing a long  history  of  rectal  trouble.  Symptoms 
I vary  in  accordance  with  the  size  and  location  of 
1 the  cancer  together  with  the  extent  of  the  non- 
cancerous  lesion.  Anal  irritation  is  a common 
symptom,  and  perianal  itch,  moisture  of  the  peri- 
anal skin,  anal  incontinence,  constipation,  diarrhea, 
bleeding,  tenesmus,  feeling  of  weight,  are  not  un- 
common. 


Clinical  findings  also  vary  widely.  Most  patients 
have  advanced  non-cancerous  anal  disease. 

A review  of  the  literature  reveals  a number  of 
references  emphasizing  the  relationship  of  these 
two  diseases. 

In  addition  to  the  anal  tumors,  there  are  oc- 
casional reports  of  cancer  of  the  vulva  with 
lymphogranuloma  venereum. 

Squamous  cancer  of  the  anus  is  not  a common 
disease,  nor  is  it  always  associated  with  lympho- 
granuloma venereum.  Many  patients  with  this 
disease  deny  having  any  type  of  venereal  infection 
and  have  negative  Frei  and  Wasserman  reactions. 
Patients  in  whom  the  two  diseases  are  associated 
are  usually  from  the  lower  strata  of  society  and 
include  many  colored.  The  white  males  infected 
usually  belong  to  that  class  of  males  suspected  of 
having  abnormal  sexual  habits. 

A review  of  records  of  anal  and  rectal  cancer 
at  Memorial  Hospital,  New  York,  reveals  87 
cases  of  the  squamous  variety.  Nineteen  of  these 
patients  were  submitted  to  the  Frei  test.  There 
were  eight  positive  and  eleven  negative  reactions. 
Of  the  remaining  patients  who  submitted  to  the 
Frei  test,  there  was  clinical  evidence  strongly  sug- 
gesting pre-existing  anal  manifestations  of  lympho- 
granuloma venereum  in  many  instances. 
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TOXEMIAS  OF  PREGNANCY 

ETIOLOGY  AND  EARLY  DIAGNOSIS  OF  THE  TOXEMIAS  OF  LATE  PREGNANCY* 


C.  R.  GREEN,  M.D.,  Memphis 

The  toxemias  of  pregnancy  are  a group  of 
diseases  which  occur  during  pregnancy  or 
in  the  early  puerperium,  and  are  character- 
ized by  the  appearance  of  one  or  more  of  the 
following  signs:  proteinuria,  hypertension, 
convulsions,  and  coma. 

There  is  another  group  of  diseases  of  the 
so-called  toxemia  in  which  pregnancy  is 
the  complicating  factor,  usually  intensify- 
ing the  disease.  The  same  signs  and  symp- 
toms are  present,  but  the  primary  dis- 
turbances is  present  before  pregnancy  oc- 
curs. 

Numerous  classifications  of  toxemias  of 
pregnancy  have  been  used,  but  the  most 
common  classification  in  use  today  is  that 
of  the  American  Committee  on  Maternal 
Welfare  devised  in  1939.  It  is  not  perfect 
as  there  are  still  many  unknown  factors, 
but  it  has  led  to  some  uniformity. 

Group  A.  Diseases  not  peculiar  to  pregnancy 

1.  Hypertensive  cardiovascular  disease 

a.  Benign  (essential  hypertension) 

(1)  Mild 

(2)  Severe 

b.  Malignant 

2.  Renal  disease 

a.  Nephrosclerosis 

b.  Glomerulonephritis 

(1)  Acute 

(2)  Chronic 

* Symposium  presented  by  the  Department  of 
Obstetrics  and  Gynecology,  University  of  Tennes- 
see, Memphis,  April  12-13,  1949. 


c.  Nephrosis 

( 1 ) Acute 

(2)  Chronic 

d.  Other  forms  of  renal  disease,  pye- 
lonephritis 

Group  B.  Diseases  dependent  on  or  peculiar 
to  pregnancy 

1.  Preeclampsia 

a.  Mild 

b.  Severe 

2.  Eclampsia 

a.  Convulsive 

b.  Non-convulsive 

Group  C.  Vomiting  of  pregnancy 
Group  D.  Unclassified 

This  discussion  will  be  limited  to  diseases 
peculiar  to  pregnancy,  i.e.,  preeclampsia 
and  eclampsia.  The  etiology  of  this  disease 
is  unknown.  It  is  commonly  called  the 
“disease  of  theories.”  Many  of  the  earlier 
theories  as  to  the  etiology,  such  as  uremia, 
bacterial  infection,  autointoxication,  and 
mammary  toxemia  have  been  disproved. 
Many  present-day  theories  remain,  and  re- 
search is  in  progress  on  many  aspects  of 
this  disease. 

Stander  divides  the  possible  causes  into 
three  groups: 

I.  Causes  outside  the  maternal  organism 
1.  Dietary  deficiency 
General 
Protein 
Vitamin 
Calcium 
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2.  Infection 

Pyelitis 
Septic  foci 

3.  Meteorologic  influences 

II.  Causes  within  the  maternal  organism 

1.  Constitutional  predisposition 

2.  Pressure  theory 

3.  Endocrine  imbalance 

Pituitary 

Adrenal 

4.  Chemical  Poisons 

Guanidine 

Histamine 

Tyramine 

III.  Causes  within  the  products  of  concep- 
tion 

1.  Placenta 

Infarct 

Ischemia 

Allergy 

2.  Fetus 

Endocrine  imbalance 
Iso-immunization 

It  is  generally  accepted  that  diet  plays  an 
important  role  in  the  development  of  tox- 
emia. It  has  been  observed  that  toxemia 
occurs  in  the  very  poor  diet  group.  Some 
authors  believe  that  the  lack  of  protein  is 
the  important  factor.  Others  state  that  it 
is  related  to  a deficiency  in  calcium,  and 
still  others  say  that  it  is  a result  of  Vitamin 
B deficiency.  The  classic  criticism  of  the 
dietary  theory  is  that  the  incidence  of 
eclampsia  decreased  in  Germany  during 
World  War  I and  in  Holland  in  World  War 
II.  An  adequate  diet  was  not  available  in 
those  countries  during  that  time. 

Climate  seems  to  be  a questionable  factor 
in  the  production  of  toxemia.  It  is  be- 
lieved that  certain  combinations  of  temper- 
ature, humidity,  and  barometric  pressure 
may  increase  the  susceptibility  of  the  preg- 
nancy woman  to  toxemia.  Most  cases  occur 
in  moist  warm  weather,  especially  when  it 
is  rapidly  changeable,  i.e.,  in  the  spring  and 
fall.  Humidity  seems  to  be  the  most  im- 
portant factor.  Eclampsia  is  more  common 
in  England  and  Ireland  where  it  is  damp 
than  in  any  other  European  country.  In 
the  United  States  it  tends  to  be  highest  in 
the  cities  which  have  a high  average  temp- 
erature, a small  range  of  temperature,  and 
a high  measure  of  rainfall. 


Recently  it  has  been  thought  that  angio- 
spasm is  an  important  factor  in  toxemia. 
Thus,  toxemia  of  pregnancy  becomes  an 
acute  vascular  disorder.  Spasm  of  the  ret- 
inal arterioles  in  toxemia  is  a uniform  find- 
ing. Signs  of  peripheral  vasospasm  such  as 
cold  hands  and  feet  are  frequently  noted. 
Electroencephalographic  studies  in  these  pa- 
tients have  shown  that  the  same  process  is 
present  in  the  brain.  Thus,  it  is  postulated 
that  these  changes  are  throughout  the  body. 
Many  believe  that  angiospasm  is  the  basis 
of  preeclampsia  and  eclampsia,  and  on  this 
basis  the  pathology  can  be  explained.  The 
factor  or  factors  producing  the  spasm  are 
not  understood.  Some  have  said  that  it  is 
due  to  a toxin,  others  that  it  is  psychongenic. 

Before  any  theory  can  be  acceptable,  it 
must  explain  certain  common  findings  in 
these  patients,  such  as : 

1.  The  predisposing  influence  of  primi- 
parity,  multiple  pregnancy,  and  hy- 
dramnion. 

2.  The  genesis  of  characteristic  hepatic 
lesions. 

3.  The  greater  frequency  in  northern 
countries  than  in  the  tropics. 

4.  The  increase  in  incidence  as  pregnancy 
approaches  term. 

5.  That  it  is  rarely  repeated. 

6.  That  intra-uterine  death  causes  im- 
provement. 

The  diagnosis  of  preeclampsia  or  eclamp- 
sia is  made  on  the  basis  of  one  or  more 
of  the  following  findings : edema,  pro- 
teinuria, and/or  hypertension.  Preeclamp- 
sia is  a term  applied  to  a group  of  symptoms 
of  toxemia  which  constitute  a prodronal 
stage  of  eclampsia.  Preeclampsia  is  di- 
vided into  mild  and  severe  types. 

The  mild  preeclampsia  patient  is  usually 
found  on  routine  antepartum  examination. 
A slight  pretibial  edema  may  be  noted  with 
a slight  elevation  of  the  blood  pressure 
140/80-90  and  usually  with  an  abrupt  in- 
crease in  weight.  Urinalysis  may  show  a 
slight  albuminuria.  The  presence  of  symp- 
toms is  usually  developed  only  by  question- 
ing and  may  be  malaise,  headaches,  and 
drowsiness.  If  treatment  is  prompt,  the 
patient  usually  responds  satisfactorily. 

In  severe  preeclampsia  the  dependent 
edema  is  greater,  and  the  albuminuria  is 
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increased  to  about  2-3  grams  per  liter  with 
a few  casts  present.  The  blood  pressure 
is  140-160/100-110.  The  symptoms  may  be 
cerebral,  visual,  or  gastrointestinal,  such 
as:  headaches,  dizziness,  drowsiness,  tin- 
nitus, amnesia,  diplopia,  amauroisis, 
nausea,  vomiting,  epigastric  pain,  and 
hematemesis. 

The  diagnosis  of  preeclampsia  is  made  on : 
Symptoms. 

As  described,  from  mild  to  severe 
Signs. 

Blood  pressure  140-160/80-110 
Pretibial  edema 
Albuminuria 
Lowered  serum  protein 
Normal  N.  P.  N. 

The  eyeground  examination  depends  upon 
the  severity  of  the  disease,  in  the  mild  case 
showing  moderate  arteriolar  spasm.  In  the 
severe  cases,  in  addition  to  the  arteriolar 
spasm,  hemorrhage  and  exudate  may  be 
present. 


Signs  of  impending  eclampsia  are: 

1.  Systolic  blood  pressure  170  or  above 
with  a daily  increase 

2.  The  proteinuria  exceeds  5 gm.  daily 

3.  The  weight  gain  exceeds  100  gm. 
daily 

4.  Marked  edema  suddenly  occurs. 

5.  Cerebral,  visual,  or  gastrointestinal 
symptoms. 

6.  Oliguria,  anuria,  or  hematuria  oc- 
curs. 

7.  Jaundice  may  be  present. 

8.  The  pulse  rate  is  120  or  more. 

9.  Edema  of  the  lungs  or  cyanosis  is 
present. 

10.  The  blood  shows  an  increase  in  con- 
centration as  shown  by  abnormally 
high  hemoglobin,  serum  protein 
concentration,  or  specific  gravity. 

The  diagnosis  of  eclampsia  is  made  when 
convulsions  occur.  Most  of  the  above  listed 
signs  of  impending  eclampsia  are  present. 
Usually  cerebral,  visual,  and  gastrointesti- 
nal symptoms  are  present  and  severe. 


THE  PATHOLOGY  OF  THE  TOXEMIAS  OF  LATE  PREGNANCY 


WILLIAMS  M.  BRYAN,  JR.,  M.D.,  Memphis 

We  believe  that  the  physio-pathologic 
changes  in  the  preeclamptic  and  eclamptic 
patients  are  mainly  referable  to  the  vas- 
cular tree. 

In  1937  Addis  claimed  that  angiospasm 
produces  the  hypertension  and  explains  all 
signs  and  symptoms  of  eclampsia.  In  the 
brain  it  produces  hypertensive  encephalo- 
pathy and  excites  convulsions ; in  the  kidney 
it  is  responsible  for  proteinuria  and  oliguria 
with  a high  specific  gravity;  in  the  liver 
it  causes  periportal  necrosis;  in  the  sub- 
cutaneous tissues  it  is  responsible  for 
anasarca,  and  in  the  skin  it  manifests  itself 
by  pallor. 

Because  this  angiospasm  may  be  directly 
visualized  in  the  living  patient  by  use  of 
the  ophthalmoscope,  we  will  speak  first  of 
the  pathologic  changes  in  the  retina. 

The  Pathologic  Changes  in  the  Retina 

In  conjunction  with  an  ophthalmologist 
we  recently  studied  the  eyegrounds  of  some 
200  hypertensive  pregnant  patients  and 
were  able  to  duplicate  the  findings  of  Hal- 


lum  of  Emory  University  in  his  fourteen- 
year  study  of  2,500  hypertensive  pregnant 
patients. 

The  first  change  noted  in  the  retinal  arte- 
riole is  a constriction  of  its  lumen  which 
may  be  localized,  resembling  a ring-like 
band  or  a gentle  indentation,  some  of  which 
are  elongated,  some  spindle-shaped.  On  the 
other  hand,  there  may  be  a generalized  arte- 
riolar constriction  that  alters  the  normal 
arterio : venous  ratio  of  2 :3  so  that  the 
ratio  becomes  1 :2  or  even  1 :3. 

The  constrictions  are  proved  to  be  spastic 
in  nature  when  the  degree  and  location  can 
be  seen  to  vary  at  subsequent  examinations. 
The  light  reflex  is  decreased. 

As  these  retinal  arterioles  become  more 
constricted,  signs  of  retinal  ischemia  and 
edema  may  be  noted. 

Hemorrhages  that  may  appear  are  usual- 
ly in  the  posterior  one-third  of  the  fundus 
and,  as  a rule,  are  flame-shaped. 

The  exudates  have  a similar  distribution 
and  vary  in  size  from  that  of  a pinhead  to 
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one-half  the  area  of  the  disk,  being  whitish 
and  fluffy  if  recently  formed  and  a more 
glistening  white  if  several  days  old. 

These  retinal  changes  usually  disappear 
after  the  termination  of  the  toxemia  and 
subsequent  improvement  in  retinal  blood 
supply. 

If  retinopathy  appears  prior  to  the 
twenty-eighth  week  of  gestation,  there  is 
only  about  a 25  per  cent  chance  of  the 
patient’s  giving  birth  to  a live  baby  even 
if  the  pregnancy  is  permitted  to  continue 
to  the  stage  cf  viability. 

Hallum  claims  that  eyeground  changes 
are  found  in  nearly  100  per  cent  of  pregnant 
women  who  have  pressures  as  high  as  150 
systolic  and  90  diastolic  for  two  or  three 
days  or  longer. 

Pathologic  Changes  in  the  Liver 

Although  hemorrhage  and  necrosis  about 
the  portal  space  or  thrombosis  of  the  portal 
vein  or  its  branches  in  a pregnant  or  puer- 
peral woman  are  characteristic  of  eclamp- 
sia, these  changes  are  by  no  means  pathog- 
nomonic of  the  disease. 

It  is  often  said  that  there  is  no  character- 
istic lesion  of  the  liver  in  fatal  eclampsia. 
Post-mortem  studies  of  the  liver  of  eclamp- 
tic patients  who  previously  had  toxemia 
often  fail  to  show  any  evidence  of  scarring, 
thus  suggesting  that  whatever  hepatic 
lesions  occurred  during  the  previous  preg- 
nancy were  reversible. 

Liver  biopsies  taken  during  life  in  the 
course  of  preeclampsia  show  mainly  fibrin 
deposition  and  capillary  or  arteriolar  throm- 
bosis. The  pathogenesis  of  these  changes 
is  said  to  come  from  circulating  throm- 
boplastin from  the  damaged  placenta. 

Since  changes  in  the  liver  vary  all  the 
way  from  isolated  necrotic  cells  to  mas- 
sive infarction,  these  changes  should  be 
included  only  as  part  of  the  syndrome  of 
preeclampsia  and  eclampsia — the  results  of 
convulsions  or  the  circulatory  disturbance 
that  precipitated  the  convulsions. 

The  kidneys  are  affected  in  nearly  all 
cases  of  eclampsia.  Grossly  they  are  usually 
enlarged  and  show  extreme  cloudy  swell- 
ing. As  a rule,  there  is  no  serious  tubular 
damage. 

The  glomeruli  are  said  to  show  more 


characteristic  changes — being  enlarged, 
bloodless,  and  with  occasional  increase  in 
the  number  of  nuclei  present.  The  most 
striking  change  is  the  extreme  narrowing 
of  the  capillary  lumen,  their  opposite  walls 
being  often  in  contact.  This  narrowing  is 
caused  by  thickening  of  the  capillary  base- 
ment membrane  and  swelling  of  the  glo- 
merular epithelial  cells  which  surround  the 
capillaries.  The  glomerular  lesions  have 
none  of  the  features  of  a known  inflamma- 
tory reaction.  The  changes  are  thought  to 
be  degenerative,  and  the  cause  has  been 
postulated  that  a circulatory  toxin  is  to 
blame. 

Arthur  Hertig,  pathologist  for  the  Boston 
Lying-In  Hospital,  has  shown  how  the  pre- 
capillary arterioles  of  the  kidneys  undergo 
degeneration  in  cases  of  toxemia  associated 
with  toxic  separation  of  the  placenta.  In 
such  cases  there  is  severe  damage  to  the  : 
kidneys  bringing  about  widespread  changes 
in  the  renal  cortex  and  giving  rise  to  the 
picture  of  symmetrical  cortical  necrosis  ; 
which  causes  oliguria,  anuria,  and  death  in 
most  patients.  We  have  seen  the  autopsies  | 
of  two  such  patients  in  the  past  two  years. 
Such  cases  show  a generalized  involvement 
of  the  precapillary  arterioles  throughout 
the  body.  Here  again  a widespread  vaso- 
motor disturbance  is  to  blame,  perhaps  as- 
sociated with  an  alteration  of  the  balance 
of  interrelated  hormonal  function. 

In  the  brain  edema  and  congestion  are 
common  and  minute ; hemorrhages  are  fre-  i 
quently  seen.  Often  these  hemorrhages 
are  massive,  affecting  chiefly  the  basal 
ganglia  with  perforation  into  the  lateral 
ventricles  similar  to  the  massive  cerebral 
hemorrhages  that  occur  in  essential  hyper- 
tension. These  changes  are  often  the  cause 
of  death. 

Electroencephalographic  studies  made  on 
nine  eclamptic  patients  at  the  John  Gaston 
Hospital  showed  that  clinical  improvement 
was  noted  with  a fall  in  the  blood  pres- 
sure and  the  improved  EEG  pattern  sug- 
gesting the  importance  of  the  role  of  angio- 
spasm in  the  arterioles  of  the  brain.  Re- 
duction of  cerebral  edema  undoubtedly 
plays  a significant  part  in  these  cases  as 
well  as  the  lowering  of  the  blood  pressure. 

The  dictum  that  eclampsia  is  a “disease 


August,  1949 


TOXEMIAS  OF  PREGNANCY— Turner 


273 


of  theories”  is  well  borne  out  by  leading 
investigators  in  diseases  of  the  placenta. 

I Here  again  the  integrity  of  the  vascular 
supply  seems  to  be  responsible  for  changes 
in  the  placenta.  Some  authorities  think  an 
acute  degenerative  arteriolitis  is  at  play  that 
destroys  the  spiral  arteriole  nourishing  the 
endometrium.  This  leads  to  necrosis  of  the 
decidua  and  tissue  destruction  with  the  sup- 
posed formation  of  fibrinolytic  enzyme.  It 
is  further  postulated  that  this  enzyme  sets 
oT  the  vicious  cycle  that  results  in  clini- 
cally evident  signs  and  symptoms  of  tox- 
emia. 

Other  investigators  claim  focal  changes 
are  present  in  the  endothelium  of  placental 
arteries  often  due  to  fetal  trauma.  These 
changes  cause  breakdown  of  lipoid  cells  in 
the  vessels,  damage  to  the  endothelium 
with  thrombosis  that  leads  to  acute  infarc- 
tion of  dependent  villi  with  necrosis  allow- 
ing from  these  foci  split  protein  products 
that  enter  the  maternal  circulation  causing 
toxemia. 

More  recent  theories  have  been  proposed 
involving  the  placenta  as  the  initiating 
factor  in  the  role  of  toxemia,  such  changes 
as  hormonal  deficiency  of  estrogen  and  pro- 
gesterone and  the  factor  of  a circulating 
toxic  englobulin  similar  to  the  menstrual 
toxin  described  by  Menkin. 

Changes  in  the  adrenal  glands  consist  of 


variable  degrees  of  hemorrhage  and  necro- 
sis. These  changes  have  been  underempha- 
sized in  the  pathologic  picture  of  eclampsia. 
Damage  of  the  adrenals  may  cause  severe 
degrees  of  blood  pressure  fall  and  confuse 
the  picture  of  a previous  hypertension  in 
some  cases.  When  such  adrenal  damage 
has  occurred  the  patient  may  present  a 
blood  pressure  within  normal  limits  which, 
in  that  particular  patient,  may  actually 
represent  shock  level.  The  Margaret  Hague 
Clinic  has  quoted  nearly  25  per  cent  of  all 
their  eclamptic  patients  as  having  “nor- 
mal,” blood  pressures. 

Pathologic  changes  in  other  organs  dem- 
onstrate the  lungs  as  having  varying  de- 
grees of  edema  and  congestion  with  a fre- 
quently unrecognized  hydrothorax. 

Acute  endometritis  may  play  a significant 
role  in  the  development  of  septicemia. 

Focal  necrosis  of  the  myocardium  and  the 
same  type  change  in  the  pancreas  reflects 
the  underlying  mechanism  of  damage  in  the 
pathogenesis  of  eclampsia. 

The  uterus  and  other  organs  of  the  body 
including  the  pituitary  gland  may  show 
capillary  hemorrhages  and  thrombosis. 

In  summary,  therefore,  the  pathologic 
changes  noted  in  preeclampsia  and  eclamp- 
sia are  mainly  reflections  of  a generalized 
widespread  angiospasm  whose  cause  re- 
mains hypothetical. 


THE  TREATMENT  OF  THE  TOXEMIAS  OF  LATE  PREGNANCY 


HENRY  B.  TURNER,  M.D.,  Memphis 

It  is  generally  agreed  that  the  best  treat- 
ment of  the  toxemias  of  late  pregnancy  con- 
sists of  prophylaxis.  That  preeclampsia 
and  eclampsia  can  be  largely  prevented  by 
adequate  prenatal  supervision  and  treat- 
ment is  appreciated  by  all  physicians  prac- 
ticing obstetrics.  The  occasional  reported 
case  of  eclampsia  in  the  closely  followed 
patient  should  make  one  carefully  consider 
whether  or  not  the  so-called  prenatal  care 
was  in  the  truest  sense  adequate. 

Recently  Tompkins  and  his  co-workers  at 
the  Philadelphia  Lying-In  Hospital  have 
demonstrated  that  the  majority  of  their 
patients  showed  evidence  of  nutritional 
deficiency  or  avitaminosis.  In  a large  group 
of  closely  supervised  patients  on  adequate 


diets  and  vitamins  not  one  case  of  severe 
preeclampsia  or  eclampsia  occurred.  At  the 
same  time  in  a control  group  a 1.5  per  cent 
incidence  of  severe  preeclampsia  and 
eclampsia  occurred  in  0.13  per  cent  of  pa- 
tients. These  facts  lend  support  to  the 
hypothesis  that  the  toxemias  of  pregnancy 
may  in  reality  be  a nutritional  deficiency 
state. 

According  to  the  Council  of  Foods  and 
Nutrition  of  the  American  Medical  Associa- 
tion an  adequate  pregnancy  diet  during  the 
second  and  third  trimesters  should  consist 
of  at  least  85  gm.  of  protein.  Total  caloric 
intake  should  approximate  2,500  calories 
per  day.  Adequate  vitamins  should  be 
available  in  the  diet  alone,  but  many  con- 
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sider  it  wise  to  supplement  this  source  by 
the  administration  of  a relatively  high- 
potency  polyvitamin  concentrate  to  assure  a 
minimum  of  6,000  I.U.  of  vitamin  A and 
400  to  800  I.U.  of  vitamin  D daily. 

When  a prenatal  patient  exhibits  any 
combination  of  the  most  common  signs  of 
toxemia,  active  treatment  should  be  insti- 
tuted. Our  usual  management  of  the  clinic 
patient  consists  of : 

(1)  a so-called  toxemia  diet  which  is  a 
low  caloric,  salt-free  diet  of  relative- 
ly high  protein  content; 

(2)  the  daily  administration  of  magne- 
sium sulfate  in  that  amount  neces- 
sary to  assure  a watery  stool  with  the 
idea  of  increasing  water  elimination 
by  that  route ; 

(3)  mild  sedation  with  phenobarbital  if 
elevation  of  the  blood  pressure  is 
outstanding ; 

(4)  ammonium  chloride  for  the  purpose 
of  increasing  urinary  output  in  those 
cases  where  edema  is  severe  by  re- 
placing the  sodium  ion. 

Salt  substitutes  may  be  prescribed  for 
those  patients  who  complain  of  the  salt-free 
diet.  Attention  is  called  to  the  fact,  how- 
ever, that  recently  it  has  been  shown  that 
lithium  chloride,  a component  of  several  of 
these  products,  may  produce  toxic  reactions 
in  the  human  being.  For  this  reason  only 
those  preparations  which  contain  no  lithium 
chloride  should  be  used  (i.e.,  “Neo-curtasal” 
— Winthrop). 

A certain  number  of  patients  so  treated 
will  not  show  a satisfactory  response  as 
evidenced  by  a persistent  elevation  of  the 
blood  pressure,  a continued  weight  gain, 
and  edema.  It  is  our  custom  to  hospitalize 
such  patients  along  with  those  who  are  first 
seen  with  evidence  of  a severe  rather  than 
a mild  preeclampia. 

In  the  hospital  the  toxemia  routine  is 
intensified  and  complemented,  most  often, 
by  the  additional  intramuscular  injection 
of  50  per  cent  magnesium  sulfate  solution. 
The  initial  dose  is  4 cc.  in  each  buttock  to 
be  followed  by  subsequent  doses  of  4 cc. 
every  four  hours.  The  total  dose  for  twen- 
ty-four hours  is  12  gm. 

If  edema  is  marked  and  urinary  output 
inadequate  (less  than  1,500  cc.  every  twen- 
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ty-four  hours)  hypertonic  glucose  (20  per 
cent  solution  in  distilled  water)  is  given  in- 
travenously every  six  to  eight  hours.  It 
should  be  recalled  that  the  renal  threshold 
of  glucose  must  be  exceeded  for  this  sub- 
stance to  exert  a diuretic  effect.  Reports 
in  the  literature  which  lead  to  the  conclu- 
sion that  hypertonic  glucose  is  not  an  ade- 
quate diuretic  may  be  explained  on  the 
fact  that  in  all  likelihood  the  speed  of  in- 
fusion was  not  nearly  rapid  enough  to 
bring  the  blood  level  of  glucose  above  the 
renal  threshold.  The  infusion  should  be 
started  through  an  eighteen  or  nineteen 
gauge  needle  and  the  entire  500  cc.  be  given 
within  thirty  minutes. 

On  occasion  during  the  past  two  years  wTe 
have  used  mannitol,  a nonmetabolized  polv- 
sacchride,  to  promote  diuresis.  This  ma- 
terial is  available  in  50  cc.  ampules  which 
contain  12.5  gm.  of  the  drug.  The  usual 
dose  is  50  cc.  intravenously  every  four  to 
six  hours.  It  is  especially  useful  in  those 
cases  with  low  cardiac  reserve  where  the 
intravenous  administration  of  large 
amounts  of  fluids  is  undesirable. 

The  great  majority  of  patients  can  be 
controlled  on  an  intensified  conservative 
regime  as  outlined.  Those  who  fail  to  do  so 
and  those  who  progressively  become  worse 
are  candidates  for  interruption  of  preg- 
nancy. The  condition  of  the  cervix  at  this 
time  as  determined  by  sterile  vaginal  exam- 
ination dictates  the  route  by  which  the 
pregnancy  is  terminated. 

We  feel  that  the  anesthetic  agent  of 
choice  for  delivery  through  the  natural  pas- 
sages or  by  cesarean  section  in  these  cases 
is  some  form  of  regional  nerve  block.  This 
offers  the  baby  the  best  chance  of  survival 
because  heavy  sedation  of  the  mother  dur- 
ing labor  and  the  depressing  effects  of  a 
general  anesthetic  for  delivery  are  elimi- 
nated. A fetal  salvage  rate  of  80  per  cent 
in  our  eclamptic  series  in  which  the  major- 
ity of  mothers  received  regional  anesthesia 
is  an  example  of  the  benefits  to  be  expected 
by  this  method  of  management. 

Once  the  toxemic  state  is  complicated  by 
convulsions  or  coma,  the  clinical  manage- 
ment reverts  to  a conservative  approach 
until  the  disturbed  physiology  is  brought 
under  control.  After  protecting  the  patient 
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from  injury  during  the  convulsive  seizure, 
immediate  steps  are  taken  to  prevent  fur- 
ther convulsions  by  the  intravenous  injec- 
tion of  a barbiturate.  Sodium  amytal  0.5 
to  1.0  gm.  will  nearly  always  control  con- 
vulsions temporarily.  Following  this  we 
have  most  frequently  used  sodium  luminal 
in  doses  of  3 to  5 gr.  intramuscularly  every 
four  to  six  hours  to  maintain  sedation. 

Intramuscular  magnesium  sulfate  is  em- 
ployed as  previously  outlined.  In  this  dose 
we  have  not  seen  toxic  manifestations;  how- 
ever, in  the  face  of  oliguria  they  may  ap- 
pear in  the  form  of  areflexia  and  finally 
respiratory  depression.  A 10  per  cent  solu- 
tion of  calcium  gluconate  is  a specific  anti- 
dote and  should  be  available  when  large 
doses  of  magnesium  are  employed. 

Since  November  1945,  we  have  used  some 
form  of  continuous  regional  nerve  block 
in  75  per  cent  of  our  cases  of  eclampsia.  We 
believe  that  this  method  of  therapy  repre- 
sents a definite  step  forward  in  the  success- 
ful management  of  this  condition.  The 
principal  disadvantage  of  the  method  lies 
in  the  fact  that  it  requires  the  constant  at- 
tendance of  a physician  trained  in  methods 
of  regional  anesthesia. 

We  are  fairly  certain  that  at  least  three 
things  are  accomplished  by  a properly  ad- 
ministered continuous  caudal  or  continuous 
Tuohy  spinal  block: 

(1)  Angiospasm  below  the  segmented 
level  of  the  block  is  relieved,  and  by 
virtue  of  this  the  blood  pressure  is 
lowered. 

(2)  By  shunting  500  to  700  cc.  of  blood 
to  the  lower  extremities  the  incidence 
of  pulmonary  edema  and  heart  fail- 
ure is  thereby  lowered. 

(3)  By  the  same  token  a lowered  blood 
pressure  should  also  decrease  the 
likelihood  of  intracranial  hem- 
orrhage which  is  frequently  the  im- 
mediate cause  of  death  in  these  pa- 
tients. 

It  also  appears  that  kidney  function  is  im- 
proved by  regional  block  in  those  cases  ex- 
hibiting oliguria  or  anuria.  The  exact 
mechanism  whereby  this  is  accomplished  is 
the  object  of  investigations  under  way  in 
our  department  at  the  present  time. 

After  the  eclamptic  convulsions  are 


brought  under  control,  after  blood  pressure 
has  been  reduced,  after  kidney  function  has 
been  improved,  and  after  the  heart  has  been 
protected,  steps  are  then  taken  to  terminate 
the  pregnancy  by  the  most  conservative 
means.  It  may  well  follow  that  cesarean 
section  is  the  most  conservative  means  of 
terminating  pregnancy,  and  such  was  the 
case  in  19  per  cent  of  our  patients. 

SUMMARY  OF  DISCUSSIONS 
Frank  E.  Whitacre,  M.D.,  Moderator 

As  moderator  of  this  panel  discussion  I will 
attempt  to  summarize  and  illustrate  the  factors 
which  have  been  brought  out  which  I believe  to 
be  the  most  important. 

First  of  all  the  special  importance  of  this  sub- 
ject should  be  emphasized.  Recently  we  have 
completed  a survey  of  obstetrics  in  the  Mid-South 
based  upon  a large  number  of  patients  who  were 
taken  care  of  by  private  physicians  in  urban  and 
rural  areas  of  the  Mid-South.  It  is  apparent  from 
this  that  the  toxemias  of  late  pregnancy  have 
come  to  be  the  number  one  cause  of  maternal 
fatalities  in  late  pregnancy,  at  the  time  of  de- 
livery, and  within  a year  thereafter.  The  num- 
ber of  deaths  accruing  after  that  time  is  a matter 
of  speculation.  In  this  four-year  period  we  found 
that  the  great  majority  of  maternal  deaths  were 
associated  with  the  toxemias  of  late  pregnancy. 

Most  of  the  stillbirths  and  neonatal  deaths  were 
also  chargeable  to  this  cause.  Finally,  in  looking 
up  the  causes  of  death  in  those  women  who  died 
within  a year  after  delivery,  the  great  majority 
had  had  toxemia  of  pregnancy  in  the  previous 
gestation. 

Therefore,  at  least  in  this  area  of  the  country 
the  subject  under  discussion  has  become  our  most 
important  problem  in  obstetrics. 

As  the  toxemias  are  so  prevalent  in  the  Mid- 
South,  and  as  our  department  represents  the  only 
charity  hospital  within  a radius  of  about  250  miles, 
it  is  probable  that  we  see  as  many  toxemic  patients 
as  any  other  clinic  in  this  country.  In  the  past 
few  years  the  resident  staff  has  become  so  adept 
at  diagnosis  and  treatment  of  this  syndrome  that 
it  seemed  reasonable  to  have  them  discuss  the 
results  of  their  endeavors,  and  it  is  with  a feeling 
of  pride  that  we  have  called  upon  them  to  do  so. 

In  brief,  Doctor  Green  has  brought  out  the  most 
modern  classification  and  the  theories  of  etiology. 
His  main  point  of  emphasis  has  been  that  arteriolar 
constriction  is  generalized  and  is  definitely  the  basis 
of  this  syndrome.  We  are  not  in  position  to  say 
what  causes  the  constriction  of  the  ai’terioles.  It 
could  be  a histamine-like  reaction  or  it  might  be 
that  endocrine  pressor  substances  are  insufficient- 
ly neutralized.  The  earliest  symptoms  are  those 
of  too  rapid  a gain  in  weight  before  changes  in 
the  blood  pressure  and  urine  occur. 

Doctor  Bryan  has  called  our  attention  to  the 
pathology  especially  as  associated  with  physiology. 
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The  earliest  sign  is  that  of  constriction  of  the 
arterioles  of  the  eye,  and  the  characteristic  lesions 
of  liver,  kidney,  and  brain  are  explainable  on  the 
basis  of  arteriolar  constriction. 

Doctor  Turner  has  called  our  attention  to  the 
fact  that  this  condition  is  regularly  associated 
with  the  indigent  who  could  be  expected  to  have 
nutritional  deficiencies.  He  has  taken  up  the  pro- 
phylaxis, therefore,  from  the  standpoint  of  diet  to 
provide  sufficient  protein  and  adequate  vitamins 
and  minerals  without  an  excessive  caloric  intake, 


and  of  major  importance  the  elimination  as  far  as 
possible  of  the  sodium  ion.  He  has  also  inferred 
that  all  successful  managements  of  this  condition 
have  as  their  basis  the  relaxation  of  arteriolar 
spasm,  whether  by  drug  or  regional  nerve  block 
means. 

We  feel  that  the  use  of  regional  nerve  block  is 
still  in  its  clinical  experimental  stage  and  that 
the  drug  therapy  suggested  in  the  discussion  of  the 
treatment  is,  at  this  time,  best  for  general  adoption. 


THE  ONLY  WAY  TO  STOP  HIM! 
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GONIOTOMY  FOR  CONGENITAL  GLAUCOMA* 


J.  WESLEY  McKINNEY,  M.D.,f  Memphis 

One  of  the  outstanding  contributions  to 
ophthalmology  in  recent  years  is  the  work 
of  Barkan  in  perfecting  the  technic  of 
goniotomy  for  congenital  glaucoma.  In 
the  past  all  the  antiglaucoma  operations 
have  been  used  but  with  only  occasional  suc- 
cess. Blindness  or  near  blindness  has  been 
the  usual  outcome.  Goniotomy,  however, 
normalizes  the  tension  in  a high  percentage 
of  cases. 

Congenital  glaucoma  is  a clinical  entity 
differing  radically  from  the  adult  forms  of 
glaucoma.  It  is  manifest  at  or  within  the 


*Read  before  the  Academy  of  Ophthalmology 
and  Otolaryngology,  Chattanooga,  April  11,  1949. 

tFrom  the  Department  of  Ophthalmology,  Uni- 
versity of  Tennessee,  College  of  Medicine. 


first  few  months  after  birth  at  a time  when 
the  coats  of  the  eye  are  still  elastic  and  dis- 
tensible. The  increased  intraocular  pres- 
sure produces  progressive  enlargement  of 
the  eyeball  resulting  in  the  so-called 
buphthalmos  or  ox-eye. 

Etiology 

The  cause  of  the  disease  has  been  shown 
by  gonioscopy  and  pathologic  study  of 
enucleated  eyes  to  be  a persistence  of 
mesenchymal  tissue  in  the  angle  of  the 
anterior  chamber  (Fig.  2).  Access  of 
aqueous  to  Schlemm’s  canal  is  thereby 
blocked.  At  gonioscopy  this  embryonal  tis- 
sue is  seen  as  a pale  gelatinous  band  which 
appears  to  hold  the  base  of  the  iris  forward 
and  to  cement  it  to  the  cornea  at  the  anterior 


Fig.  2.  Combined  cross-section  and  gonioscopic  view  of  the  angle  of  the  anterior  chamber  filled  with 
mesenchymal  tissue.  The  iris  is  held  forward.  The  dark  black  “line  of  separation”  represents  the  re- 
gion of  action  of  goniotomy.  The  iris  falls  backward  as  the  knife  blade  advances. 
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Fig.  1.  Combined  cross-section  and  gonioscopic  view  of  the  normal  angle  of  the  anterior  chamber. 
The  posterior  wall  is  formed  by  the  roll  of  iris  and  ciliary  body.  The  anterior  wall  is  formed  in  order 
by  the  scleral  spur  (fine  white  line)  to  which  ciliary  body  is  attached,  corneoscleral  trabeculum  (mot- 
tled band)  deep  to  which  is  Schelmm’s  canal,  and  the  slightly  elevated  anterior  border  ring  of 
Schwalbe  at  the  limbus.  Scattered  iris  processes  extend  from  the  iris  to  the  ring  of  Schwalbe. 


border  ring  of  Schwalbe.  Overlying  this 
pale  band  are  arborescences  of  the  iris 
processes  which  are  ordinarily  much  more 
numerous  in  infancy  than  in  later  life. 

This  picture  (Fig.  1)  is  in  contrast  to  that 
of  the  normal  angle  in  which  are  seen  in 
turn  the  iris  turning  backward  toward  its 
insertion  into  the  ciliary  body,  the  wrhite  line 
of  the  scleral  spur,  the  corneoscleral  trabec- 
ulum and  finally  the  slightly  elevated  ridge 
which  is  the  anterior  border  ring  of 
Schwalbe  situated  at  the  corneoscleral 
junction.  The  objective  of  goniotomy  is 
the  opening  of  the  angle  by  severing  the 
mesenchymal  tissue  from  the  anterior  angle 
wall  and  thereby  uncovering  the  corneo- 
scleral trabeculum  thru  which  the  aqueous 
must  pass  to  reach  the  canal  of  Schlemm. 


Pathology 

Glaucoma  in  the  infant  is  with  rare  ex- 
ception of  the  congestive  type.  The  onset 
is  marked  by  photophobia,  lacrimation  and 
blepharospasm.  These  irritative  symptoms 
are  accompanied  by  mild  pericorneal  in- 
jection and  diffuse  clouding  of  the  cornea. 
The  epithelium  is  roughened  and  may  stain 
diffusely  with  flourescein.  The  corneal 
clouding  is  due  to  edema  of  the  epithelium 
and  stroma  and  to  tension  on  the  corneal 
lamellae.  It  is  a completely  reversible 
change  in  the  early  stages.  If  the  increased 
intraocular  pressure  is  not  relieved,  the 
corneal  edema  becomes  more  intense,  perma- 
nent opacity  is  produced  and  gradually 
increases  as  the  eyeball  enlarges.  In  this 
type  of  glaucoma  the  corneal  pathology  is 
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the  primary  cause  of  the  impairment  of 
vision.  In  the  rare  form  of  congenital 
glaucoma  wherein  the  evolution  is  slow, 
the  first  sign  of  the  disease  may  be  enlarge- 
ment of  the  globe.  Corneal  clouding  may 
be  only  a late  manifestation  in  this  non- 
congestive  form.  In  either  case  the  effects 
of  continued  hypertension  are  atrophy  of 
all  the  ocular  tissues,  cupping  of  the  disk, 
subluxation  of  the  lens,  intraocular  hem- 
orrhages and  even  rupture  of  the  thinned 
cornea  or  sclera  with  minor  trauma. 

Diagnosis 

It  is  easy  in  a tiny  infant  to  mistake  the 
congestive  and  irritative  symptoms  of  glau- 
coma for  mild  conjunctivitis,  blepharitis,  or 
keratitis  unless  the  possibility  of  this  con- 
dition is  kept  constantly  in  mind.  The  dis- 
ease is  fortunately  not  common  but  failure 
to  recognize  it  in  the  early  stages  may  be 
tragic.  Therefore,  corneal  haziness  associ- 
ated with  irritative  symptoms  should  lead 
to  the  suspicion  of  glaucoma  even  though 
no  enlargement  of  the  globe  is  noted.  If 
the  diagnosis  is  made  soon  after  onset  and 
the  pressure  reduced  to  normal  by  goniot- 
omy,  transparency  of  the  cornea  is  com- 
pletely restored  and  the  eyes  go  on  to  a 
normal  development.  If,  however,  the  eyes 
have  become  enlarged  and  permanent  cor- 
neal opacity  has  resulted  from  prolonged 
corneal  edema,  visual  impairment  is  in- 
evitable, although  the  intraocular  pressure 
may  be  normalized  and  further  progress  of 
the  disease  prevented.  In  the  late  stages 
when  the  eyeball  is  very  large  goniotomv 
is  contra-indicated.  In  this  extremity 
cyclodiathermy  puncture  is  probably  the  op- 
eration of  choice. 

It  is  unfortunately  true  that  the  diagnosis 
is  usually  not  made  until  enlargement  of 
the  globe  is  present.  Therefore,  in  view  of 
the  urgency  of  early  operation,  the  tension 
should  be  tested  with  the  tonometer  if  the 
slightest  suspicion  of  glaucoma  exists. 

In  the  infant  tonometry  must  be  carried 
out  under  ether  anesthesia  which  should 
be  deep  at  the  moment  the  tonometer  is  ap- 
plied to  the  cornea  in  order  that  a false 
reading  may  be  avoided.  It  has  been  found 
that  the  tension  may  vary  10  to  15  mm.  of 
mercury  according  to  the  depth  of  anes- 


thesia and  that  only  with  complete  relaxa- 
tion is  the  tonometric  reading  dependable. 
While  the  patient  is  under  the  anesthetic 
gonioscopy  is  performed  if  the  cornea  is 
sufficently  clear. 

The  diagnosis  having  been  made,  the  op- 
eration may  be  performed  immediately  or 
may  be  delayed  as  the  circumstances  dictate. 
In  the  latter  event,  5%  prostigmin  is  in- 
stilled into  the  eyes  every  four  hours  until 
the  time  of  operation.  Tension  may  not  be 
altered  much  by  the  prostigmin  but  if  it  is 
reduced,  visibility  is  increased  by  the  les- 
sened corneal  edema. 

Goniotomy 

Goniotomy  seems  to  be  the  correct  pro- 
cedure for  the  cure  of  congenital  glaucoma 
and  has  many  advantages  over  other  glau- 
coma operations.  The  cause  is  attacked  di- 
rectly. The  angle  of  the  anterior  chamber 
is  opened  and  the  corneoscleral  trabeculum 
is  freed  of  mesenchymal  tissue  which  ob- 
structs the  outflow  of  aqueous.  The  open- 
ing of  the  angle  is  somewhat  comparable  to 
the  opening  of  the  nasolacrimal  duct  blocked 
by  embryonal  tissue  at  its  nasal  end  and  the 
results  are  just  as  permanent.  Barkan  re- 
ported only  two  recurrences  out  of  66  eyes 
in  which  the  pressure  had  been  normalized 
by  goniotomy.  A second  operation  was  suc- 
cessful in  both  of  these  cases.  Goniotomy 
entails  a minimum  of  trauma  and  upset  of 
the  internal  economy  of  the  eye  and  conse- 
quently there  is  little  post-operative  reac- 
tion. A further  advantage  is  that  the  round 
pupil  is  preserved. 

Technic. — Goniotomy  is  performed  under 
the  surgical  contact  glass  whenever  possi- 
ble as  by  this  means  the  sweep  of  the  knife 
blade  is  controlled  by  direct  vision  of  the 
operative  field. 

The  patient  is  prepared  for  anesthesia 
in  the  usual  manner.  After  induction, 
anesthesia  is  carried  on  by  means  of  a nasal 
catheter.  Prior  to  the  operation  an  assist- 
ant is  briefed  on  the  handling  of  the  light. 
The  Barkan  lamp  is  preferable  because  it 
gives  an  intense  illumination  and,  its  sur- 
face being  of  plastic,  does  not  get  so  hot. 
The  assistant  holds  the  light  close  to  the 
head  of  the  operator  and  in  turn  holds  his 
head  close  to  the  light  in  order  that  he  may 


280 


GONIOTOMY  FOR  CONGENITAL  GLAUCOMA— McKinney 


August,  1949 


Fig.  3.  Drawing  shows  the  operative  approach 
under  the  surgical  contact  glass.  The  knife  has 
freed  part  of  the  angle. 


see  the  operative  field  and  keep  the  light 
directly  on  the  blade  of  the  knife. 

A Guy ton-Park  speculum  (Fig.  3)  is  then 
inserted  and  canthotomy  performed.  Fixa- 
tion sutures  are  placed  in  the  sclera  just 
outside  the  limbus  at  7 :30  and  1 :30  o’clock 
and  secured  to  the  knobs  on  the  speculum 
above  and  below.  By  means  of  these  sutures 
the  eyeball  is  rotated  counterclockwise  so 
that  the  angle,  from  6 to  3 o’clock  in  the 
right  eye  or  from  12  to  9 o’clock  in  the  left 
eye,  is  put  into  position  for  operation.  The 
rotation  leaves  the  adjoining  nasal  quadrant 
of  the  angle  in  convenient  position  for  a 
second  operation,  should  the  first  be  in- 
sufficient. 

Two  sizes  of  surgical  contact  glass  should 
be  available  to  be  used  according  to  the 
size  of  the  palpebral  fissure.  The  larger 
gives  a better  field  of  vision  and  should  be 
used  whenever  possible.  The  contact  glass 
is  applied  to  the  cornea  and  saline  injected 
beneath  it  from  a lacrimal  needle  and 
syringe  forcing  out  all  air  bubbles.  The 
glass  is  held  in  contact  with  the  cornea  at 
all  times  by  the  finger  of  the  operator  to 
prevent  air  bubbles  from  entering  to  ob- 
scure visibility  during  the  operation,  which 
must  proceed  rapidly  and  without  interrup- 
tion. 

The  initial  incision  is  made  at  6 o’clock 
in  the  right  eye  and  at  12  o’clock  in  the  left 
eye  in  relation  to  the  normal  position  of  the 
eye.  These  positions,  however,  have  now 


become  10:30  in  the  right  eye  and  3:30  in 
the  left  eye  as  a result  of  the  counterclock- 
wise rotation  produced  by  the  fixation  su- 
tures. The  Barkan  goniotomy  knife  is 
passed  thru  the  cornea  one  millimeter  with- 
in the  limbus  and  is  kept  roughly  in  a plane 
parallel  to  that  of  the  iris  as  it  crosses  the 
anterior  chamber.  The  blade  is  directed 
over  the  center  of  the  pupil  to  engage  the 
angle  at  a point  exactly  opposite  the  initial 
puncture  in  the  cornea.  The  knife  is  then 
rotated  so  that  the  edge  of  the  blade  is 
tilted  upward  and  to  the  left  and  moved  in 
a counterclockwise  direction  with  a combi- 
nation of  cutting  and  scraping.  The  oper- 
ation can  strip  the  angle  effectively  for  only 
one-quarter  of  its  circumference. 

It  is  important  that  the  course  of  the 
blade  be  not  too  far  posteriorly  as  severe 
bleeding  may  be  encountered  if  the  iris  or 
ciliary  body  is  cut.  Hemorrhage  at  this 
point  may  obscure  the  field  so  that  the  op- 
eration cannot  be  continued  and  causes  post- 
operative reaction  which  may  seal  the  angle 
again. 

The  knife  is  withdrawn  carefully  as  the 
anterior  chamber  collapses  either  during 
the  completion  of  the  operative  sweep  or  as 
the  knife  is  withdrawn.  The  blade  should, 
therefore,  not  be  allowed  to  come  back  over 
the  pupil.  When  the  knife  is  withdrawn 
a small  amount  of  blood  oozes  from  the 
angle. 

The  anterior  chamber  is  now  filled  with 
saline  and  5%  prostigmin  drops  and  peni- 
cillin ointment  instilled.  A pad  and  alumi- 
num protective  shield  are  applied.  Post- 
operative care  is  simple.  When  the  child 
has  recovered  sufficiently  he  may  be  al- 
lowed up  in  his  mother’s  arms  as  there  is 
no  danger  of  opening  the  wound  if  the 
incision  has  been  placed  properly.  Eserine 
ointment  is  instilled  daily  for  two  weeks. 

If  goniotomy  under  the  contact  glass  is 
not  possible  on  account  of  corneal  cloud- 
ing, the  freeing  of  the  angle  is  less  sure 
and  depends  entirely  on  the  surgeon’s  sense 
of  depth  and  familiarity  with  the  angle. 

The  technic  is  essentially  the  same  as  that 
with  the  contact  glass  except  that  the  as- 
sistant holds  the  light  directly  perpendicular 
to  the  cornea  at  the  area  to  be  operated 
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upon.  The  knife  is  passed  across  the  an- 
terior chamber  just  in  front  of  the  iris 
and  disappears  behind  the  sclera  before 
engaging  the  angle  tissues.  The  blade  is 
then  moved  in  a counterclockwise  direction 
as  previously  described. 

Goniotomy  may  also  be  carried  out  after 
filling  the  anterior  chamber  with  air,  but 
the  view  of  the  angle  is  greatly  inferior  to 
that  obtained  with  the  contact  glass.  The 
benefits  of  magnification  are  lost  and  the 
details  are  less  clear. 

Report  of  Cases 

Case  1 : M.  G.,  age  5 months,  was  first 
seen  March  29,  1943.  A diagnosis  of  inter- 
stitial keratitis  in  the  left  eye  had  been 
made  a few  days  after  birth  and  antiluetic 
treatment  advised.  The  child  was  also  found 
to  have  a cleft  palate.  The  patient’s  Kahn 
was  negative  but  that  of  the  mother  was 
4-f.  After  leaving  the  hospital,  cloudiness 
of  the  left  eye,  photophobia  and  lacrima- 
tion  had  persisted.  The  child  kept  the  eyes 
closed  most  of  the  time.  Examination  re- 
vealed that  the  left  cornea  was  already 
much  enlarged  and  was  very  steamy.  The 
anterior  chamber  was  deep  and  there  was 
mild  pericorneal  injection. 

On  April  12,  1943,  under  ether  anesthesia 
the  right  cornea  measured  11V2  mm.  and 
the  left,  14  mm.  in  diameter.  Tension  was 
21  (Schioetz),  OD ; and  45  (Schioetz)  OS. 
Goniotomy  was  performed  without  the  con- 
tact glass.  There  was  little  post-operative 
reaction  and  the  corneal  edema  had  dis- 
appeared at  the  first  dressing.  The  tension 
was  normal  to  fingers. 

June  20,  1945,  two  years  later,  the  tension 
was  normal  to  fingers.  The  corneae  meas- 
ured 11%,  OD ; and  14,  OS.  There  was 
faint  stromal  haze  in  the  left  cornea  which 
appeared  otherwise  normal.  Fundi  were 
well  seen.  Retinoscopy  indicated  a refrac- 
tion of  -14.00,  OD ; and  -14.00  -7.00  axis  90, 
OS,  and  a prescription  for  glasses  was 
given. 

November  24,  1948,  five  and  one-half 
years  after  goniotomy,  the  eyes  appeared 
the  same  except  that  a marked  ocular 
nystagmus  had  developed.  The  child  did 


not  cooperate  for  testing  of  the  visual 
acuity. 

Case  2 : W.  McB.,  age  5 months,  was 

first  seen  August  22,  1945.  Two  months  pre- 
viously bilateral  trephinings  with  periph- 
eral iridectomy  had  been  done  for  con- 
genital glaucoma.  The  eyes  had  been  clear 
for  about  four  weeks  when  photophobia  and 
cloudiness  returned.  Under  ether  anesthesia 
no  trephine  blebs  were  present.  The  corneae 
was  steamy  and  measured  13 % mm.,  each 
eye.  Tension  was  30  mm.  (Schioetz)  in 
each  eye.  Goniotomy  was  performed  on 
both  eyes.  Tension  remained  elevated  for 
about  two  weeks  and  then  became  normal. 
All  corneal  edema  disappeared  but  a diffuse 
and  streaky  stromal  opacity  remained.  The 
child  was  seen  in  August,  1946,  and  again 
in  August,  1947.  The  tension  was  normal 
to  fingers  and  the  eyes  otherwise  showed 
no  change. 

Case  3 : Baby  G.  W.  C.,  age  8 months, 
was  first  seen  on  April  13,  1948.  The  eyes 
had  appeared  hazy  and  slightly  enlarged 
since  the  age  of  three  months.  There  had 
been  photophobia  and  some  lacrimation. 

Examination  revealed  faint  pericorneal 
injection.  The  corneae  were  enlarged  and 
edematous  with  diffuse  and  somewhat 
streaked  stromal  opacity.  The  anterior 
chambers  were  deep  and  pupils  reacted 
normally.  Only  a faint  fundus  reflex  was 
seen. 

April  15,  1948,  under  ether  anesthesia 
both  corneae  measured  13  mm.  in  horizontal 
diameter.  With  the  contact  glass  the  angles 
could  be  seen  but  no  details  made  out  due 
to  the  corneal  clouding.  Tension  was  39 
(Schioetz),  OD ; and  +37  (Schioetz),  OS. 
At  this  time  goniotomy  was  done  on  the 
right  eye.  Edematous  corneal  epithelium 
was  scraped  off  the  right  cornea  in  prepa- 
ration for  the  goniotomy.  This  cleared 
the  cornea  sufficiently  so  that  the  angle 
was  seen  well  enough  to  operate  under  the 
surgical  contact  glass  although  the  fine  de- 
tails of  the  angle  structure  could  not  be 
made  out.  The  angle  was  freed  with  the 
goniotomy  knife  from  6 o’clock  to  about 
3 o’clock.  A little  blood  appeared  over  the 
iris  after  withdrawal  of  the  knife. 

April  20,  1948,  under  ether  anesthesia 
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gonioscopy  was  done  on  the  right  eye.  The 
angle  seemed  to  be  free  in  the  area  of  pre- 
vious goniotomy  but  the  details  could  not 
be  well  seen  due  to  the  haze  of  the  corneal 
stroma.  The  tension  was  23  (Schioetz).  At 
the  same  time  a cyclodialysis  was  done 
from  10  o’clock  to  2 o’clock  on  the  left  eye. 

April  29,  1948,  under  ether,  gonioscopy 
on  the  left  eye  revealed  the  angle  to  be  free 
above  in  the  operated  area  but  no  cyclo- 
dialysis cleft  could  be  seen.  The  tension 
was  25  (Schioetz),  01);  23  (Schioetz),  OS. 

May  22,  1948,  the  tension  had  again  risen 
and  under  ether  anesthesia  was  found  to 
be  30  (Schioetz),  OD ; and  52  (Schioetz), 
OS.  In  preparing  for  goniotomy  on  the  left 
eye  the  needle  for  the  fixation  suture  pene- 
trated the  sclera  with  loss  of  aqueous  and 
collapse  of  the  anterior  chamber  necessitat- 
ing postponement  of  the  operation. 

June  26,  1948,  goniotomy  was  done  on  the 
right  eye  in  an  unoperated  area  from  3 
o'clock  to  1 :30  o’clock  and  on  the  left  eye 
from  10  o’clock  to  7 :30  o’clock.  There  was 
little  reaction  from  the  procedure.  The 
eyes  remained  white  and  clear ; photophobia 
and  lacrimation  disappeared;  and  the  ten- 
sion seemed  normal. 

August  28,  1948,  two  months  after  the 
last  goniotomies,  the  child  was  put  under 
ether  for  final  check-up.  There  remained  a 
faint  diffuse  opacity  of  the  corneal  stroma 
of  each  eye.  The  angles  were  free  in  the 
areas  of  goniotomy  and  the  tension  was  23 
(Schioetz).  OD ; and  21  (Schioetz),  OS. 

March  31,  1949,  the  mother  stated  that 
the  child  sees  well  and  that  there  is  never 
any  redness,  photophobia  or  lacrimation. 
The  eyes  were  white  and  the  corneae  clear 
except  for  a very  faint  stromal  haze.  The 
tension  was  normal  to  fingers. 

Comment 

Goniotomy  was  performed  for  congenital 
glaucoma  in  five  eyes.  In  each  case  the 
diagnosis  was  made  after  enlargement  of 
the  eyeball  had  set  in.  Operation  normal- 
ized the  tension  and  arrested  the  progress 
of  the  disease  in  all  five  eyes.  Although 
corneal  edema  disappeared,  all  eyes  showed 
residual  corneal  opacity.  Barkan  has 
shown  that  eyes  operated  upon  before  en- 


largement has  developed  may  be  expected 
to  go  on  to  completely  normal  development. 
These  cases  have  been  observed  6 years,  4 
years,  and  10  months  respectively.  A re- 
turn of  increased  tension  has  not  occurred. 
Summary  and  Conclusions 

Congenital  glaucoma  has  been  reviewed 
and  the  operative  technic  of  goniotomy  pre- 
sented. Three  cases  are  reported  with  op- 
erations in  five  eyes.  Goniotomy  seems 
to  be  the  correct  procedure  for  the  treat- 
ment of  congenital  glaucoma.  The  opera- 
tion is  attended  by  a minimum  of  trauma 
and  no  disfigurement  of  the  eye.  The  re- 
sults are  permanent. 
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DISCUSSION 

O.  E.  BALLOU,  M.D.  (Knoxville):  Dr.  McKin- 
ney has  presented  to  us  very  clearly  and  concisely 
the  operation  of  goniotomy  and  its  application  to 
the  treatment  of  glaucoma  in  infants.  It,  of  course, 
is  one  of  the  latest  operations  to  be  presented  for 
the  treatment  of  congenital  glaucoma,  or  buphthal- 
mos.  As  has  been  stated,  it  is  definitely  important 
that  the  operation  be  performed  early,  and  this  in 
turn  means  that  an  early  diagnosis  of  glaucoma 
in  infants  is  essential.  Many  of  these  patients 
are  not  presented  to  the  ophthalmologist  for  exam- 
ination until  the  condition  has  advanced  to  a stage 
in  which  there  are  degenerative  changes  in  all  of 
the  coats  of  the  eye.  The  contra-indications  for 
goniotomy  are  very  few.  It,  of  course,  is  not  suit- 
able in  narrow  angle  glaucoma  but  this  is  rarely 
ever  seen  in  an  infant.  Closure  of  the  canal  of 
Schlemm  in  congenital  glaucoma  is,  as  a rule,  not 
complete  until  about  two  years  after  birth,  and  it 
is  a very  suitable  operation  as  long  as  the  canal 
of  Schlemm  is  not  closed.  We  can  be  almost  cer- 
tain of  a high  percentage  of  failures  if  the  case 
is  brought  to  surgery  after  two  years  of  age.  If 
the  buphthalmos  has  progressed  so  that  the  corneal 
diameter  is  as  much  as  fifteen  millimeters,  this  in 
itself  constitutes  a contra-indication  to  this  type 
of  surgery. 

Of  the  seventy-six  cases  operated  by  Barkan  and 
reported  in  1947,  sixty-six  were  successful  and  ten 
were  failures.  It  is  interesting  to  note  that  of  the 
seventy-six  cases  twenty  were  done  under  contact 
glass,  all  of  which  were  successful  and  fifty-six 
were  done  without  the  contact  glass.  As  stated  by 
Dr.  McKinney  the  reason  for  not  using  the  contact 
glass  is  because  of  the  extreme  cloudiness  of  the 
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cornea.  This  would  possibly  be  more  reason  for 
failure  than  the  operator’s  ability  to  see  without  the 
contact  glass.  It  must  be  apparent  that  the  cloudi- 
ness is  an  index  of  the  severity  and  naturally 
the  more  severe  the  case  the  less  chance  of  suc- 
cessful termination.  Of  the  twenty  cases  which 
were  done  with  contact  glass  the  anterior  chamber 
and  the  cornea  were  not  cloudy  so  that  visibility 
was  good  and,  if  this  condition  existed,  it  must 
follow  that  the  glaucoma  had  not  advanced  to  a 
stage  where  corneal  damage  was  apparent. 

Handling  of  the  eyes  of  a child  with  buphthalmos 
is  very  important,  especially  during  surgery.  The 
cornea  is  susceptible  to  exposure  and  pressure 
and  it  is  important  also  that  heat  from  the  lamps 
in  the  operating  room  be  avoided.  Much  corneal 
damage  can  result  from  drying  and  heating  of 
the  cornea  during  surgery. 

We  are  concerned  here  primarily  with  goniotomy 
as  applied  to  the  treatment  of  congenital  glaucoma 
in  the  infant  but  it  is  well  to  state  that  goniotomy 
is  also  applicable  to  the  treatment  of  simple  non- 
inflammatory glaucoma  of  the  wide  angle  variety. 
This  does  not  limit  it  to  children  alone.  The  oper- 
ation is  indicated  in  a certain  type  of  case  only, 
that  is,  one  which  is  characterized  by  an  open  angle 
and  normal  depth  of  the  anterior  chamber.  Con- 
gestive types  of  glaucoma  or  narrow  angle  glau- 
comas are  certainly  not  suitable  cases  for  this 
type  of  surgery. 

The  cosmetic  result  of  goniotomy  is  far  superior 
to  that  achieved  in  any  other  type  of  surgical 
procedure.  There  is  less  astigmatism,  the  iris  is 
not  damaged  and  in  these  cases  there  is  definitely 
no  photophobia. 

I.  L.  ARNOLD,  M.D.  (Chattanooga):  I think 
that  we  are  deeply  indebted  to  Dr.  McKinney  for 
his  timely  and  excellent  presentation  of  this  rela- 
tively new  operative  procedure  for  congenital 
glaucoma.  I was  fortunate  in  being  able  to  assist 
Dr.  McKinney  with  the  goniotomies  of  the  last 
case  reported  and  to  observe  the  excellent  results 
obtained. 


In  reviewing  the  literature  one  finds  a most  dis- 
couraging picture  for  the  treatment  of  congenital 
glaucoma.  There  have  been  many  operations  de- 
vised for  this  condition  but  with  relatively  few 
successes.  In  contrast  to  this,  the  reports  thus  far 
on  goniotomy  have  been  most  encouraging  and 
have  greatly  changed  the  prognosis  in  congenital 
glaucoma. 

There  are  many  advantages  of  this  operation 
with  few  disadvantages.  One  of  the  advantages  is 
that  the  operation  can  be  repeated  if  necessary 
with  little  trauma  to  the  eye.  Also  restrained  quiet- 
ness is  not  required  and  the  postoperative  period  is 
very  short.  This  factor  is  very  important  in  chil- 
dren. 

Dr.  McKinney  brought  out  in  his  paper  that  the 
best  results  are  obtained  by  early  diagnosis  and 
early  surgery.  In  order  to  get  an  early  diagnosis 
it  is  necessary  to  have  the  close  cooperation  of  the 
pediatrician  and  the  more  frequent  use  of  the 
tonometer.  Goniotomy  has  to  be  done  early  before 
the  increased  pressure  and  the  distension  of  the 
globe  obliterates  the  canal  of  Schlemm.  The  basis 
for  the  success  of  this  operation  is  the  stripping  of 
the  mesenchymal  tissue  from  the  chamber  angle 
and  thus  allowing  the  aqueous  to  pass  thru 
Schlemm’s  canal. 

Dr.  Barkan  states  that  the  good  results  indi- 
cate the  canal  is  present  since  gonioscopy  does  not 
show  evidence  of  cyclodialysis  or  external  filtration. 
Some  pathologists  make  a distinction  between 
hydrophthalmos  and  buphthalmos.  According  to 
this  view,  buphthalmos  is  a secondary  glaucoma 
resulting  from  an  intraocular  inflammation  during 
intrauterine  life  or  early  infancy.  In  hydrophthal- 
mos the  glaucoma  is  a result  of  congenital  absence 
of  the  filtration  channels  in  the  chamber  angle. 

I should  like  to  ask  Dr.  McKinney  if  there  is 
any  way  to  tell  before  surgery  if  Schlemm’s  canal 
is  present  and  secondly  if  goniotomy  can  be  per- 
formed successfully  on  these  cases  of  hydrophthal- 
mos in  which  Schlemm’s  canal  is  presumably 
not  present. 
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As  we  are  assembled  here  participating 
in  this  fine  scientific  program,  there  are 
serious  thoughts  in  most  of  our  minds,  for 
we  are  at  the  crossroads  in  organized  med- 
icine. We  are  on  trial  as  to  whether  we 
shall  endure  as  a free  and  private  enter- 
prise, or  whether  we  shall  be  subjugated  to 
political  and  bureaucratic  dictates.  Ameri- 
can medicine  has  advanced  to  the  point 
where  the  best  medical  care  in  the  world  is 
provided  for  our  people.  But  in  spite  of 
this,  there  are  those  who  would  undermine 
the  foundation  upon  which  this  high  stand- 
ard is  erected  and,  under  the  guise  of  free 
medicine,  promise  the  people  a medical 
Utopia.  Utopia  is  a free,  nontaxable  en- 
terprise, but  they  would  sacrifice  the  public 
and  our  medical  system  to  gain  political 
ambitions. 

Medicine  is  to  be  put  on  the  political 
auction  block,  and  it  is  time  that  our  own 
house  be  put  in  order  before  this  supreme 
test  is  made  if  we  expect  to  take  the  right 
road  at  this  crossroads  to  free  enterprise. 

What  are  some  of  the  factors  which  have 
had  a prominent  part  in  creating  this  cha- 
otic condition  as  it  exists  today? 

1.  Importation  of  un-American,  social- 
istic, and  bureaucratic  policies  from  declin- 
ing and  bankrupt  countries. 

2.  Communistic  tendencies  in  our  own 
country  to  provide  a planned  economy  for 
all  citizens. 

3.  Too  much  governmental  and  dictato- 
rial policy  in  a free  enterprise. 

4.  Too  much  regimentation  and  bureau- 
cratic control. 

5.  Too  many  inhibitions  put  on  the  Amer- 
ican Voice,  thus  destroying  the  genuine  and 
true  American  concepts  of  freedom. 

And  now,  what  about  our  house? 

There  has  been  in  the  realm  of  organized 
medicine  during  the  past  fifteen  or  twenty 
years  a sense  of  unrest,  a feeling  that  some 
hypertensive  factor  was  present.  Have  you 

"Read  before  the  Tennessee  State  Medical  Asso- 
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ever  paused  to  give  this  any  thought,  or 
have  you  drifted  along  and  had  the  feeling 
that  equitable  adjustments  would  come  as  a 
matter  of  course?  With  the  sinister  influ- 
ences that  are  present  today,  these  adjust- 
ments are  not  made  with  such  ease. 

In  the  field  of  medicine,  what  are  some  of 
the  factors  that  have  developed  which  give 
us  so  much  concern  and  in  which  the  public 
is  vitally  interested? 

1.  Maldistribution  of  medical  care.  As 
of  June  1,  1948,  the  Bureau  of  Medical  Eco- 
nomic Research  of  the  American  Medical 
Association  estimates  that  there  are  199,755 
physicians  in  the  United  States.  In  1940 
there  were  170,163  physicians.  This  is  an 
increase  of  approximately  seventeen  per 
cent  in  the  number  of  physicians  during  an 
eight-year  period,  and  in  that  same  period 
the  population  has  increased  only  twelve  per 
cent.  There  is,  on  the  average,  about  one 
doctor  to  every  735  persons.  However, 
some  of  these  doctors  are  not  in  private 
practice,  and  the  correct  average  is  about 
one  to  760.  This  proportion  is  adequate  and 
would  be  a healthy  situation  if  distribution 
were  equitable,  but  the  largest  medical  pop- 
ulation is  congregated  in  cities  and  urban 
centers,  leaving  the  rural  areas  without 
sufficient  care.  This  must  be  corrected,  and 
many  plans  are  being  tried  in  order  to  solve 
this  problem. 

2.  Insufficient  hospital  facilities.  In  many 
areas  there  are  few  or  no  hospital  facilities, 
and  this  is  detrimental  to  both  patient  and 
doctor.  In  the  larger  cities  and  in  many 
urban  centers  the  public  has  become  hos- 
pital conscious,  especially  since  they  have 
paid  for  hospitalization.  Many  minor  oper- 
ations are  being  done  in  the  hospital  which 
previously  were  performed  in  the  office. 
The  Hill-Burton  Act  will  help  small  com- 
munities improve  this  situation.  In  many 
large  hospitals  in  the  cities  there  has  been 
much  discrimination  against  the  man  in 
general  practice  and  his  patients.  The 
sooner  this  is  corrected,  the  more  solid  will 
become  the  bulwark  against  Socialized  Med- 
icine. The  man  in  general  practice  is  the 


August,  1949 


AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  AT  THE  CROSSROADS— Davis 


285 


backbone  of  medicine,  and  he  does  eighty- 
five  to  ninety  per  cent  of  all  the  work  for 
the  public. 

3.  Overspecialization.  There  has  been  a 
trend  during  the  past  few  years  to  encour- 
age every  student  entering  medical  school, 
either  in  his  premedical  years  or  on  his 
entrance  to  medical  college,  to  plan  for  a 
specialty.  If  this  continues  to  a point  where 
every  doctor  is  a specialist,  the  public  will 
suffer  and  the  cost  of  medical  care  will  be 
exorbitant.  What  has  caused  this  trend? 
Is  it  a postwar  movement  which  was  influ- 
enced by  the  armed  services?  Is  it  caused 
by  medical  schools  and  teaching  hospitals 
not  offering  a curriculum  to  train  men  to 
go  into  general  practice?  Is  it  due  to  dis- 
criminations against  a person  who  wants 
to  go  into  general  practice  to  such  an  extent 
that  he  feels  that  he  must  become  a special- 
ist in  order  to  get  the  necessary  facilities 
for  his  patients?  There  are  at  present 
199,755  doctors  in  these  United  States,  and 
about  50,000  are  specialists  in  some  line, 
full  or  part-time  specialists,  and  of  these 
about  28,000  are  certified  by  the  various 
boards.  The  proportion  is  about  one  spe- 
cialist to  every  four  general  men.  This 
would  be  more  equitable  if  it  were  one  to 
every  six  or  eight.  The  public  would  get 
medical  care  at  less  expense,  and  fewer 
patients  would  be  patronizing  chiroprac- 
tors, naturopaths,  osteopaths,  and  the  other 
faddists. 

Specialization  should  have  as  one  of  its 
requirements  at  least  five,  and  preferably 
ten,  years  in  general  practice.  In  some 
communities  which  are  overspecialized,  the 
public  complains  that  they  cannot  get  a 
doctor  to  make  a house  call.  This  is  not  a 
healthy  situation  for  the  medical  profession. 

4.  Excessive  fees.  There  are  a few  char- 
latans in  the  medical  profession  who  charge 
excessive  fees,  and  this  is  always  public 
property,  hence  it  gives  the  medical  pro- 
fession as  a whole  a black  eye.  This  is  one 
of  Mr.  Ewing’s  points  in  his  argument  for 
compulsory  health  insurance. 

5.  Discouragements  placed  before  the 
young  man  who  desires  to  go  into  general 
practice.  The  present  trend  in  education 
for  the  medical  student  is  a preparatory 
course  for  board  certification.  The  hospital 


internship  is  a step  toward  a board  resi- 
dency and  does  not  give  the  student  who  is 
going  into  general  practice  the  desired 
training.  More  universities  should  follow 
the  plan  of  the  universities  of  Colorado, 
Louisiana,  Kansas,  Missouri,  Indiana,  Ken- 
tucky, and  many  others,  and  establish  a 
residency  in  general  practice.  All  hospitals 
should  have  sections  on  general  practice, 
and  the  residency  should  provide  graduate 
instruction  in  the  various  specialties.  Many 
hospital  staffs  are  so  overspecialized  that 
the  staff  appointments  are  discriminatory, 
and  the  man  who  has  started  in  general 
practice  is  denied  staff  appointments,  al- 
though his  training,  diagnostic,  and  thera- 
peutic ability  are  often  above  that  of  the 
appointee.  Finances  often  mold  the  educa- 
tional course  of  an  individual,  and  over- 
education does  not  always  make  the  most 
successful  physician.  The  young  student 
today  who  plans  to  go  into  general  medicine 
needs  encouragement  from  medical  colleges, 
hospitals,  medical  organizations,  communi- 
ties, associates,  and  the  public  if  he  is  to 
fulfill  his  duty  to  the  country  as  a whole. 

6.  Insufficient  cooperation  between  the 
majority  and  minority  groups  in  medical 
organization. 

7.  The  failure  of  medical  schools  to  recog- 
nize the  fact  that  all  students  of  medicine 
cannot  become  specialists,  and  their  failure, 
as  well  as  hospitals,  to  train  men  who  will 
be  expected  to  do  general  practice  and  take 
care  of  eighty-five  per  cent  of  the  public’s 
medical  problems. 

8.  Disregard  for  the  rural  areas,  which 
are  now  demanding  adequate  care.  If  we 
do  not  supply  it  voluntarily,  then  the  gov- 
ernment will.  More  good  general  physi- 
cians and  fewer  specialists  must  be  trained 
if  we  as  a medical  profession  expect  to  re- 
main free  to  practice  medicine  as  a free 
enterprise  and  have  the  public’s  support. 
Rural  areas  must  have  adequate  medical 
service,  and  this  can  only  be  given  by  the 
general  practitioners. 

These  various  discriminations  and  regi- 
mented ideas  have  had  a powerful  influence 
on  125,000  doctors  who  are  doing  general 
practice.  What  could  be  done  to  change 
this  trend  of  affairs?  The  American  Medi- 
cal Association,  the  policy-making  body  of 
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medicine,  has  sensed  this  trend  and  had 
created  a Section  on  General  Practice  as  a 
component  part  of  that  organization  in 
1945.  However  well  attended  as  this  new 
section  was,  it  was  not  the  answer.  The 
men  doing  general  practice  wanted  their 
own  organization,  an  organization  which 
would  represent  them  as  a unit  body,  as  did 
the  American  College  of  Surgeons  represent 
their  members.  Many  of  the  problems 
which  concerned  the  individual  general  doc- 
tor could  best  be  handled  by  a concerted  and 
well-organized  action.  This  had  been  real- 
ized for  some  time,  and  on  July  4,  1946,  at 
a meeting  of  the  American  Medical  Associa- 
tion’s Section  on  General  Practice  in  San 
Francisco,  a resolution  was  introduced  from 

the  floor  requesting  the  newly  elected  chair- 

% 

man  to  appoint  a committee  to  formulate  a 
national  organization  for  the  general  prac- 
titioners of  the  United  States.  The  chair- 
man, Dr.  Paul  A.  Davis,  appointed  a com- 
mittee consisting  of  the  following: 

Dr.  Ivan  Heron,  California,  Chairman. 

Dr.  H.  T.  Jackson,  Texas. 

Dr.  Edward  Nippert,  Los  Angeles,  Cali- 
fornia. 

Dr.  A.  F.  Frazer,  San  Francisco,  Califor- 
nia. 

Dr.  L.  S.  Burwell,  California. 

This  committee  was  instructed  to  report  at 
a special  meeting  called  for  the  following- 
day,  July  5,  1946. 

On  July  5,  1946,  the  committee  reported 
and  recommended  the  following : 

(1)  That  a national  organization  be 
formed. 

(2)  That  it  have  as  its  purpose:  “To  ad- 
vance the  general  practice  of  medicine  and 
surgery.’’ 

(3)  That  the  officers  pro  tern  be  those  of 
the  Section  on  General  Practice : President, 
Paul  A.  Davis;  Vice-President,  E.  A.  Roy- 
ston,  California;  and  Secretary,  W.  B. 
Harm,  Detroit,  Michigan. 

(4)  That  the  officers  appoint  the  neces- 
sary committees  to  establish  the  necessary 
framework,  purpose,  scope,  standards  of 
eligibility,  and  financing  of  a permanent 
organization,  and  to  report  at  the  next  A. 
M.  A.  meeting. 

(5)  That  the  officers  take  all  necessary 
steps  to  insure  a permanent  organization. 


(6)  That  the  appointed  committee  es- 
tablish general  practice  sections  of  this  so- 
ciety in  all  states  and  counties. 

This  action  before  the  section  members 
was  adopted  by  vote,  and  the  president  pro 
tern  immediately  appointed  the  following 
committees : 

(1)  Committee  on  Membership  and  Or- 
ganization ; 

E.  C.  Texter,  Detroit,  Michigan 

V.  R.  Bryner,  Salt  Lake  City,  Utah 
C.  O.  Hughes,  St.  Louis,  Missouri 

W.  B.  Harm,  Detroit,  Michigan 

(2)  Committee  on  Constitution  and  By- 
Laws  : 

Stanley  R.  Truman,  Oakland,  Califor- 
nia 

Ivan  Heron,  San  Francisco,  California 
E.  B.  Leland,  California 
W.  B.  Harm,  Detroit,  Michigan 
J.  Craig  Bowman,  Ohio 

From  July  4,  1946,  until  June  10,  1947, 
all  members  worked  hard  and  diligently, 
contacting  every  state  in  the  Union,  ob- 
taining all  information  available  in  regard 
to  general  practice.  The  year’s  work  by  the 
committee  culminated  on  June  10,  1947,  at 
a meeting  called  at  the  Hotel  Claridge  in 
Atlantic  City,  New  Jersey,  where  the  con- 
stitution and  by-laws  were  adopted,  officers 
elected,  and  the  new  organization  officially 
started  to  function  as  the  American  Acad- 
emy of  General  Practice.  The  Academy 
was  incorporated  under  the  state  laws  of 
Illinois  and  has  as  its  objects  and  purposes: 

(1)  To  promote  and  maintain  high  stand- 
ards of  the  general  practice  of  medicine  and 
surgery. 

(2)  To  encourage  and  assist  young  men 
and  women  in  preparing,  qualifying,  and 
establishing  themselves  in  general  practice. 

(3)  To  protect  the  right  of  the  General 
Practitioner  to  engage  in  medical  and  sur- 
gical procedures  for  which  he  is  qualified 
by  training  and  experience. 

(4)  To  assist  in  providing  postgraduate 
study  courses  for  General  Practitioners  and 
to  encourage  and  assist  practicing  physi- 
cians and  surgeons  in  participating  in  such 
training. 

(5)  To  advance  medical  science  and  pri- 
vate and  public  health. 

To  be  eligible  for  membership  the  phvsi- 
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cian  must  be  engaged  in  general  practice. 
He  must  be  duly  licensed  in  the  state  in 
which  he  practices  and  must  be  of  high 
moral  and  professional  character.  He  must 
have  had  at  least  one  year  of  rotating  in- 
ternship at  an  approved  hospital,  or  the 
equivalent  in  postgraduate  training.  He 
must  have  been  in  general  practice  for  at 
least  three  years.  (Special  consideration  is 
given  by  the  Membership  Committee  to  mil- 
itary service.)  He  must  have  shown  inter- 
est in  continuing  his  medical  advancement 

I ° 

by  engaging  in  postgraduate  educational 
activities. 

A feature  of  great  interest  to  prospective 
members  is  the  requirement  that  in  each 
three-year  period  a Fellow  complete  150 
hours  of  postgraduate  work,  one-third  of 
the  hours  at  staff  meetings,  one-third  at 
conventions,  and  one-third  at  postgraduate 
courses. 

The  organization  of  the  Academy  is  pat- 
terned upon  a combination  of  the  most  de- 
sirable features  of  the  leading  medical  or- 
ganizations and  the  American  Bar  Associa- 
tion. The  constitution  will  show  that  it  is 
both  efficient  and  democratic.  Provision  is 
also  made  in  the  by-laws  for  the  establish- 
ment of  state  and  county  branches  of  the 
American  Academy  of  General  Practice. 

The  growth  of  the  Academy  has  been  phe- 
nomenal. There  are  at  present  thirty-eight 
state  academies,  numerous  county  acade- 
mies, with  others  in  the  process  of  organi- 
zation. The  membership  has  passed  the 
10,000  mark  and  is  growing  at  the  rate  of 
400  to  500  new  members  every  month.  It 
is  represented  in  every  state  in  the  Union, 
District  of  Columbia,  Hawaii,  and  Alaska. 
The  Academy  is  not  a “pressure  group,” 
neither  is  it  a political  organization.  It 
expects  to  accomplish  its  purposes  by  co- 
operative means. 

The  Academy  recognizes  the  American 
Medical  Association  as  the  parent  organi- 
zation of  the  medical  profession  in  America. 
Its  aim  is  to  work  in  cooperation  and  close 
harmony  with  the  American  Medical  Asso- 
ciation. Membership  in  the  A.  M.  A.  is  a 
prerequisite  for  membership  in  the  Acad- 
emy, and  any  member  of  the  Academy 
whose  membership  in  the  American  Medi- 
cal Association  is  terminated  will  lose  his 
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right  to  remain  a member  of  the  Academy. 
In  its  endeavors  to  improve  the  quality  of 
general  medical  and  surgical  practice  in 
America  the  Academy  intends  to  work 
closely  with  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medi- 
cal Association,  the  Committee  on  Rural 
Health,  and  the  Council  on  Medical  Service, 
as  well  as  the  other  councils  and  bureaus  of 
the  A,  M.  A. 

As  evidence  of  its  endorsement  of  the 
American  Academy  of  General  Practice,  the 
A.  M.  A.  Board  of  Trustees  has  appointed 
three  official  representatives  to  serve  on  the 
Academy’s  “Coordinating  Committee.”  One 
represents  the  Council  on  Medical  Service, 
one  the  Council  on  Medical  Education  and 
Hospitals,  and  the  third  the  Board  of  Trus- 
tees. Also  serving  on  this  committee  are 
representatives  from  the  American  Hospital 
Association,  the  Catholic  Hospital  Associa- 
tion, Advisory  Board  of  Medical  Specialties, 
and  other  allied  organizations. 

The  Academy  intends  to  carry  on  its  pro- 
gram in  cooperation  with  the  specialty 
boards  wherever  such  cooperation  is  indi- 
cated as  desirable.  The  Academy  does  not 
intend  to  duplicate  the  activities  of  the  spe- 
cialty boards,  of  the  American  Medical  As- 
sociation, of  the  American  Hospital  Asso- 
ciation, or  any  other  national  medical  organ- 
ization. 

The  Academy  intends  first  to  encourage 
general  practitioners  to  pursue  graduate 
study  by  attendance  at  their  county,  state, 
and  national  medical  society  meetings,  their 
hospital  staff  meetings,  clinical  pathological 
conferences,  and  special  courses.  Further- 
more, it  hopes  to  raise  the  general  level  of 
the  quality  of  general  practice  in  the  coun- 
try by  establishing  a standard  toward  which 
general  practitioners  will  be  expected  to 
strive.  To  achieve  this  standard  they  must 
keep  up-to-date  and  continue  their  medical 
education  each  year. 

Also  the  Academy,  through  cooperative 
efforts  with  the  American  Medical  Associa- 
tion and  the  American  Association  of  Med- 
ical Colleges,  expects  to  improve  the  teach- 
ing of  the  general  practice  of  medicine  and 
surgery  in  medical  schools.  By  improving 
the  quality  of  medical  teaching  and  by  stim- 
ulating postgraduate  courses  and  extension 
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courses  to  be  conducted  by  medical  schools, 
the  Academy  hopes  to  raise  the  general  level 
of  the  quality  of  medical  care  throughout 
the  country,  including  rural  areas. 

Conclusion 

We,  as  American  citizens  and  physicians, 
are  a minority  group;  we  must  be  heard 
and  protected  by  the  majority  against  all 
schemes  which  will  affect  equally  and  dis- 
astrously both  groups. 

That  the  American  Academy  has  in  so 
short  a time  been  capable  of  assisting  in 
guiding  the  future  of  the  medical  profession 
is  witnessed  by  its  rapid  progress,  both  in 
strength  and  prestige.  The  Academy  will 
continue  to  cooperate  with  all  national  med- 
ical organizations  in  order  to  improve  the 
quality  of  general  practice.  It  will  cooper- 
ate with  all  civic  organizations,  rural  and 
urban,  in  their  attempts  to  provide  adequate 
medical  care.  By  encouragement  and  devel- 
opment of  training  facilities  for  men  who 
desire  to  go  into  general  practice,  a more 
equitable  distribution  will  result.  All  med- 
ical schools  and  teaching  hospitals  must  be 
indoctrinated  with  the  fact  that  they  must 
train  and  equip  the  majority  of  students  in 


our  medical  schools  for  general  practice, 
and  also  provide  a cumulative  credit  system 
for  hospital  internships,  residencies,  and 
time  spent  in  general  practice,  if  later  he 
decides  to  enter  some  specialty.  I am  happy 
to  say  that  this  is  being  given  serious  con- 
sideration by  many  hospitals  and  some  of 
the  specialty  boards.  We  need  specialists, 
but  we  need  many  more  general  practition- 
ers if  we  are  to  preserve  the  best  medical 
system  in  the  world  and  give  the  public 
adequate  and  competent  medical  service. 
The  cooperative  action  of  all  medical  organ- 
izations and  the  public  will  decide  the  future 
of  the  practice  of  medicine. 

Bernard  M.  Baruch  has  remarked : “What 
is  this  adventure  in  health  I see  dawning, 
and  towards  which  you  all  have  been  keep- 
ing the  doctors’  vigil  through  the  night? 
You  will  have  to  lead  it,  or  it  wrill  fail.” 

If  this  adventure  about  which  he  speaks 
is  concerned  with  compulsory  health  insur- 
ance, then  let  us  not  lead,  but  let  it  fail. 

If  this  adventure  concerns  the  continued 
advancement  and  progress  of  medical  edu- 
cation and  research  as  a free  enterprise  and 
furtherance  of  voluntary  health  insurance, 
then  let  us  lead. 


MEDICAL  ASPECTS  OF  ATOMIC  EXPLOSION* 

ELBERT  DeCOURSEY.f  Colonel,  Medical  Corps,  U.  S.  Army,  Washington,  D.  C. 


Dr.  Shofner,  Ladies,  and  Gentlemen: 

The  work  that  I am  about  to  present  this 
afternoon  is  not  my  work  only,  but  the  work 
of  the  Joint  Commission  for  the  Study  of 
the  Effects  of  the  Atomic  Bomb  in  Japan, 
of  which  I am  a member.  We  had  many 
Japanese  doctors  to  help  us,  about  fifty  in 
each  city.  The  theater  commanding  gen- 
erals, their  surgeons,  and  the  surgeons  gen- 
eral of  the  military  services  realized  that 
never  again  might  we  have  the  opportunity 
to  study  these  effects  en  masse. 

Dr.  Averill  Liebow,  a pathologist  of  Yale 
University,  worked  at  Hiroshima,  and  I 
headed  the  Army  group  in  Nagasaki.  Cap- 
tain Shields  Warren,  the  eminent  authority 
on  pathology  of  radiation  effects,  directed 
the  Navy  Group.  (We,  as  a nation,  were 
very  fortunate  to  have  such  a man  head  up 
the  Division  of  Biology  and  Medicine  of  the 
Atomic  Energy  Commission.) 

It  might  be  of  interest  to  you  to  know 
that  we  studied  about  15,000  patients  in  the 
two  places,  particularly  by  questionnaire, 
so  that  we  could  do  a statistical  study.  In 
Nagasaki,  which  I will  speak  of  most,  we 
studied  about  1,000  patients  in  the  hospital. 

As  a means  of  introduction,  let  us  think 
of  this  bomb  and  what  it  does.  We  can 
consider  the  effects  of  the  bomb  under  two 
specific  headings,  mechanical  blast  and  ra- 
diation blast. 

As  mechanical  blast,  we  have  air  blast, 
water  blast,  and  solid  blast.  Two  kinds  of 
radiation  blast  occur,  thermal  radiation  and 
ionizing  radiation.  The  thermal  radiation 
originates  from  the  detonation  and  the  fire- 
ball and  is  unidirectional.  (I  will  show  you 
pictures  of  flash  burns  from  this  type  of 
radiation.) 

Then  there  is  the  ionizing  radiation  which 
makes  this  weapon  unique.  We  have  known 
about  ionizing  radiation  for  a long  time 
from  studies  of  X rays.  Alpha,  beta,  and 
gamma  rays  and  neutrons  are  qualitatively 
similar  in  their  effects  upon  the  body.  Ion- 
izing radiation  is  always  destructive,  never 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Chattanooga,  April  12-13,  1949. 
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stimulating.  The  apparent  stimulating  ef- 
fect results  from  selective  destruction  and 
is  an  expression  of  recovery  from  injury. 

I am  a medical  officer,  and  the  only  inter- 
est I have  in  the  bomb  or  any  other  weapon 
is  how  to  alleviate  suffering  and  not  how 
to  plan  it  for  suffering.  We  must  know  how 
it  is  used  to  learn  how  to  alleviate  its  ef- 
fects. 

For  a long  time  we  have  known  about 
localized  ionizing  radiation  effects,  as  for 
a neoplasm,  but  here  we  are  concerned  only 
with  total-body  radiation.  Total-body  ra- 
diation of  around  500  roentgens  would  seem 
to  be  lethal  to  about  50  per  cent  of  the  pop- 
ulation. For  comparison  we  might  say  that 
everybody  realizes  that  statistically  smok- 
ing shortens  life.  If  you  are  a moderate 
smoker,  you  know  you  are  shortening  your 
life.  If  over  your  entire  life  span,  sixty 
years  or  more,  you  would  absorb  continu- 
ously a total  of  400  to  500  r,  probably  it 
would  have  about  the  same  effect  in  short- 
ening your  life  as  being  a moderate  smoker. 
I like  Dr.  Austin  Brue’s  idea  that  one  roent- 
gen is  about  equivalent  to  a carton  of  cig- 
arettes. Although  the  effects  of  burns  and 
trauma  killed  75  to  90  per  cent  of  the  Japa- 
nese, what  I am  going  to  talk  about  is  the 
effect  of  the  lethal  dose  of  the  ionizing  ra- 
diation, as  shown  in  the  studies  on  260 
autopsies.  The  Japanese  performed  the 
early  autopsies,  but  only  a few.  We  need 
to  know  more  about  what  happened  in  the 
first  few  hours.  Of  course  we  were  able  to 
find  out  quite  a bit  of  that  information  from 
animals  at  Bikini. 

I am  talking  only  of  high-in-the-air  de- 
tonation effects,  and  I want  to  get  over  to 
you  one  idea,  that  when  the  bomb  detonates 
in  air,  the  radiation  is  prompt  and  there  is 
no  residual  radiation  of  medical  importance. 

If  you  will  remember,  some  alarmists  of 
1945  said  that  for  seventy  years  Hiroshima 
would  be  uninhabitable,  you  can  see  how 
difficult  it  was  for  Japanese  physicians  to 
want  to  go  into  that  area. 

How  fast  this  radiation  does  occur  may 
be  seen  from  this  lantern  slide.  (Slide) 
On  this  solid  board  wall  we  see  vines  with 
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shadows.  Here  is  grass.  Where  are  the 
shadows?  What  seems  to  be  grasses  are 
only  shadows.  This  is  a charred  wooden 
bunker,  charred  by  the  thermal  radiation — 
flash  burn.  The  shadow  of  the  grass  was 
not  charred;  unshadowed  wood  was  black- 
ened. How  fast  that  occurred  you  can  see 
by  a blade  having  been  turned  in  the  wind 
but  not  leaving  a blurred  shadow. 

Here  is  a wire  that  holds  together  a post 
and  the  board  of  a wood  bunker.  The  ther- 
mal radiation  came  with  the  speed  of  light, 
and  then  at  about  the  speed  of  sound  came 
the  air  blast,  pushing  the  whole  bunker 
back,  and  displacing  the  wire  to  present  the 
now  visible  shadow. 

(Slide)  Here  is  air  blast  effect,  unfortu- 
nately on  the  Nagasaki  Medical  School,  only 
a few  walls  of  some  of  the  building  remain- 
ing. Here  at  900  meters’  distance  the  trees 
are  knocked  down  parallel,  so  that,  if  you 
stood  in  the  middle  as  the  hub,  the  fallen 
tree  trunks  on  the  far  hills  were  as  spokes 
to  the  hub. 

(Slide)  The  burned-out  buildings  that 
did  stand  were  similar  to  this  reinforced 
concrete  earthquake-proof  hospital  with 
more  than  70  pounds  per  square  foot  of  roof 
structure  support,  whereas  in  this  country 
requirements  are  about  40  pounds  per 
square  foot.  Notice  that  bent  reinforced 
smokestack.  Very  few  smokestacks  were 
knocked  down,  less  in  Hiroshima  than  in 
Nagasaki.  The  machine  shops  in  the  target 
area  were  leveled. 

(Slide)  On  a close-in  bridge  at  Hiroshi- 
ma there  is  a similar  shadow  effect  that  you 
saw  on  the  board  fence,  scorched  macadam 
and  unburned  shadows.  Here  a man  was 
walking  along.  He  was  pulling  a cart. 
You  can  see  the  shadow  of  the  cart,  and  of 
his  feet,  legs,  and  body.  After  the  thermal 
blast  came  the  air  blast  that  pushed  him 
over  into  the  river. 

(Slide)  Here  is  some  cloth,  white  with 
a dark  blue  polkadot  effect.  The  blue  color 
absorbed  more  heat  and  burned  the  dots 
out,  but  the  white  cloth  was  not  visibly 
changed. 

(Slide)  This  woman  was  wearing  a 
white  kimona  with  maroon  plaid  design. 
It  was  tightly  fitting  across  her  shoulder. 
The  maroon  differentially  absorbed  enough 


heat  to  burn  the  plaid  pattern  on  her  skin. 
Almost  any  thickness  of  cloth  was  some  pro- 
tection from  the  thermal  radiation. 

(Slide)  Because  of  the  hot  August 
weather  many  people  were  scantily  dressed. 
This  man  wore  only  an  undershirt  and  G 
string.  Only  the  uncovered  surfaces  ex- 
posed to  the  unidirectional  flash  were 
burned.  The  very  sharply  outlined  edges 
of  these  flash  burns  were  characteristic. 

(Slide)  This  flash  burn  resulted  in  a 
perichondritis  of  the  ear,  a rather  common 
occurrence.  You  can  see  that  he  wore  a 
cap  because  of  the  evidence  of  the  straight 
line  above  which  there  was  sharp  protec- 
tion. Ionizing  gamma  rays  would  not  be 
filtered  by  a cloth  cap. 

(Slide)  We  did  not  notice  it  over  there, 
but  when  we  got  back  we  noticed  that  the 
people  close  in  had  depigmentation  of  the 
skin  without  having  had  loss  of  epithelium. 

(Slide)  Farther  away  the  flash  burns 
resulted  in  pigmentation  like  sun  tan.  It 
was  not  pigmentation  of  ionizing  radiation 
but  of  thermal  radiation,  resulting  in  the 
so-called  “mask  of  Hiroshima.” 

(Slide)  From  these  effects  of  thermal 
radiation,  you  can  see  what  would  be  the 
problems  of  doctors  if  such  a thing  were  to 
happen  to  us.  Trauma  and  burns  caused 
75  to  90  per  cent  of  the  deaths,  whereas 
ionizing  radiation  caused  10  to  25  per  cent 
deaths. 

(Slide)  In  the  third  week  the  Japanese 
took  this  picture  of  three  youngsters  who, 
when  they  bend  their  heads  down,  present 
the  most  acceptable  evidence  of  a specific 
change  from  ionizing  radiation,  loss  of  hair 
from  the  top  of  the  scalp,  epilation. 

(Slide)  Here  is  a scalp  epilation  in  an 
adult  woman.  Her  eyebrows  were  saved. 
Let  us  say  that  the  top  of  the  scalp  was 
epilated  80  per  cent  within  a certain  area ; 
the  axilla  would  be  16  per  cent,  the  pubis 
8 per  cent,  the  eyebrows  4 per  cent,  and  the 
beard  about  2 per  cent. 

(Slide)  Another  thing  that  happened 
about  the  same  time  was  skin  hemorrhage 
in  the  form  of  petechiae  or  purpuric  spots. 

Now  let  us  put  together  the  clinical  and 
pathologic  aspects. 

(Slide)  We  can  divide  the  affected 
groups  into  the  very  severe,  in  which  100 
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per  cent  died  in  the  first  and  second  weeks. 
These  were  in  the  nearest  area. 

In  the  severe  group  about  50  per  cent  died 
in  the  third  to  sixth  weeks’  period.  The 
various  symptoms  reached  the  acme  of  ex- 
pression in  this  group. 

Let  us  see  what  the  symptoms  were : Nau- 
sea and  vomiting  on  the  day  of  the  bomb ; 
that  was  very  important  statistically.  Leu- 
kopenia within  the  first  24  to  48  hours. 
Fever  was  often  present.  Epilation,  pur- 
pura, oropharyngeal  lesions  all  came  on  at 
about  the  same  time.  None  of  them  started 
until  about  the  end  of  the  second  week,  and 
they  reached  their  acme  in  the  third  and 
fourth  weeks. 

Those  people  moderately  hit  and,  farther 
out,  died  between  the  sixth  to  fifteenth  week. 
Only  about  10  per  cent  of  them  died. 

The  tempo  with  which  these  symptoms 
came  on  seemed  to  be  of  great  importance 
in  the  prognosis — how  fast  and  how  many 
times  they  had  vomited  the  first  day,  and 
how  fast  the  leukopenia  progressed,  how 
soon  fever,  diarrhea,  epilation,  and  purpura 
appeared.  The  faster  the  tempo,  the  poorer 
was  the  prognosis. 

There  were  some  mild  cases,  about  1,500 
yards  from  the  hypocenter.  Very  few  of 
these  patients  died,  and  their  symptoms 
were  mild. 

(Slide)  Let  us  consider  the  effects  upon 
the  histiocytic  system,  because,  as  we  know, 
the  lymphocyte  has  long  been  considered  the 
most  radio-sensitive  cell,  but  Dr.  Bloom  has 
said  that  the  erythroblasts  are  most  sensi- 
tive. 

On  the  second  day  the  blood  count  on  one 
individual  was  1,670  and  another  was  2,200 
white  blood  cells  per  cubic  millimeter.  On 
the  third  day,  eight  patients  between  200 
and  1,000,  a ninth  patient  having  had  1,600 
WBC  cu.mm,  as  shown  on  the  chart. 


Japanese  WBC  Counts 

Second  day  (2)  1,670-2,200 

Third  day  (8)  200-1,000* 

Sixth  day  (2)  400-1,440 

Seventh  day  (17)  150-920f 

Second  week  (13)  25-740t 

*Another,  1,600 
fThree  above  1,000 
JAnother,  1,700 


These  are  all  the  early  counts  (47)  of 
which  I could  find  a record  for  both  Hiro- 
shima and  Nagasaki.  The  Japanese  be- 
lieved that  patients  with  less  than  600 
white-blood-cell  counts  seldom  recovered. 

It  is  not  the  reading  of  an  instrument  in 
the  same  area  but  the  amount  of  radiation 
absorbed  which  determines  the  effect  upon 
tissues.  We  must  remember  that  Crowther, 
in  thinking  about  this  discontinuity  of  en- 
ergy and  matter,  has  said  that  if  one  cubic 
centimeter  of  air  is  irradiated  continuously 
at  the  rate  of  one  roentgen  per  second,  at 
the  end  of  500  years  only  about  one-third  of 
that  air  will  be  ionized.  Therefore,  no 
matter  how  much  the  dosage  over  an  area, 
one  cannot  expect  every  cell  and  every  atom 
of  each  cell  to  be  affected.  Extremely  high 
energies  of  radiations  may  pass  through  the 
body  without  ionizing  effect. 

(Slide)  Now,  let  us  consider  the  patho- 
logic changes,  first  in  the  reticulo-endothe- 
lial  system.  In  the  rib  bone  marrow  of  the 
fourth  day  after  explosion  there  are  few 
cells.  Those  present  are  round  cells  or  red 
cells. 

(Slide)  Higher  power  shows  them  to  be 
mostly  histiocytes,  reticulum  cells.  These 
fortunately  are  radioresistant. 

(Slide)  The  histiocytic  cells  should  give 
rise  to  granulocytes,  but  here  they  do  not. 
Instead,  there  are  many  plasmacytes,  some- 
times as  many  as  20  per  cent  of  the  nucle- 
ated cells.  One  of  these  cells  is  perhaps  a 
proplasmacyte. 

(Slide)  With  this  Wright  stain  the  plas- 
macyte  is  more  easily  recognized. 

(Slide)  Differential  counts  of  sternal 
marrow  biopsies  are  instructive.  In  this 
pie  diagram  of  the  Japanese  normal  marrow 
there  are  60.1  per  cent  granulocytic,  19  per 
cent  erythrocytic,  16.8  per  cent  lymphocytic, 
and  3.1  per  cent  histiocytic  (including  plas- 
macytes) cells  and  100,000  total  count. 

Three  sternal  biopsies  of  September  5, 
1945  (differential  counts  by  Dr.  George  Le- 
Roy),  are  as  follows: 

(Kum.  7)  Marrow  cells,  800  per  cubic 
millimeter.  Granulocytic,  6.6  per  cent; 
erythrocytic,  5.2  per  cent ; lymphocytic,  64 
per  cent ; histiocytic,  5.2  per  cent.  The  pe- 
ripheral blood  showed  WBC  500,  RBC  1.57 
million,  and  hemoglobin  34  per  cent. 
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(Kum.  29)  Marrow  cells,  2,950.  Granu- 
locytic, 52.9  per  cent;  erythrocytic,  4.2  per 
cent;  lymphocytic,  41.5  per  cent;  histiocytic, 
1.4  per  cent.  The  peripheral  blood  showed 
WBC  450,  RBC  3.27,  and  hemoglobin  67 
per  cent. 

(Kum.  23)  Marrow  cells,  5,150.  Granu- 
locytic, 43.2  per  cent;  erythrocytic,  10.8  per 
cent;  lymphocytic,  28.4  per  cent;  hystiocytic, 
16.8  per  cent.  The  peripheral  blood  showed 
WBC  900,  RBC  2.46  per  cent,  hemoglobin, 
52  per  cent. 

In  these  three  cases  hypoplastic  bone  mar- 
rows accompanied  low  counts  in  the  pe- 
ripheral blood,  but  in  many  later  instances 
many  marrows  were  hyperplastic  and  the 
peripheral  WBC  count  was  below  2,000; 
therefore  blood  counts  were  found  not  to 
be  a good  indicator  of  the  state  of  the  mar- 
row. Next,  let  us  study  the  regenerating 
effects  of  the  marrow. 

(Slide)  In  the  second  week  there  was 
general  hypoplasia  of  the  marrow  with  in- 
creased numbers  of  histiocytes  in  strands 
between  fat  cells. 

(Slide)  The  next  stage  was  hypoplasia 
with  focal  hyperplasia  of  histiocytic  cells 
that  did  not  appear  to  develop  into  granu- 
locytic cells. 

(Slide)  In  the  fourth  and  fifth  weeks 
the  femur  marrows  one-half  to  two-thirds 
down  were  red  or  grayish  red,  and  some 
presented  red,  jelly-like  material,  this  mu- 
coid area  microscopically,  with  little  islands 
of  granulocytic  hyperplasia. 

(Slide)  At  the  same  time  there  are  still 
many  plasmacytes,  which  here  averaged  11 
per  cent.  This  reticulum  is  making  new 
plasma  cells. 

(Slide)  The  next  development,  typically 
in  the  seventh  and  eighth  weeks,  was  a dif- 
fuse hyperplasia,  histiocytic  and  granulo- 
cytic. In  this  femur  the  microscopic  picture 
might  seem  to  be  like  a normal  red  marrow, 
but  this  man  had  only  700  WBC  in  the  pe- 
ripheral blood.  Here  is  a specific  instance 
of  the  bone  marrow  being  hyperplastic  and 
the  peripheral  blood  count  being  very  low. 

(Slide)  Under  high  power  we  see  that 
the  granulocytic  cells  are  very  young  and 
not  maturing.  There  seems  to  be  a matu- 
ration arrest,  so  that,  although  we  have 
local  activity,  there  is  a defective  gap.  The 


factory  worked  overtime,  but  it  could  not 
complete  and  deliver  the  goods  to  the  pe- 
ripheral blood  stream.  There  are  some  eo- 
sinophiles,  which  were  commonly  seen  at 
Nagasaki  but  not  at  Hiroshima.  The  erv- 
throphagocytosis  that  was  usually  found  is 
particularly  obvious  here. 

(Slide)  Even  in  this  late  period  plasma- 
cytes were  profuse  and  occasionally  numer- 
ous. 

(Slide)  Few  nucleated  cells  appear  in 
the  rib  of  a youngster.  (The  epiphyseal 
line,  which  is  moderately  sensitive,  is  in- 
tact. The  line  of  undernutrition  is  apparent 
also.) 

(Slide)  In  summary,  then,  the  bone  mar- 
row nucleated  cells  are  greatly  reduced  in 
number.  When  the  several  series  of  cells 
are  plotted  against  time,  the  granulocytic 
series  shows  a striking  early  relative  as  well 
as  absolute  reduction,  the  relative  number 
rising  to  normal  in  the  sixth  and  seventh 
weeks,  to  10  per  cent  above  normal  in  the 
eighth  and  ninth  weeks,  and  then  slowly 
decreasing  to  normal  relative  numbers 
about  the  end  of  the  fourth  month.  The 
lymphocytic  series  showed  an  early  relative 
increase  to  about  twice  normal,  the  curve 
falling  about  one-third  normal  in  the  eighth 
and  ninth  weeks,  and  then  slowly  rising  to 
normal  about  the  end  of  the  fourth  month. 
The  curve  of  the  histiocytic  series,  including 
plasmacytic  cells,  presents  a similar  shape 
with  a higher  initial  rise,  however,  to  about 
four  times  normal.  The  erythroid  series 
shows  an  early  fall  to  about  half  normal  and 
then  rises  gradually  to  above  normal  in  the 
ninth  and  tenth  weeks  and  then  falls. 

(Slide)  Injury  to  the  histiocytic  system 
resulted  in  widespread  hemorrhages.  These 
are  hemorrhagic  pig  lymph  nodes  I exam- 
ined at  Bikini.  Because  of  the  good  color, 
they  are  better  illustrations  than  our  black 
and  white  photographs  of  similar  human 
material. 

(Slide)  After  four  days  the  peripheral 
follicles  are  absent.  Few  lymphocytes  are 
present,  a tremendous  numerical  decrease. 

(Slide)  This  tremendous  change  with 
very  few  lymphocytes  remained  even  into 
the  third  month.  A lacy  structure  of  frame- 
work, few  cells,  and  many  spaces  make  the 
picture  striking.  Grossly,  the  nodes  con- 
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tinued  to  be  large  and  succulent  even  in  the 
absence  of  hemorrhage. 

(Slide)  As  the  histiocytic  cells  tried  to 
regenerate,  bizarre  mononucleated  or  multi- 
nucleated  cells  appeared  which  histologi- 
cally I cannot  differentiate  from  the  Reed- 
Sternberg  cell  such  as  is  seen  in  Hodgkin’s 
disease.  It  seems  to  be  the  same  cell  in  a 
different  morphologic  environment. 

(Slide)  The  spleen,  about  four  days 
after  it  was  hit,  has  very  few  lymphocytes. 
Here  also  the  framework  has  collapsed  to 
prominently  outline  the  sparsely  cellular 
Malpighian  follicles.  The  reticulum  cells 
appear  intact. 

(Slide)  This  Malpighian  follicle  of  the 
third  week  contains  almost  nothing.  It 
appears  as  a hole. 

(Slide)  The  lymphoid  structure  has  not 
regenerated  even  in  the  fourth  month.  The 
Malpighian  follicles  present  active  regener- 
ation but  not  the  usual  germinal  centers  and 
.peripheral  lymphocytes. 

(Slide)  In  the  spleen  also  are  these  bi- 
zarre reticulum  cells,  pathologic  pleohistio- 
cytes  that  are  indistinguishable  from  Reed- 
Sternberg  cells,  a concept  that  is  the  subject 
of  another  paper. 

(Slide)  In  summary,  the  lymphocyte 
count  of  the  peripheral  blood  began  its  de- 
crease within  48  hours,  got  to  the  lowest  in 
four  weeks,  and  did  not  return  to  normal 
until  after  12  weeks.  The  granulocyte 
count  also  began  its  decrease  within  48 
hours,  and  reached  the  lowest  in  four  weeks, 
and  returned  to  normal  in  about  nine  weeks. 
Regeneration  began  in  the  second  week. 
The  earlier  granulocytic  return  in  the  hu- 
man was  different  than  that  of  the  previous 
experimental  animal  material.  Shields 
Warren’s  curves  had  shown  an  immediate 
increase  in  granulocytes  followed  by  a de- 
crease to  a low,  and  then  a slower  return  to 
normal,  whereas  the  lymphocytes  immedi- 
ately went  down  but  also  rose  to  normal 
sooner. 

The  erythrocytes  returned  to  normal 
numbers  (in  those  who  lived)  in  about  six 
to  eight  weeks,  but  in  those  who  died  even  as 
late  as  the  fourth  month  the  count  had  re- 
mained low.  Our  tissue  material  was  not 
obtained  in  sufficiently  early  cases  to  deter- 
mine the  relative  sensitivity  of  erythro- 
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blasts.  Early  the  thrombocytes  were  de- 
creased. But  clotting  time  as  well  as  bleed- 
ing time  was  prolonged  in  patients  with 
hemorrhage. 

(Slide)  Hemorrhages  were  widespread. 
In  the  first  and  second  weeks  the  heart  and 
stomach  particularly  presented  petechiae, 
but  little  appeared  in  the  skin  until  the  third 
week. 

(Slide)  Some  of  the  hemorrhages  would 
break  down  to  ulcerate  like  that  seen  in  this 
tonsil  of  a pig  from  Bikini. 

(Slide)  This  black-and-white  picture 
shows  hemorrhage  around  the  edge  of  an 
ulcer  of  the  internal  aspect  of  the  epiglottis. 

(Slide)  The  oropharyngeal  lesions  of 
hemorrhage,  ulceration,  and  necrosis  are 
similar  microscopically  to  the  picture  of 
neutropenic  necrosis  with  added  lymphoid 
atrophy  and  angiectasie,  the  latter  second- 
ary to  radiation.  This  is  therefore  irradia- 
tion neutropenic  necrosis. 

(Slide)  Hemorrhages  of  mesothelial  sur- 
faces such  as  in  this  intestinal  covering  are 
characteristic. 

(Slide)  Many  people  died  of  secondary 
infection,  such  as  shown  in  this  microscopic 
picture  of  a slightly  cellular  pneumonia. 

(Slide)  There  is  necrosis  in  this  bron- 
chiole, neutropenic  necrosis. 

(Slide)  Here  is  diffuse  hemorrhage  in 
the  kidney  pelves,  also  in  the  ureter.  Bi- 
kini animals  and  Japanese  were  similar  in 
their  urinary  tract  manifestations. 

(Slide)  In  the  bladder  hematomas  were 
common,  usually  located  in  the  midline. 

(Slide)  This  is  a massive  hemorrhage  of 
a Bikini  rat’s  stomach,  filled  by  a clot  from 
blood  originating  in  two  small  ulcers  of  the 
squamous-lined  portion. 

(Slide)  Besides  secondary  hemorrhagic 
and  neutropenic  lesions  in  the  intestine, 
there  seemed  to  be  a primary  radiation  ef- 
fect upon  the  mucosa.  Necrosis  was  fol- 
lowed by  formation  of  a diphtheritic  mem- 
brane (Slide),  which  in  some  instances 
spread  over  the  entire  colon. 

(Slide)  This  intestinal  mucosa  of  one  of 
the  Nagasaki  victims  presents  both  discrete 
areas  of  pseudomembranous  exudate  and 
also  the  later  confluent  stages. 

(Slide)  Microscopically,  this  discrete 
exudate  has  poured  out  of  the  mucosa,  but 
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there  is  an  absence  of  leukocytes.  There  is 
much  edema,  prominent  angiectasia,  and  a 
decreased  number  of  mucosal  glands.  There 
seems  to  be  a specific  effect  of  ionizing  radi- 
ation as  well  as  secondary  neutropenic  effect 
in  this  intestine. 

(Slide)  In  the  sigmoid,  the  characteristic 
area  for  these  lesions,  we  see  exaggeration 
of  the  markings  of  the  mucosa,  with  tremen- 
dous edema  of  all  coats. 

(Slide)  In  the  bases  of  the  stomach 
glands,  on  the  fifth  day,  are  seen  a Y-shaped, 
tripolar,  mitotic  figure,  and  also  peculiar 
giant  epithelial  cells. 

In  the  early  weeks  hemorrhages  were 
found  in  the  testes,  and  little  or  no  other 
gross  change. 

(Slide)  Microscopically  there  are  star- 
tling changes,  even  in  the  first  week.  The 
number  of  germinal  cells  are  decreased,  ma- 
turing spermatocytes  are  almost  absent,  and 
a giant  cell  is  occasionally  seen,  apparently 
composed  of  spermatids. 

(Slide)  In  the  second  week  thickening 
of  the  basement  membranes  of  the  seminif- 
erous tubules  begins.  Germ  cells  are  almost 
absent.  Interstitial  cells  are  abundant,  and 
even  sometimes  suggest  hyperplasia.  The 
sheets  of  cells  may  not  represent  a real 
increase  in  number  of  cells,  but  only  an 
apparent  one  because  of  the  surrounding 
atrophy. 

(Slide)  In  the  full-blown  lesion  greatly 
thickened  basement  membranes  even  sug- 
gesting fibrosis,  absence  of  germ  cells,  and 
numerous  Sertoli  cells  are  seen. 

We  must  remember  that  not  only  does 
radiation  result  in  such  a picture — there 
is  no  specific  one  thing  that  radiation  does 
that  something  else  can  not  do  too.  Certain 
chemical  agents  can  cause  the  multipolar 
mitotic  figures,  or  endothelial  changes  sim- 
ilar to  radiation  effects.  Heat  can  cause 
apparent  hvalinization  and  widening  of  col- 
lagen fibers.  Many  European  prisoners  dy- 
ing of  starvation  showed  testes  similar  to 
the  late  stages  of  radiated  Japanese  testes. 

(Slide)  The  ovary  microscopically  is 
quite  disappointing  from  the  standpoint  of 
changes  in  the  primordial  ova ; however, 
developing  follicles  are  absent.  Along  with 
the  history  of  menstrual  cessation,  the  endo- 
metrium appears  in  a resting  stage. 


(Slide)  The  adrenals  were  small  in  all 
stages,  lipoid  color  was  decreased,  and  the 
glomerulosa  is  microscopically  atrophic. 

(Slide)  In  the  hair  follicles  microscopi- 
cally internal  sheath  has  disappeared,  and 
the  hair  seems  to  spring  directly  from  the 
external  sheath.  There  are  also  clumping 
of  the  pigment  instead  of  diffuse  scattering 
and  thickening  of  the  basement  membrane. 

(Slide)  Ionizing  radiation  changes  in 
the  skin,  such  as  erythema  or  pigmentation 
not  distinctly  produced  otherwise,  have  not 
been  found  microscopically,  nor  are  there 
clinical  histories  of  such  findings.  These 
people  died  at  a total  body  dosage  of  an 
estimated  400  to  600  roentgens. 

(Slide)  We  saw  many  hypertrophic 
scars  and  some  keloids.  Some  Japanese  be- 
lieved they  were  secondary  specifically  to 
the  atomic  bomb.  This  is  an  illustration  of 
keloid  formation  on  the  anterior  surface  of 
the  leg  about  two  months  after  a flash  burn. 

(Slide)  Here  is  a keloid  over  a back 
burn  suffered  at  Nagasaki,  now  about  a 
year  old. 

(Slide)  Here  is  a keloid  marking  the 
site  of  a burn  on  the  arm  of  a Japanese 
man,  but  he  was  never  in  Nagasaki  nor 
Hiroshima — only  in  Tokyo.  This  keloid 
was  secondary  to  a burn  from  incendiary 
bombs.  Colonel  Cooney  found  other  such 
keloids  in  Tokyo  and  Yokohama.  There  is 
no  evidence  of  specific  relationship  of  keloid 
formation  to  an  atomic  bomb  explosion. 

In  Summary 

An  atomic  bomb  air  explosion  produces 
casualties  by  mechanical  blast  and  radiation 
blast.  The  largest  number  of  human  deaths 
resulted  from  burns  and  trauma  from  fall- 
ing buildings,  secondary  fires,  and  primary 
thermal  radiation  (flash  burns).  Mass  ther- 
apy for  thousands  of  people  who  are  burned 
at  the  same  time  is  a pressing  problem. 

In  many  burned  and  injured  patients 
there  are  also  ionizing  radiation  effects. 
The  definitive  blood-forming  cells  are  the 
cells  most  sensitive,  and  therefore  blood 
pancytopenia,  lowered  resistance  to  infec- 
tion, and  hemorrhagic  tendencies  occur. 
Therapy  for  such  patients  should  avoid  the 
slightest  trauma  as  well  as  aiming  at  over- 
coming the  hematopoietic  and  antibiotic 
deficiencies. 
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Many  people  that  died  from  burns  and  or 
trauma  also  had  high  dosages  of  ionizing 
radiation  and  would  have  needed  treatment 
for  severe  radiation  sickness  as  well  as  for 
their  burns  and  injuries. 

Ionizing  radiation  caused  atrophy  of  the 
hematopoietic  elements  of  the  bone  marrow 
and  of  the  lymphocytic  elements  in  the 
lymph  nodes,  spleen,  tonsils,  thymus,  and 
intestinal  tract ; secondary  to  these  changes 
were  leukopenic  necroses  particularly  of  the 
oropharynx,  lungs,  intestines,  and  general- 
ized hemorrhages.  Gastrointestinal  epithe- 


lium showed  evidence  of  primary  radiation 
changes.  The  germ  cells  of  testicular  semi- 
niferous tubules  were  largely  destroyed. 
Primordial  ova  were  scarcely  altered,  but 
developing  follicles  were  absent.  Cortical 
atrophy  of  the  adrenals  was  usual. 

That  there  is  apparent  regeneration  of 
blood  marrow  and  lymphocytic  centers  from 
the  radiation-resistant  reticulum  cells  or 
histioblasts  offers  a basis  for  a regime  of 
prolonged  blood  replacement  therapy  and 
research  aimed  at  a better  and  more  easily 
obtained  fluid  than  fresh  whole  blood. 


A Distinctive  Sani- 
tarium For  Diagnosis 
and  Treatment  of  Ner- 
vous and  Mental  Dis- 
orders. . . .Alcoholism, 
Narcotic  and  Barbitu- 
rate Addiction.  . . Rest 
and  Convalescence. 

EDGEWOOD 

ORANGEBURG,  SOUTH  CAROLINA 

Edgewood  offers  all  approved  therapeutic  aids.  Complete  bath  depart- 
ments. Living  accommodations  private  and  commodious.  Excellent  climate 
year  'round.  Unusual  recreational  and  physical  rehabilitation  facilities. 
Occupational  therapy.  Specialize  in  electro-shock  and  insulin  therapy. 
Separate  department  alcoholism,  narcotic,  barbiturate  addiction.  Gradual 
reduction  method.  Full  time  Psychiatrists,  nurses,  and  aides  assure 
individual  care  and  treatment.  For  detailed  information  write 
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The  Tom  C.  Sharp  Drug  Company  of  Nashville 
has  developed  a combination  of  two  drugs  that 
is  proving  effective  in  the  treatment  of  arthritis, 
bursitis  and  neuritis. 

Several  doctors  in  the  Nashville  area  are  pre- 
scribing them  with  better  than  average  success. 

The  combination  is  of  gelsemium  and  thiamin 
hydrochloride  in  10  mg.  doses  in  each  capsule. 
The  preparation  is  called  thia-gell  capsules  and  is 
available  to  the  profession  in  their  practice  as  a 
prescription  item.  Any  druggist  can  obtain  them 
from 

THE  TOM  C.  SHARP  DRUG  COMPANY 

3401  Gallatin  Road 
NASHVILLE,  TENNESSEE 
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EDITORIAL 


The  American  Medical  Association 
Assessment 

Tennessee  is  seventeenth  on  the  list  of 
State  Associations  ranked  according  to  the 
percentage  of  members  who  have  paid  the 
twenty-five-dollar  assessment  to  the  Amer- 
ican Medical  Association.  This  puts  us  in 
the  top  third  of  the  fifty-three  constituent 
associations. 

Even  though  we  are  well  up  on  the  list, 
we  should  be  higher,  and  every  county  so- 
ciety should  make  an  effort  to  collect  from 
all  members  who  are  able  to  pay.  Of  course, 
there  are  cases  where  the  payment  would 
be  a hardship.  Such  cases  should  not  be 
asked  to  pay.  The  county  secretaries  have 
been  told  not  to  accept  assessments  from 
those.  Most  of  the  county  societies  have 
veteran  members  who  pay  no  dues  and  no 
assessments.  This  is  as  it  should  be.  Then 
there  are  some  of  the  younger  men  who  are 
not  fully  established  in  the  profession,  and 
it  would  be  a hardship  on  these  to  demand 
payment  of  the  assessment. 

On  the  other  hand,  most  of  those  who 
have  not  paid  the  assessment  are  either  not 
interested  in  the  Medical  Association,  or  are 
nursing  a pet  peeve  against  the  Association, 
or  are  victims  of  the  false  idea  that  the 
House  of  Delegates  of  the  American  Medi- 
cal Association  had  no  right  to  levy  the 
assessment  and  it  should  not  be  paid. 

In  the  first  group  mentioned  above,  those 


who  are  not  interested  in  the  Association, 
we  all  know  good  doctors  who  put  nothing 
into  the  society  and  get  nothing  out  of  it. 
They  join  the  local  society  because  of  the 
general  impression  that  there  is  something 
wrong  with  anyone  not  a member.  So  they 
join  and  “belong”  and  wonder  what  it  is 
all  about. 

We  know  of  several  in  the  peeved  group 
who  are  still  mad  at  the  American  Medical 
Association  because  of  the  way  the  medical 
men  were  handled  in  the  armed  forces. 
They  seem  to  think  that  the  American  Med- 
ical Association  decided  who  were  to  enter 
the  services,  what  rank  was  to  be  given 
each  medical  officer,  and  where  each  mem- 
ber of  the  medical  corps  was  to  serve.  They 
say,  “I  got  a bum  deal  and  1 am  off  the 
American  Medical  Association  forever.” 

The  last  group,  those  who  challenge  the 
authority  of  the  House  of  Delegates  to  levy 
an  assessment,  merely  show  their  ignorance 
and,  therefore,  should  be  pitied.  Simply 
because  the  American  Medical  Association 
never  had  dues  or  assessments  during  the 
first  hundred  years  does  not  mean  that  its 
privileges  and  benefits  should  be  free  on 
into  eternity. 

In  addition  to  those  mentioned  above, 
there  are  some  members  of  the  State  Asso- 
ciation who  have  not  paid  the  assessment. 
These  men  should  be  approached  by  the 
officers  of  their  county  societies  and  asked 
to  show  their  loyalty  to  the  profession  and 
their  support  of  the  national  society  by 
contributing  the  amount  specified  by  the 
House  of  Delegates.  One  definition  of  the 
word  loyalty  is  “bearing  true  allegiance  to 
constituted  authority.”  Let  us  all  do  what 
we  can  to  show  ourselves  loyal  members  of 
our  profession. 


Postgraduate  Courses 

The  postgraduate  course  in  Cancer 
through  the  summer  months  is  terminating 
with  the  last  circuit  in  the  North  Cumber- 
land Mountains  area  of  middle  Tennessee. 
The  circuit  district  includes  the  teaching 
centers,  with  enrollment,  as  follows : Harri- 
man,  16 ; Crossville,  10 ; Cookeville,  27 ; 
Carthage,  12.  Total.  65. 

Ten  circuits  have  been  given  by  Dr.  Lyn- 
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don  E.  Lee,  Jr.,  in  the  state,  and  when  he 
finishes  at  the  end  of  August,  the  course  in 
Cancer  will  have  been  offered  in  46  teaching 
centers  with  49  teaching  groups.  It  means 
the  course  has  been  placed  within  driving 
distance  by  automobile  of  every  physician 
residing  and  practicing  within  the  state  of 
Tennessee.  In  addition  to  this,  a number 
of  physicians  from  surrounding  states  of 
Arkansas,  Kentucky,  North  Georgia,  Ala- 
bama, and  Mississippi  have  attended  the 
course  where  such  physicians  reside  near 
the  Tennessee  line  and  particularly  where 
they  have  patients  in  their  practice  out  of 
the  Tennessee  territory.  Many  of  these 
physicians  are  also  originally  graduates  of 
Vanderbilt  and  the  University  of  Tennessee 
before  settling  for  practice  in  these  border 
states.  Many  of  them  have  written  letters 
or  expressed  in  their  questionnaire  returns 
their  appreciation  for  these  courses  spon- 
sored by  the  Tennessee  State  Medical  As- 
sociation. 

Through  questionnaires,  letters,  and  com- 
ments from  physicians  throughout  the  state, 
the  course  in  Cancer  by  Dr.  Lyndon  Lee  has 
been  most  appreciated  by  physicians  every- 
where. They  declare  that  his  lectures  were 
most  helpful,  that  his  clinics  over  cases  were 
clear-cut  and  informative,  that  his  skill  in 
the  operating  room  was  above  the  average, 
and  most  of  all,  his  willingness  to  see  cases 
with  the  physicians  and  spend  any  amount 
of  time  over  diagnosis  and  therapy  of  diffi- 
cult cases  was  of  value  to  them. 

The  committee  has  just  received  word 
that  the  editor  of  the  Cancer  Neivs  of  New 
York,  the  journal  publication  for  the  Na- 
tional Cancer  Society,  will  visit  Tennessee 
during  the  first  week  of  August  and  make  a 
tour  of  the  circuit  with  the  instructor  in 
Cancer,  taking  photographs  and  preparing 
an  article  for  their  journal  which  they  hope 
will  give  to  other  states  the  “know-how”  or 
method  of  administration  in  conducting  the 
teaching  program  in  Cancer,  as  was  given 
in  Tennessee.  Dr.  C.  H.  Heacock,  the  chair- 
man, has  been  advised  that  many  states 
want  to  give  a similar  program  or  course 
but  seem  not  to  know  exactly  how  to  start 
with  their  initial  effort. 

Dr.  Lee  has  recently  announced  that  he 
will  immediately,  upon  termination  of  his 


contract  with  the  Postgraduate  Committee 
of  Tennessee,  depart  with  his  family  for 
Puerto  Rico  for  a period  of  nine  months 
where  he  will  become  Director  of  the  Cancer 
Program  for  the  Department  of  Public 
Health  of  the  Island  of  Puerto  Rico.  It  will 
be  his  duty,  he  states,  to  set  up  for  the  re- 
public a cancer  control  program.  After 
that  he  hopes  to  return  again  to  the  United 
States.  His  present  address  is  1612  Stokes 
Lane,  Nashville,  to  all  his  friends  and  others 
who  wish  to  communicate  with  him  before 
his  departure. 

At  this  writing  Dr.  Ralph  Townsend  of 
Yonkers,  N.  Y.,  recent  appointee  by  the 
Postgraduate  Committee  for  the  course  in 
Psychiatry  as  Applied  to  the  Practice  of 
Medicine,  has  arrived  in  Nashville.  He,  his 
wife,  and  three  children  will  make  their 
home  during  the  two  years  in  Nashville, 
which,  being  in  the  center  of  the  state,  will 
be  most  convenient  for  his  travel.  Dr. 
Townsend  plans  to  spend  the  month  of 
August  in  the  office  of  the  Postgraduate 
Committee  in  preparation  of  his  abstracted 
written  lectures  which  the  committee  will 
publish  and  have  ready  for  the  physicians 
who  enter  into  this  program.  All  will  have 
a complete  set  of  lecture  notes  covering  his 
course.  The  first  circuit  of  Dr.  Townsend’s 
course  will  open  in  September  immediately 
following  the  week  when  Dr.  Lee  ends  his 
Cancer  course.  The  teaching  centers  will 
be  Brownsville,  Jackson,  Selmer,  Bolivar, 
and  Covington.  Already  announcement  let- 
ters have  been  dispatched  to  this  circuit 
district  and  a considerable  number  of  mail 
enrollments  have  been  received. 


DEATHS 


Jesse  Peck  Baird,  M.D. 

Jesse  Peck  Baird,  M.D.,  Dyersburg;  Uni- 
versity of  Missouri  School  of  Medicine,  St. 
Louis,  1903;  aged  72;  died  July  6,  1949. 


Russell  Arthur  Hennessey,  M.D. 

Russell  Arthur  Hennessey,  M.D.,  Mem- 
phis ; Loyola  University  School  of  Medicine, 
Chicago,  1916;  aged  54;  died  July  16,  1949. 
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Arlendo  Irvin  Dennison,  M.D. 
Arlendo  Irvin  Dennison,  M.D.,  McKenzie; 
University  of  Tennessee  School  of  Medicine, 
1904;  aged  75;  died  July  20,  1949. 


David  Terry  Kimbrough,  M.D. 
David  Terry  Kimbrough,  M.D.,  Nash- 
ville; University  of  Nashville  Medical  De- 
partment, 1897  ; aged  76  ; died  July  29,  1949. 


Hermon  Hawkins,  M.D. 

Hermon  Hawkins,  M.D.,  Jackson;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1899;  aged  90;  died  August  4, 
1949. 


Marion  Franklin  Cruze,  M.D. 
Marion  Franklin  Cruze,  M.D.,  Powell 
Station ; Lincoln  Memorial  University  Med- 
ical Department,  Knoxville ; aged  65 ; died 
July  28,  1949. 


Archie  Lewis  Erwin,  M.D. 

Archie  Lewis  Erwin,  M.D.,  Nashville; 
University  of  Nashville  Medical  Depart- 
ment, 1905;  aged  68;  died  August  6,  1949. 


AND  WE  QUOTE 


Britons  Applaud  Socialized  Medicine; 

Shrug  Off  Low  Quality,  High  Cost 

Most  Britons  are  not  particularly  con- 
cerned about  the  kind  of  medical  care  they 
get  as  long  as  they  get  something,  writes 
William  Alan  Richardson  in  the  August  is- 
sue of  Medical  Economics,  national  business 
magazine  for  physicians. 

Mr.  Richardson  recently  spent  a month 
in  Britain  studying  the  National  Health 
Service.  He  interviewed  patients  through- 
out England,  Scotland,  and  Wales. 

“Many  have  never  known  what  first-class 
medical  care  is,”  he  says.  “Under  the  old 
‘panel’  system,  workers  earning  less  than 
$1,680  per  year — about  40  per  cent  of  the 
population — had  been  getting  medical  serv- 
ice free  for  the  past  four  decades. 

“About  seven  persons  out  of  eight  con- 
sider the  National  Health  Service  ‘good’  or 
‘good  in  part,’  and  they  rejoice  because  the 
doctor  is  now  ‘free.’  Obviously,  medical 
care  in  Britain  is  not  free.  But  the  patient 


tends  to  think  it  is  because  his  direct  con- 
tribution is  so  modest  (less  than  a dollar  a 
week).” 

However,  there  is  dissatisfaction  among 
the  people  at  having  to  queue  up  for  hours 
to  see  a doctor.  Sometimes  they  wait  as 
long  as  two  years  for  a tonsillectomy.  Mr. 
Richardson  also  found  resentment  at  the 
fact  that  foreigners  are  treated  free  under 
the  National  Health  scheme  and  that  prom- 
ised strides  in  preventive  medicine  have 
been  slow  in  forthcoming. 

“Only  when  the  people  realize  the  impos- 
sible cost  and  the  basic  unsoundness  of  their 
socialized  health  scheme,”  he  adds,  “will  the 
end  of  state  medicine  in  Great  Britain  be  a 
reasonable  expectation.” 


Mr.  Bevan’s  Error 

Aneurin  Bevan,  British  Minister  of 
Health,  declared  in  an  interview  in  New 
York  that  socialized  medicine  is  inevitable 
and  that  the  United  States  must  eventually 
come  around  to  it. 

That,  Mr.  Bevan,  is  impossible,  even  if 
we  thought  socialized  medicine  were  desir- 
able, and  we  don’t. 

For,  as  long  as  we  are  paying  for  Brit- 
ain’s socialized  medicine,  we  can’t  afford  it 
for  ourselves;  and,  if  we  stop  paying  for 
theirs,  they  can’t  afford  it  either. — Char- 
lotte Observer. 


The  American  College  of  Radiology  views 
with  alarm  and  dismay  all  proposed  pro- 
grams relating  to  the  distribution  of  medi- 
cal service  which  place  the  diagnostic  as- 
pects of  medicine  in  a category  apart  from 
the  general  practice  of  medicine. 

The  convening  of  the  Eighty-First  Con- 
gress brought  forth  a number  of  legislative 
programs  so  worded.  Examples  are : S.  5, 
the  original  Wagner-Murray-Dingell  Bill ; 
S.  1679,  the  Thomas-Murray-Dingell  Bill; 
S.  1106,  the  Lodge  Bill;  S.  1456,  the  Hill 
Bill;  and  S.  1907,  the  Flanders-Ives  Bill. 
The  treatment  of  diagnostic  medicine  under 
these  legislative  schemes  has  varied  all  the 
way  from  pin-point  socialization  under  S. 
1106  and  classification  as  a hospital  service 
in  S.  1907  to  socialization  to  common  with 
all  of  medicine  but  under  the  separate  cate- 
gory of  “Auxiliary  Services”  in  S.  5 and  S. 
1679. 
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In  addition  to  this  legislation,  not  a few 
prominent  members  of  the  medical  pro- 
fession have  recently  promulgated  similar 
plans  emphasizing  a difference  in  what  they 
have  termed  “the  practice  of  the  diagnostic 
specialties”  and  the  practice  of  medicine. 
The  American  College  of  Radiology  is  most 
disturbed  by  these  medical  spokesmen  in 
that  they  have  apparently  seen  in  the  social- 
ization of  diagnostic  medicine  relief  from 
demands  for  socialization  of  all  medicine. 
Theirs  is  a tragic  error.  The  medical  pro- 
fession and  most  of  the  rest  of  the  nation 
has  come  to  understand  that  medicine  can- 
not and  will  not  be  socialized  in  a vacuum. 
The  socialization  of  any  group,  or  segment 
of  a group,  is  but  a precursor  of  things  to 
come.  Medicine  must  not  weaken  its  stand 
for  freedom  by  partial  appeasement  and 
thus  fall  victim  to  piecemeal  socialization. 
Abraham  Lincoln  observed  that  “No  nation 
can  long  endure  half  slave  and  half  free.” 
It  should  be  even  more  obvious  that  no 
profession  can  permanently  maintain  this 
imbalance. 

It  would  be  appreciated  if  you  would 
bring  this  statement  on  the  part  of  the 
American  College  of  Radiology  to  the  atten- 
tion of  all  members  of  your  group. 
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The  American  Academy  of  General  Prac- 
tice announces  its  1950  Scientific  Assem- 
bly, to  be  held  in  St.  Louis,  Mo.,  February 
20-23.  A full  three-day  program  designed 
by  and  for  practitioners  will  be  presented. 

For  reservation,  address  Hotels  Reserva- 
tion Bureau,  A.  A.  G.  P.,  1420  Syndicate 
Trust  Building,  St.  Louis  1,  Mo. 


Dr.  John  Ralph  Rice  announces  the  open- 
ing of  his  office,  Suite  425,  Bennie-Dillon 
Building,  Nashville.  Practice  limited  to 
Ophthalmology. 


The  Acuff  Clinic  announces  the  associa- 
tion of  Arthur  J.  Muller,  M.D.,  with  the 
Department  of  Radiology,  514  West  Church 
Avenue,  Knoxville. 

Duke  Annual  Symposium 
The  twelfth  Annual  Symposium  of  the 


Duke  Medical  School  will  be  held  at  Dur- 
ham, N.  C.,  Thursday,  Friday,  and  Satur- 
day, October  13,  14,  15,  1949.  The  general 
subject  will  be  the  “Basis  of  Disease.” 
Among  the  guest  speakers  will  be  Drs.  Stan- 
ley Bradley,  New  York  City;  D.  E.  Clark, 
Chicago;  John  Dingle,  Cleveland;  Robert 
Elman,  St.  Louis ; Paul  Klemperer,  New 
York;  Joseph  Lilienthal,  Jr.,  Baltimore;  C. 
N.  H.  Long,  New  Haven;  William  Parsons, 
Charlottesville;  Hans  Selye,  Montreal;  and 
Robert  Wilkins,  Boston. 


Association  for  Physical  and  Mental 
Rehabilitation 

The  Association  for  Physical  and  Mental 
Rehabilitation  will  meet  in  Memphis,  May 
25,  26,  27,  1950.  The  Association  is  com- 
posed of  physicians,  physical  therapists, 
corrective  therapists,  and  specialists  in  hos- 
pital rehabilitation  programs. 


The  Veterans  Administration  recently 
announced  that  Dr.  John  W.  Claiborne, 
chief  medical  officer  in  the  V.  A.  regional 
office  at  Nashville,  became  manager  of  the 
V.  A.  Hospital  at  Jefferson  Barracks,  Mo., 
effective  July  24. 

Dr.  Claiborne  replaces  Dr.  Walter  A. 
German,  who  was  transferred  July  1 to  the 
post  of  the  chief  medical  officer  in  the  V.  A. 
regional  office  at  Miami,  Fla. 

The  V.  A.  Regional  Manager  in  Nashville, 
J.  M.  Nixon,  said  Dr.  George  A.  Hatcher 
has  been  placed  in  charge  of  regional  medi- 
cal activities  until  a new  chief  medical  offi- 
cer is  named. 


A.  C.  Bailey,  M.D.,  announces  the  open- 
ing of  his  office,  Suite  1113,  Bennie-Dillon 
Building,  702  Church  Street,  Nashville.  Of- 
fice practice  only. 


Polio  Fee  Schedule  Canceled 
The  polio  fee  schedule  published  in  the 
January  Journal  of  the  Tennessee  State 
Medical  Association  has  been  voted  down 
by  a majority  of  the  Tennessee  County 
Chapters  of  the  National  Foundation  for 
Infantile  Paralysis. 

Therefore,  in  spite  of  the  fact  that  this 
fee  schedule  was  worked  out  by  the  under- 
signed committee,  approved  by  the  State 
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Medical  Association  Board  of  Trustees  and 
the  National  Office  of  the  National  Foun- 
dation, it  will  have  to  be  recalled. 

This  committee  feels  that  this  informa- 
tion should  be  published  so  that  the  doctors 
will  know  why  they  will  not  be  paid  accord- 
ing to  the  previously  published  fee  schedule. 

Signed  by  Committee : 

James  C.  Overall,  M.D.,  Chairman 
H.  S.  Christian,  M.D.,  Knoxville 
Ben  S.  Fowler,  M.D.,  Nashville 
George  Inge,  M.D.,  Knoxville 
John  J.  Killeffer,  M.D.,  Chattanooga 
F.  T.  Mitchell,  M.D.,  Memphis 
J.  S.  Speed,  M.D.,  Memphis 
Harold  J.  Starr,  M.D.,  Chattanooga 


WOMAN'S  AUXILIARY 

' 

Mrs.  Clyde  Croswell,  State  President,  and 
Mrs.  Harry  Jacobson,  State  Treasurer  of 
the  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association,  and  a group  of 
members  representing  several  County  Aux- 
iliaries attended  the  meeting  of  the  Ameri- 
can Medical  Association  held  in  Atlantic 
City,  N.  J.,  in  June.  Following  the  conven- 
tion, many  of  the  members  visited  in  New 
York  and  Washington,  and  several  made 
trips  to  Canada. 

Tennessee’s  delegates  and  members  at- 
tended the  sessions  and  social  affairs  to- 
gether. Mrs.  W.  W.  Potter  from  Knoxville, 
Second  Vice-President  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association, 
was  elected  a two-year  director  on  the  Na- 
tional Board.  She  and  Mrs.  H.  E.  Christen- 
berry  were  delegates  from  Knoxville,  the 
latter  being  elected  to  serve  on  the  National 
Nominating  Committee. 

Among  the  other  Auxiliary  members  who 
attended  were:  Mrs.  H.  B.  Everett  and  Mrs. 
Joe  Mason,  delegates;  Mrs.  B.  F.  Hardin, 
Mrs.  Tom  Mitchell,  Mrs.  W.  H.  Lovejoy, 
and  Mrs.  W.  O.  Baird  of  Henderson,  who 
represented  the  West  Tennessee  Consoli- 
dated Assembly  Auxiliary. 

The  Memphis  and  Shelby  County  Auxil- 
iary and  Tennessee  had  nine  representatives 
at  the  convention;  Mississippi,  two;  and 
Arkansas,  two;  which  made  a total  of  thir- 
teen from  the  Tri-States  who  attended  reg- 


ularly the  sessions  of  the  National  conven- 
tion. 


The  following  is  a letter  sent  to  the  Amer- 
ican Association  of  University  Women  who 
had  their  National  Convention  in  Washing- 
ton. No  results  have  been  reported.  Our 
Tennessee  Legislation  Chairman,  Mrs.  W. 
W.  Hubbard,  is  always  “on  her  toes”  when 
she  knows  of  these  National  Women’s  Or- 
ganizations meetings. 

“June  11,  1949. 

“Dr.  Althea  Kratz  Hottel,  President, 
American  Association  of  University 
Women, 

Olympia  Hotel, 

Seattle,  Wash. 

“Dear  Dr.  Hottel: 

“The  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  urges  the  Amer- 
ican Association  of  University  Women  to 
consider  the  passage  of  a resolution  endors- 
ing voluntary  health  insurance  for  medical 
care  rather  than  the  compulsory  health  in- 
surance plan  proposed  by  the  Federal  Ad- 
ministration. 

“The  patient,  to  whom  all  medical  care 
is  directed,  should  receive  prompt  and  direct 
medical  service  without  the  necessity  of 
channeling  requests  through  nonprofession- 
al committees.  Private  and  personal  affairs 
relating  to  the  patient’s  illness  are  consid- 
ered a confidence  by  the  physician  (patient- 
physician  relationship)  and  should  not 
became  a part  of  a record  open  to  lay  com- 
mittees. 

“Governmental  domination  of  medical 
care  could  easily  become  the  entering  wedge 
for  centralized  governmental  control  in  oth- 
er fields. 

“Sincerely  yours, 

“Thelma  (Mrs.  W.  W.)  Hubbard, 
State  Legislation  Chairman.” 


The  Woman’s  Auxiliary  to  the  West  Ten- 
nessee Consolidated  Medical  Assembly  has 
its  first  meeting  of  the  year  the  first  Tues- 
day night  in  September.  Following  is  a list 
of  the  officers  of  this  Auxiliary: 

President:  Mrs.  R.  F.  Hughes,  Milan 
First  Vice-President:  Mrs.  Robert  Gil- 
liam, Jackson 
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Second  Vice-President:  Mrs.  Albert  Fick, 
Humboldt 

Secretary:  Mrs.  Hudson  Brooks,  Jackson 
Treasurer:  Mrs.  Breck  Wyatt,  Jackson 

Committee  Chairmen 
Hygeia : Mrs.  W.  O.  Baird,  Henderson 
Membership:  Mrs.  P.  D.  Jones,  Milan 
Bulletin:  Mrs.  Robert  Gilliam,  Jackson 
Program:  Mrs.  Hunter  Steadman,  Hen- 
derson 


MEDICAL  SOCIETIES 


Greene  County 

Dr.  H.  0.  Bourhard  of  Knoxville  was  the 
guest  speaker  for  the  evening  at  the  regular 
meeting  of  the  Greene  County  Medical  So- 
ciety held  in  July  at  the  Brumley  Hotel. 
His  subject  was  “Painful  Hips  in  Children.” 
V.  Robert  Bottomley,  M.D., 
Secreta  ry-Treasurer. 


Knox  County 

June  7 : “Vascular  Lesions,”  by  Dr.  J.  B. 
Ely.  Discussion  by  Dr.  Roy  McDonald  and 
Dr.  J.  E.  Acker,  Jr. 

June  21:  Guest  speaker,  Dr.  Jerry  C. 
Price,  Medical  Director  of  the  Baird  Foun- 
dation Clinic,  New  York  City. 

July  19:  “The  Grass  Roots  Conference,” 
by  Dr.  B.  M.  Overholt. 

Brief  resume  of  some  of  the  proceedings 
at  the  American  Medical  Association  Meet- 
ing, by  Dr.  R.  B.  Wood,  delegate. 


Greene  County 

Dr.  L.  E.  Dyer,  of  Greeneville,  read  a 
paper  on  “Placentia  Praevia”  at  the  regular 
monthly  meeting  held  recently. 


OTHER  MEDICAL  SOCIETIES 


The  Council  on  Postgraduate  Medical 
Education  and  the  Illinois  Chapter  of  the 
American  College  of  Chest  Physicians  an- 
nounce their  Fourth  Annual  Postgraduate 
Course,  to  be  held  September  19-23,  1949, 
at  the  St.  Clair  Hotel,  Chicago,  111. 


Full  details  will  be  sent  on  request.  Ad- 
dress The  American  College  of  Chest  Phy- 
sicians, 500  North  Dearborn  Street,  Chicago 
10,  111. 


The  Tennessee  doctors  are  invited  to  at- 
tend the  North  Carolina  Heart  Association 
which  is  to  be  held  in  Winston-Salem,  Sep- 
tember 8,  9,  1949. 

A number  of  outstanding  men  will  partic- 
ipate in  this  program,  among  whom  are: 
Drs.  Howard  B.  Sprague,  Boston,  Mass. ; 
Arthur  J.  Merrill  and  James  V.  Warren, 
Atlanta,  Ga. ; Harold  Feil,  Cleveland;  and 
George  Burch,  New  Orleans,  La. 

This  invitation  is  extended  by  R.  L.  Mc- 
Millan, M.D.,  President,  North  Carolina 
Heart  Association. 


The  Eighteenth  Annual  Meeting  of  the 
Central  Association  of  Obstetricians  and 
Gynecologists  will  be  held  Thursday,  Fri- 
day, and  Saturday,  September  21,  22,  and 
23,  1950,  at  the  Hotel  Schroeder,  Milwaukee, 
Wis. 


The  Second  Annual  Postgraduate  Medical 
Assembly  sponsored  by  the  Nashville  Acad- 
emy of  Medicine  will  be  held  at  the  Maxwell 
House,  Nashville,  on  October  4,  5,  and  6, 
1949. 


LOCATIONS  WANTED 


I am  desirous  of  locating  and  establishing 
a practice  in  general  surgery  in  your  state. 
If  you  know  of  an  association  with  an  older 
and  established  surgeon,  a clinic  group,  or 
a city  or  community  in  need  of  a general 
surgeon,  I would  greatly  appreciate  this 
information. 

I am  thirty-nine  years  of  age,  married, 
of  Protestant  faith.  I have  had  seven  years 
of  formal  surgical  training  and  am  qualified 
to  take  the  American  Board  of  Surgery  ex- 
aminations. During  the  World  War  II  I 
spent  two  years  doing  general  surgery  with 
the  army  in  the  European  Treater. 

Thank  you  for  any  information  you  can 
give  me. 


R.  H.  H.,  M.D. 


302 


ABSTRACTS  OF  CURRENT  LITERATURE 


August,  1949 


ABSTRACTS  OF  CURRENT  LITERATURE 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Clinical  Studies  on  Twenty -One  Cases  of  Coarcta- 
tion of  the  Aorta.  M.  J.  Shapiro,  Minneapolis, 
Minn.  American  Heart  Journal,  Vol.  37,  No.  7, 
pp.  1045-1053,  June,  1949. 

It  is  obvious  from  the  study  of  literature  that 
the  diagnosis  of  coarctation  of  the  aorta  is  still 
frequently  missed.  In  Abbott’s  report  on  200 
autopsied  cases,  the  correct  clinical  diagnosis  was 
present  in  only  14  per  cent,  while  in  a series  of 
cases  reported  by  Reifenstein,  Levine,  and  Gross, 
a correct  clinical  diagnosis  was  made  in  40  per 
cent  of  their  104  cases. 

Patients  with  coarctation  seldom  consult  a physi- 
cian because  of  symptoms.  Most  cases  are  found 
accidentally  during  routine  examination.  Others 
are  referred  for  study  because  of  a murmur  heard 
over  the  heart.  The  absence  of  symptoms  is  mis- 
leading, because  from  61  to  74  per  cent  of  patients 
with  coarctation  die  before  or  during  their  fortieth 
year  of  life;  and  the  average  age  at  death  is  35 
years. 

The  author  presents  data  on  a series  of  clinical 
cases  of  coarctation.  About  three-fourths  of  the 
patients  were  first  examined  under  20  years  of  age. 

Murmurs:  Systolic  murmur  over  the  apex  and 
over  the  aortic  area  is  commonly  heard.  Occasion- 
ally a typical  machinery  murmur  is  heard  over  the 
pulmonic  area,  indicating  an  accompanying  patent 
ductus  arteriosus.  Diastolic  murmurs  heard  along 
the  left  border  of  the  sternum  or  over  the  aortic 
area  indicate  aortic  insufficiency  commonly  caused 
by  a bicuspid  aortic  valve  which  occurs  in  30  to  40 
per  cent  of  patients  with  coarctation.  In  this  se- 
ries, 17  patients  had  a systolic  murmur  at  the 
apex;  and  20  had  systolic  murmur  over  the  aortic 
area.  Three  had  an  accompanying  diastolic  mur- 
mur; one  had  a machinery  murmur.  In  one  case 
no  murmur  was  heard.  Frequently  the  murmur  is 
louder  in  the  back  than  over  the  precordium. 

Size  of  the  Heart:  The  heart  is  more  often  en- 
larged in  patients  with  higher  arterial  pressures. 
In  this  series,  10  patients  had  either  no  enlarge- 
ment or  slight  enlargement  of  the  left  ventricle. 

Blood  Pressure:  The  most  significant  finding  is 
increased  blood  pressure  in  the  arms  within  dimin- 
ished blood  pressure  in  the  legs.  Hypertension  does 
not  always  occur.  In  five  patients  there  was  a 
definite  increase  in  blood  pressure  at  the  age  of 
six  or  seven  years.  There  is  not  a good  correlation 
between  the  height  of  pressure  and  the  grade  of 
coarctation.  The  difference  between  pressure  in 
the  arms  and  legs  is  more  important. 

Collateral  Circulation:  Many  patients  have  ero- 


sion of  the  ribs  caused  by  the  greatly  enlarged 
intercostal  vessels.  In  this  series,  13  patients  had 
this  pathognomonic  sign.  Another  characteristic 
sign  by  X ray  is  the  marked  enlargement  of  the  left 
subclavian  artery. 

Causes  of  Death:  The  author  has  collected  from 
the  literature  and  through  personal  correspondence 
128  patients  who  have  been  operated  on  for  coarc- 
tation of  the  aorta.  Of  this  group,  16  per  cent  died 
during  or  soon  after  operation.  However,  in  some 
of  the  patients  operated  successfully,  the  results 
were  not  satisfactory  (usually  those  with  subclav- 
ian-aortic anastomosis). 

Four  of  the  author’s  series  have  been  operated 
on,  all  under  18  years  of  age.  All  had  successful 
aortic  anastomoses,  but  one  patient  died  of  acute 
pulmonary  edema  shortly  after  the  operation. 

The  author  concludes  that  no  fixed  rule  for  sur- 
gical intervention  can  be  offered.  In  young  patients 
with  all  of  the  typical  findings  of  coarctation,  sur- 
gery is  indicated.  In  patients  beyond  the  age  of 
20,  surgical  treatment  is  much  more  hazardous  and 
should  probably  be  delayed  until  surgeons  gain 
more  experience.  The  expected  mortality  rate 
should  be  about  one  per  cent,  which  is  that  attained 
in  surgery  for  patent  ductus  arteriosus. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Myomas  During  and  After  the  Menopause.  Paul 
R.  Zeit,  M.D.,  Cleveland,  Ohio.  American  Jour- 
nal of  Obstetrics  and  Gynecology,  Vol.  58,  No.  1, 
pp.  153-158,  July,  1949. 

The  decision  as  to  whether  or  not  asymptomatic 
myomas  should  be  left  alone  and  watched,  and  as 
to  how  radical  the  treatment  should  be  in  the  face 
of  minor  symptoms,  is  one  to  be  made  after  con- 
sideration of  the  features  of  each  individual  case, 
and  with  a background  of  knowledge  of  the  be- 
havior of  these  tumors  during  and  after  the  meno- 
pause. With  a view  to  increasing  this  background 
of  knowledge,  a study  was  undertaken  at  the  Uni- 
versity Hospitals  of  Cleveland  of  all  the  hospital 
patients  over  45  years  of  age  having  myomas  of 
the  uterus,  in  a five-year  period  from  January  1, 
1942,  through  December  31,  1946.  Of  these,  the 
patients  whose  myomas  were  removed  were  studied 
in  detail  with  regard  to  symptoms,  preoperative 
diagnosis,  the  pathologic  changes  found,  age,  parity, 
menstrual  history,  and  marital  status.  Four  hun- 
dred eight  women  over  45  years  of  age  with  myomas 
of  the  uterus  surgically  removed  were  studied,  with 
special  attention  to  symptoms,  size  of  tumor,  and 
pathologic  changes  found.  The  marital  status  of 
the  patient  had  no  significance,  and  parity  was 
significant  only  as  it  influenced  the  incidence  of 
fibroids  in  general.  Bleeding  was  the  most  common 
symptom,  but  only  in  the  larger  myomas  (those 
above  the  size  of  a two  and  one-half  to  three 
months’  pregnancy)  could  the  bleeding  be  consis- 
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tently  attributed  to  the  tumors.  With  one-fourth 
to  two-thirds  of  the  smaller  myomas,  other  causes 
for  the  bleeding  were  present,  which  were  not  diag- 
nosed preoperatively.  This  is  taken  to  indicate  too 
hasty  a decision  in  favor  of  hysterectomy  and  in- 
complete preoperative  studies.  Of  the  patients  who 
noted  increasing  size  of  the  tumor,  all  five  had 
benign  degenerative  changes  in  the  myomas,  but 
no  malignant  changes  were  found.  In  this  series, 
approximately  four  out  of  100  myomas  in  the  gen- 
eral hospital  population  were  troublesome  enough 
to  be  considered  an  indication  for  hysterectomy. 
The  average  size  of  the  tumors  removed  was  about 
that  of  a two  and  one-half  to  three  months’  preg- 
nancy. It  is  believed  that  the  above  incidence  of 
hysterectomies  can  be  appreciably  reduced  by  per- 
formance of  thorough  curettage  before  the  final 
decision  for  hysterectomy  is  made  in  the  instance 
of  myomas  smaller  than  a two  and  one-half  months’ 
pregnancy,  particularly  in  patients  with  bleeding 
as  the  chief  symptom.  From  the  foregoing  sta- 
tistics and  discussion,  it  is  concluded  that  women 
approaching  or  in  the  menopause,  who  are  found 
to  have  asymptomatic  myomas  smaller  than  a two 
months’  pregnancy,  may  be  carefully  watched  and 
given  reasonable  assurance  that  their  tumors  will 
probably  not  cause  any  trouble.  The  myomas 
larger  than  a three  months’  pregnancy  are  poten- 
tially troublesome,  and,  if  the  patient’s  general 
health  and  mental  attitude  are  favorable,  hysterec- 
tomy is  indicated. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


The  Whole  Man.  Frederick  W.  Slobe.  Industrial 
Medicine,  Vol.  18,  p.  309,  July,  1949. 

It  is  sound  that  the  concept  of  the  “whole  man” 
be  given  emphasis.  This  has  developed  following 
the  acceptance  of  the  principle  of  selective  place- 
ment of  employees  in  industry  and  the  realization 
that  the  mental  and  emotional  qualities  are  equally 
important  as  the  physical  characteristics.  Since 
man  is  more  important  than  the  machine,  preser- 
vation and  utilization  of  his  potentials  require 
maximum  knowledge  of  the  person  as  an  integrated 
individual.  This,  in  turn,  leads  to  better  under- 
standing of  the  group.  Health  has  been  defined  as 
a state  of  “complete  physical,  mental,  and  social 
well-being.”  This  has  replaced  the  former  negative 
I concept  of  health  as  the  absence  of  disease.  Ac- 
cepting the  new  definition,  it  is  obvious  that  not 
over  5 per  cent  could  qualify  as  being  in  perfect 
health.  Inclusion  in  this  group  might  be  so  difficult 
of  attainment  that  the  majority  might  consider  it 
hopeless  and  decide  they  would  prefer  to  enjoy  ill- 
health  before  they  become  too  old.  The  rarity  of 
perfect  health  emphasizes  the  importance  of  careful 
periodic  and  preplacement  examinations  so  that 
the  individual  will  be  in  tune  with  the  job  assign- 
ment. No  longer  is  this  placement  applicable  only 


to  handicapped,  but  should  be  applied  to  all.  Since 
the  completely  healthy  man  does  not  exist,  each 
employee  merits  study  in  his  own  right,  and  the 
rationale  of  any  case  finding  procedure  depends 
upon  its  nonselectivity.  The  creed  of  “Know  thy 
employee”  is  consistent  with  the  necessity  for  oper- 
ating at  a profit  in  the  American  tradition  of  free 
enterprise  in  a competitive  economy.  Increasing 
recognition  of  the  importance  of  social  well-being, 
in  addition  to  physical  and  mental  well-being,  will 
have  powerful  implications  not  only  for  the  em- 
ployee, but  also  on  the  plant  as  a whole,  the  family, 
the  community,  the  nation,  and  the  world  at  large. 

The  inadequacy  of  the  definition  of  positive  health 
consists  in  failure  to  include  the  spiritual  compo- 
nent. It  is  erroneous  to  assume  it  is  submerged 
under  the  category  of  mental  health.  It  is  sug- 
gested, therefore,  positive  health  be  redefined  as  a 
“state  of  complete  physical,  mental,  social,  and 
spiritual  well-being.”  Unless  we  consider  the  spir- 
itual part  of  the  “whole  man”  and  include  it  in  our 
definition  of  positive  health,  we  are  unmindful  of 
our  true  relationship  to  man. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D, 
Bennie-Dillon  Building,  Nashville 


The  Hydrostatic  Bag  in  Obstetrics.  N.  S.  Assali 
and  R.  S.  Kistner.  American  Journal  of  Ob- 
stetrics and  Gynecology,  Vol.  56,  pp.  781-789, 
1948. 

Because  of  the  debatable  place  the  use  of  hydro- 
static bag  has  in  modern  obstetrics,  an  analysis  was 
made  of  the  use  of  the  bag  over  a ten-year  period 
in  which  the  same  bag  was  used  and  the  procedures 
did  not  vary. 

A brief  history  of  the  bag  and  the  disadvantages 
of  the  nonelastic  bag  are  presented.  The  bag  used 
in  this  series  was  a variation  of  the  Braun  bag 
molded  from  one  piece  of  latex  and  pliable  enough 
to  vary  its  contour,  depending  upon  the  pressure 
gradients  upon  it.  This  bag  was  only  one  size  and 
could  be  introduced  into  a cervix  where  only  two 
centimeters  of  dilatation  existed.  The  collapsed 
bag  is  folded  and  grasped  with  a curved  sponge 
stick  and  introduced  into  the  cervical  os.  The 
bag  is  attached  to  a Kelly  bottle  by  rubber  tubing 
and  filled  with  sterile  water  to  the  desired  size. 

Of  22,935  deliveries,  244  were  aided  by  the  bag. 
The  policy  of  this  hospital,  Cincinnati  General  Hos- 
pital, is  conservative,  which  explains  this  incidence 
of  one  per  cent.  Indications  for  the  use  of  the  bag 
were  bleeding,  dilatation,  and  toxemia. 

Bleeding  was  the  greatest  indication  for  the  use 
of  the  bag.  In  64  cases  of  placenta  previa,  12  were 
central  placenta  previa  and  7 of  the  infants  died. 
Therefore,  the  use  of  the  bag  in  cases  of  central 
placenta  previa  was  discontinued.  Placenta  previa 
partialis,  and  occasionally  marginalis,  responds  well 
to  the  use  of  the  bag.  The  bag  was  used  23  times 
for  abruptio  placentae  and  only  3 of  the  infants 
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lived,  but  the  majority  had  no  fetal  heartbeat  on 
admission.  The  authors  feel  that  this  condition  in 
multigravidas  is  a primary  indication  for  the  use 
of  the  bag  since  the  infant  has  usually  expired  in 
utero  and  the  cervix  is  often  partially  dilated. 
Seven  cases  of  partial  separation  of  the  placenta 
were  treated  with  the  bag. 

The  second  group  included  the  patients  in  whom 
the  bag  was  used  to  secure  full  cervical  dilatation. 
The  bag  was  chosen  after  the  elimination  of  ceph- 
alopelvic  disproportion  as  a factor.  Fifty-four 
cases  of  uterine  inertia  or  cervical  dystocia  were 
delivered.  Breech,  mostly  the  footling  variety,  and 
transverse  presentations  were  other  indications. 

Since  toxemia  is  best  treated  conservatively,  med- 
ical induction  and  stripping  of  the  membranes  were 
tried  before  the  bag  was  employed.  In  this  gi'oup, 
20  pre-eclamptics  and  14  eclamptics  were  delivered 
with  18  living  babies. 

In  this  series  there  was  a total  of  253  infants. 
Spontaneous  birth  and  podalic  version  were  the 
predominant  types  of  delivery. 

Puerperal  infection  frequently  follows  the  use 
of  the  bag.  In  this  study  86  patients  were  classified 
as  infected.  Regular  use  of  the  antibiotics  could 
have  reduced  the  maternal  morbidity.  Prolapse  of 
the  cord  resulted  in  6 infant  deaths,  and  this  might 
have  been  overcome  by  more  careful  auscultation 
of  the  fetal  heart  after  the  bag  was  in  place. 

The  gross  fetal  mortality  was  43  per  cent,  and 
corrected  by  the  exclusion  of  abnormalities  incom- 
patible with  life  and  macerated  nonviable  fetuses, 
the  percentage  was  25.  This  included  premature 
births.  There  were  87  premature  infants  and  52 
of  these  were  stillborn  or  died  neonatally.  There 
were  4 maternal  deaths;  however,  no  relationship 
between  the  use  of  the  bag  and  the  cause  of  death 
could  be  demonstrated. 


The  authors  conclude  that  there  is  still  a place 
for  the  use  of  the  hydrostatic  bag  in  obstetrics,  but 
the  selection  of  the  correct  bag  and  the  type  of 
patient  is  of  paramount  importance. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Cotton  Sutures  in  Ophthalmic  Surgery.  J.  W. 
Henderson.  American  Journal  of  Ophthalmol- 
ogy, July,  1949. 

Cotton  fiber  is  an  inert  material  with  a natural 
twist  which  can  be  tied  into  small,  stabile  knots 
with  a high  tensile  strength.  It  incites  early  heal- 
ing with  little  undesirable  tissue  response.  These 
characteristics  are  features  that  might  be  consid- 
ered in  the  possible  use  of  cotton  as  a suture  mate- 
rial in  ophthalmic  surgery.  The  author  illustrates 
the  use  of  cotton  sutures  in  a considerable  variety 
of  ophthalmic  operations. 


The  Use  of  Rattail  Tendons  as  Suture  Material  in 
Ophthalmology.  A.  Gardilcic.  American  Jour- 
nal of  Ophthalmology,  July,  1949. 

As  reported  earlier  by  K.  Pischel,  rattail  tendons 
make  satisfactory  absorbable  material  for  corneo- 
scleral sutures.  The  author  describes  a convenient 
method  of  obtaining  and  preparing  the  tendon  and 
reports  experimental  studies  with  various  suture 
materials  inbedded  intracorneally  in  rabbits.  Rat- 
tail tendon  is  better  tolerated  than  catgut,  silk,  or 
human  hair. 


WANTED  Young  Gentile  graduate  of  Class  A medical 
institution  to  serve  as  resident  physician  in  150-bed  sana- 
torium for  nervous  and  mental  disorders.  Training  in 
psychiatry  preferred  but  not  essential.  Excellent  salary 
If  interested  in  employment  under  excellent  conditions,  near 
a thriving  Southern  city,  write  qualifications  and  date  of 
availability  to  Dr.  Orin  R Yost,  Edgewood  Sanatorium,  Box 
539.  Orangeburg,  South  Carolina. 
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Second  District — Kyle  C.  Copenhaver,  M.D.,  Knoxville. 

Third  District — ‘W.  J.  Sheridan,  M.D.,  Chattanooga. 

Fourth  District — Myrtle  Lee  Smith,  M.D.,  Livingston. 

Fifth  District — Taylor  Farrar,  M.D.,  Shelbyville. 

Sixth  District — D.  C.  Seward,  M.D.,  Nashville. 

Seventh  District — C.  D.  Walton,  M.D.,  Mount  Pleasant. 
Eighth  District — Jere  L.  Crook,  M.D.,  Jackson. 

Ninth  District — J.  Paul  Baird,  M.D.,  Dyersburg. 

Tenth  District — Henry  B.  Gotten,  M.D.,  Memphis. 

Speaker  of  the  House  of  Delegates — E.  R.  Zemp,  M.D.,  Knox- 
ville. 

Delegates  to  the  American  Medical  Association — 

H.  B.  Everett,  M.D.,  Memphis  (1949). 

R.  B.  Wood,  M.D.,  Knoxville  (1950). 

R.  H.  Hutcheson,  M.D.,  Franklin  (1951). 

Alternates — 

William  C.  Chaney,  M.D.,  Memphis  (1949). 

Edward  T.  Newell,  M.D.,  Chattanooga  (1950). 

C.  M.  Hamilton,  M.D.,  Nashville  (1951). 
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OFFICERS  OF  COUNTY  MEDICAL  SOCIETIES 
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County  President  Vice-President  Secretary 

Anderscm-Campbcll — G.  B.  Brown,  La  Follette R.  C.  Pryse,  La  Follette 

Bedford Taylor  Farrar,  Shelbyville Carl  Rogers,  Shelbyville Sara  Womack,  Shelbyville 

Blount Lynn  F.  Curtis,  Maryville H.  A.  Calloway,  Maryville W.  N.  Dawson,  Maryville 

Bradley Wm.  A.  Garrott,  Cleveland S.  J.  Sullivan,  Cleveland C.  T.  Speck,  Jr.,  Cleveland 

Cocke James  E.  Hampton,  Newport Glen  C.  Shults,  Newport 

Consolidated  Medical 
Assembly  of  West 

Tennessee Roy  A.  Douglas,  Huntingdon S.  M.  Herron,  Jackson 

Cumberland W.  S.  Dooley,  Crossville V.  L.  Lewis,  Crossville 

Davidson Daugh  W.  Smith,  Nashville R.  N.  Buchanan,  Jr.,  Nashville 

Cleo  Miller,  Nashville 
President-Elect 

Dickson L.  C.  Jackson,  Dickson W.  A.  Crosby,  Dickson Mary  Baxter  Cook,  Dickson 

Dyer,  Lake,  and 

Crockett J.  G.  Price,  Dyersburg J.  Paul  Baird,  Dyersburg J.  Chalmers  Moore,  Dyersburg 

(Dyer  County) 

E.  B.  Smythe,  Tiptonville 
(Lake  County) 

Fentress C.  A.  Collins,  Wilder J.  Peery  Sloan,  Jamestown 

Franklin Chas.  B.  Keppler,  Sewanee H.  T.  Kirby-Smith,  Sewanee George  L.  Smith,  Winchester 

Giles F.  B.  Hulme,  Pulaski J.  U.  Speer,  Pulaski R.  W.  Money,  Pulaski 

Greene Hal  Henard,  Greeneville R.  S.  Cowles,  Greeneville V.  R.  Bottomley,  Greeneville 

Grundy U.  B.  Bowden,  Pelham 

Hamblen L.  W.  Nabers,  Morristown S.  C.  Fain,  Jefferson  City D.  J.  Zimmermann,  Morristown 

Hamilton Joseph  Killebrew  Moore  J.  Smith,  Jr. 

T.  C.  Crowell,  President-Elect  Chattanooga 

Chattanooga 

Henry R.  Graham  Fish,  Paris A.  C.  Dunlap,  Paris J.  Ray  Smith,  Paris 

Hickman J.  S.  Beasley,  Centerville L.  F.  Prichard,  Only 

Humphreys J.  C.  Armstrong,  Waverly H.  C.  Capps,  Waverly 

Jackson L.  R.  Anderson,  Gainesboro R.  C.  Gaw,  Gainesboro L.  R.  Dudney,  Gaines  boro 

Knox John  H.  Lesher,  Knoxville Joe  L.  Raulston,  Fountain  City Ralph  H.  Monger,  Knoxville 

Jarrell  Penn,  Knoxville 
President-Elect 

Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley James  L.  Dunavant,  Ripley 

Lawrence T.  J.  Stockard,  Lawrenceburg__ W.  O.  Crowder,  Lawrenceburg L.  C.  Harris,  Jr.,  Lawrenceburg 

Lincoln W.  S.  Joplin,  Petersburg T.  A.  Patrick,  Fayetteville J.  M.  McWilliams,  Fayetteville 

Macon D.  D.  Howser,  Lafayette John  R.  Smith,  Lafayette 

Maury D.  B.  Andrews,  Columbia E.  K.  Provost,  Columbia W.  N.  Cook,  Columbia 

McMinn W.  J.  Abel,  Decatur John  H.  Lillard,  Benton Helen  M.  Richards,  Athens 

Monroe Telford  A.  Lowry,  Sweetwater M.  D.  Shearer,  Tellico D.  F.  Heuer,  Sweetwater 

Montgomery F.  A.  Martin,  Cumberland  City__Wm.  G.  Lyle,  Clarksville Edward  P.  Cutter,  Clarksville 

Obion R.  M.  Darn  all,  Union  City H.  W.  Calhoun,  Union  City 

Overton W.  M.  Breeding,  Livingston K.  A.  O’Connor,  Oak  Ridge A.  B.  Qualls,  Livingston 

Putnam W.  A.  Hensley,  Cookeville K.  L.  Haile,  Cookeville Thurman  Shipley,  Cookeville 

Roane T.  L.  Bowman,  Harriman M.  F.  Frazier,  Oneida H.  B.  Ruley,  Oak  Ridge 

Robertson A.  R.  Kempf,  Springfield W.  S.  Rude,  Ridgetop John  S.  Freeman,  Springfield 

Rutherford J-  T.  Boykin,  Murfreesboro B.  S.  Davison,  Murfreesboro L.  M.  Kennedy,  Murfreesboro 

Scott 0.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  A.  Broady,  Sevierville .Ralph  H.  Shilling,  Gatlinburg Troy  J.  Beeler,  Sevierville 

Shelby Emmett  R.  Hall,  Memphis Otis  Gordon,  Memphis Henry  Gotten,  Memphis 

Clyde  V.  Croswell,  Memphis  Malcolm  Aste,  Memphis,  Treasurer 

President-Elect 

Smith Thayer  S.  Wilson,  Carthage R.  L.  Kash,  Lebanon L.  R.  Sloan,  Carthage 

Sullivan-Johnson Roy  B.  Howard,  Kingsport W.  M.  Gammon,  Bristol -John  Shelton  Reed,  Kingsport 

Sumner Albert  G.  Dittes,  Portland R.  A.  Moore,  Gallatin 

Tipton A.  J.  Butler,  Covington N.  L.  Hyatt,  Covington J.  S.  Ruffin,  Covington 

Washington,  Carter, 

and  Unicoi Robert  H.  Harvey,  Erwin G.  K.  Scholl,  Johnson  City C.  K.  Slade,  Mountain  Home 

(Washington  County) 

J.  A.  Knapp,  Elizabethton 
(Carter  County) 

Weakley A.  A.  Sparkman,  Martin R-  W.  Brandon,  Jr.,  Martin 

White,  Warren,  and 

Van  Buren Joseph  C.  Blankenship,  Sparta-.C.  M.  Clark,  Jr.,  McMinnville B.  L.  Upchurch,  Sparta 

(Warren  County) 

E.  B.  Clark,  Sparta 
(White  County) 

D.  M.  Page,  Spencer 
(Van  Buren  County) 

Williamson Harry  Guffee,  Franklin B.  T.  Nolen,  Franklin W.  Walter  Pyle,  Franklin 

Wilson J.  P.  Leathers,  Lebanon T.  R.  Puryear,  Lebanon R.  C.  Kash,  Lebanon 
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STANDING  AND  SPECIAL  COMMITTEES 


SCIENTIFIC  WORK 

W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Herbert  Acuff,  M.D.,  Knoxville  (1951) 

Henry  B.  Gotten,  M.D.,  Memphis  (1950) 

Cooper  McCall,  M.D.,  Chattanooga  (1952) 

Ralph  H.  Monger,  M.D.,  Knoxville  (1951) 

L.  C.  Sanders,  M.D.,  Memphis  (1950) 

Malcolm  T.  Tipton,  M.D.,  Union  City  (1952) 

STATE  HOSPITAL 

David  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hamilton,  M.D.,  Chattanooga  (1952) 

A.  H.  Lancaster,  M.D.,  Knoxville  (1950) 

John  Walter  Oursler,  M.D.,  Humboldt  (1952) 

J.  C.  Price,  M.D.,  Dyersburg  (1951) 

R.  B.  Wood,  M.D.,  Knoxville  (1951) 

LEGISLATIVE  AND  PUBLIC  POLICY 

C.  M.  Hamilton,  M.D.,  Chairman,  Nashville 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1951) 

Frank  Harris,  M.D.,  Chattanooga  (1952) 

Webb  B.  Key,  M.D.,  Memphis  (1950) 

T.  R.  Ray,  M.D.,  Shelbyville  (1952) 

W.  M.  Hardy,  M.D.,  ex  officio,  Nashville 

N.  S.  Shofner,  M.D.,  ex  officio,  Nashville 

LIAISON 

Carl  E.  Adams,  M.D.,  Murfreesboro  (1951) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

Joel  J.  Hobson,  M.D.,  Memphis  (1952) 

J.  O.  Manier,  M.D.,  Nashville  (1953) 

John  Steele,  M.D.,  Chattanooga  (1954) 

INSURANCE 

H.  B.  Gotten,  M.D.,  Chairman,  Memphis  (1950) 
Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1952) 
Joseph  F.  Gallagher,  M.D.,  Nashville  (1951) 

MEDICAL  EDUCATION 

W.  C.  Chaney,  M.D.,  Chairman,  Memphis  (1951) 
John  M.  Lee,  M.D.,  Nashville  (1951) 

Carroll  H.  Long,  M.D.,  Johnson  City  (1952) 

R.  C.  Robertson,  M.D.,  Chattanooga  (1952) 

C.  H.  Sanford,  M.D.,  Memphis  (1950) 

D.  C.  Seward,  M.D.,  Nashville  (1952) 

R.  B.  Wood,  M.D.,  Knoxville  (1950) 

MEMOIRS 

Charles  R.  Henry,  M.D.,  Chairman,  Chattanooga 
(1950) 

D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1951) 

J.  C.  Pearce,  M.D.,  Jackson  (1951) 

♦POSTGRADUATE  INSTRUCTION 

W.  C.  Colbert,  M.D.,  Memphis 

Henry  Brackin,  M.D.,  Nashville 

Edward  T.  Brading,  M.D.,  Johnson  City 

O.  N.  Bryan,  M.D.,  Nashville 
T.  S.  Hill,  M.D.,  Memphis 
Frank  Luton,  M.D.,  Nashville 
J.  O.  Manier,  M.D.,  Nashville 

A.  M.  Patterson,  M.D.,  Chattanooga 
W.  L.  Williamson,  M.D.,  Memphis 
Carroll  Turner,  M.D.,  Memphis 

CANCER 

C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1952) 
Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1952) 

R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville  (1951) 


♦POLIOMYELITIS 

James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1951) 

H.  S.  Christian,  M.D.,  Knoxville  (1951) 

Ben  S.  Fowler,  M.D.,  Nashville  (1950) 

George  Ing’e,  M.D.,  Knoxville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1952) 

F.  T.  Mitchell,  M.D.,  Memphis  (1951) 

J.  S.  Speed,  M.D.,  Memphis  (1952) 

Harold  J.  Starr,  M.D.,  Chattanooga  (1952) 

♦GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1952) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

♦EMERGENCY  MEDICAL  SERVICE 
James  C.  Gardner,  M.D.,  Chairman,  Nashville 
W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 
Joe  L.  Raulston,  M.D.,  Fountain  City 
W.  J.  Sheridan,  M.D.,  Chattanooga 
James  E.  Wilson,  M.D.,  Memphis 
J.  R.  Thompson,  Jr.,  M.D.,  Jackson 

LIAISON  COMMITTEE  TO  UNITED  MINE 
WORKERS  OF  AMERICA  WELFARE 
AND  RETIREMENT  FUND 
Herbert  Acuff,  M.D.,  Knoxville 
Cecil  E.  Newell,  M.D.,  Chattanooga 
J.  S.  Hall,  M.D.,  Clinton 

ADVISORY  COMMITTEE  TO 
WOMAN’S  AUXILIARY 
Alton  Absher,  M.D.,  Knoxville 
John  D.  Hughes,  M.D.,  Memphis 
Charles  Trabue  III,  M.D.,  Nashville 
Moore  J.  Smith,  Jr.,  M.D.,  Chattanooga 

♦SCHOOL  HEALTH  SERVICE 
To  be  appointed. 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

D.  J.  Johns,  M.D.,  President,  Nashville 

L.  C.  Jackson,  M.D.,  Secretary-Treasurer,  Dickson 
Vice-Presidents: 

East  Tennessee — J.  M.  Cox,  M.  D.,  Lake  City 
Middle  Tennessee — C.  B.  Roberts,  M.D.,  Sparta 
West  Tennessee — H.  B.  Everett,  M.D.,  Memphis 

TENNESSEE  STATE  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Henry  Carroll  Smith,  M.D.,  President,  Nashville 
William  A.  Garrott,  M.D.,  Vice-President,  Cleve- 
land 

Roland  H.  Myers,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  PEDIATRIC  SOCIETY 

Gilbert  Eblen,  M.D..  President,  Knoxville 
Hearn  G.  Bradley,  M.D.,  Vice-President,  Nashville 
Barton  Etter,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  RADIOLOGICAL  SOCIETY 

Franklin  B.  Bogart,  M.D.,  President,  Chattanooga 
Herbert  Francis,  M.D.,  Vice-President,  Nashville 
J.  Marsh  Frere,  M.D.,  Secretary-Treasurer,  Chat- 
tanooga 


•Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws. 
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REORGANIZATION  PLAN  NO.  I * 

HON.  LESTER  C.  HUNT  of  Wyoming  in  the  Senate  of  the  United  States  Tuesday,  August  16,  1949 


Mr.  McCLELLAN.  Mr.  President,  I yield 
25  minutes  of  my  time  to  the  distinguished 
Senator  from  Wyoming  (Mr.  Hunt). 

Let  me  say  that  I understand  this  is  his 
first  time  to  address  the  Senate.  I know 
that  on  this  very  important  issue,  in  which 
he  is  vitally  interested,  and  in  which  all 
members  of  his  profession  are  interested, 
all  of  us  will  enjoy  his  remarks. 

The  PRESIDING  OFFICER.  The  Sena- 
tor from  Wyoming  is  recognized  for  25 
minutes. 

Mr.  HUNT.  Mr.  President,  for  many  and 
various  reasons,  affecting  the  health  of  all 
the  people  of  the  Nation,  reasons  that  are 
sound  and  convincing,  I have  joined  with 
the  Senator  from  Arkansas  (Mr.  Fulbright) 
and  the  Senator  from  Ohio  (Mr.  Taft)  in 
opposition  to  the  President’s  Reorganiza- 
tion Plan  No.  1,  and  I express  my  support 
of  the  Hoover  Commission  recommenda- 
tion and  report  as  transmitted  to  the  Pres- 
ident of  the  Senate  on  March  5,  1949,  above 
the  signature  of  Herbert  Hoover,  Chairman. 

Proposed  Plan  No.  1 

Mr.  President,  today  we  have  heard  a 
great  debate  in  reference  to  whether  these 
two  plans  differ.  The  President’s  plan  pro- 
vides, and  I quote  exactly: 

Section  1.  Department  of  Welfare:  The  name  of 
the  Federal  Security  Agency  is  hereby  changed  to 
Department  of  Welfare  and  such  Department  is 
hereby  constituted  an  executive  department. 

Section  2.  (b)  All  of  the  functions  of  the  Depart- 

*Reproduced from  the  Congressional  Record  with 
permission  of  the  author. 


ment  of  Welfare  and  of  all  officers  and  constituent 
units  thereof,  including  all  the  functions  of  the 
Federal  Security  Administrator,  are  hereby  con- 
solidated in  the  Secretary  of  Welfare. 

Therefore,  the  President’s  plan  No.  1 pro- 
vides that  the  health  services,  educational 
departments,  and  the  Federal  Security 
Agency  shall  be  consolidated  into  one  new 
department  with  Cabinet  rank  and  desig- 
nated the  Department  of  Welfare.  There 
in  essence  we  have  plan  No.  1 — a very 
direct,  plain,  simple  statement  that  cannot 
be  misunderstood.  I am  opposed  to  it. 

The  Hoover  Commission 
Recommendation 

The  Hoover  Commission,  in  its  final  re- 
port, Task  Force  Report  on  Federal  Medical 
Services  (Appendix  0),  and  in  its  report 
on  medical  activities  March  16,  1949,  states : 

1.  To  provide  better  medical  care  for  the  benefi- 
ciaries of  the  Federal  Government’s  medical  pro- 
gram, 

2.  To  create  a better  foundation  for  training  and 
medical  services  in  the  Federal  agencies, 

3.  To  reduce  the  drain  of  doctors  away  from 
private  practice, 

4.  To  provide  better  organization  for  medical 
research, 

5.  To  promote  a better  state  of  medical  pre- 
paredness for  war — 

Then  this  recommendation  is  made : 

To  accomplish  these  purposes,  the  Commission 
recommends  the  establishment  of  a United  Medical 
Administration  into  which  would  be  consolidated 
most  of  the  large  scale  activities  of  the  Federal 
Government  in  the  fields  of  medical  care,  medical 
research,  and  public  health. 

The  report  further  states : 

The  Task  Force  on  Medical  Services  was  instruct- 
ed to  base  its  original  report  on  the  premise  that 


308 


REORGANIZATION  PLAN  NO.  I— Hunt 


September,  194? 


“the  Commission  will  recommend  a cabinet  depart- 
ment embracing  health,  education,  and  security.” 
However,  in  view  of  the  size  of  the  medical  opera- 
tions of  the  Federal  Government  and  the  extreme 
dissimilarities  among  the  activities  which  would 
have  composed  such  a department,  the  task  force 
was  later  requested  to  consider  the  advisability  of 
placing  medical  service  functions  in  a single  agency. 
Its  supplementary  report  favors  very  strongly  a 
separate  united  medical  administration.  The 
agency  should  be  headed  by  a professional  career 
director  general,  and  he  “should  report  directly  to 
the  President.” 

The  Hoover  Commission  report  on  social 
security  likewise  specifically  recommends 
the  establishment  of  a united  medical  ad- 
ministration reporting  directly  to  the  Presi- 
dent. So  we  have  two  task  forces  saying  in 
the  Hoover  report  exactly  the  same  thing, 
in  essence.  Nine  of  the  twelve  members  of 
the  Commission  recommended  and  voted  for 
the  task  force  report  for  the  establishment 
of  a United  Medical  Administration. 

Plan  No.  1 Is  Not  the  Hoover 
Recommendation 

Mr.  President,  I have  dwelt  on  this  point 
at  some  length,  in  order  to  make  it  crystal 
clear,  I hope,  that  the  proposed  Reorgani- 
zation Plan  No.  1 is  not  the  recommenda- 
tion of  the  Hoover  Commission.  At  this 
time,  let  me  say  that  a vote  in  favor  of  the 
resolution  submitted  by  the  Senator  from 
Arkansas  (Mr.  Fulbright),  the  Senator 
from  Ohio  (Mr.  Taft),  and  myself  will  not 
be  a vote  against  the  Hoover  Commission 
recommendations,  but  will  be  a vote  to  give 
the  Senate  a chance  to  study  the  Hoover 
report  recommendations.  I have  studied 
them,  and  I support  them.  Let  me  say  that 
there  is  not  even  any  coincidental  or  acci- 
dental similarity  between  the  Hoover  report 
and  plan  No.  1,  as  submitted  by  the  Presi- 
dent. 

Several  times  in  debate  it  has  been  de- 
veloped that  recommendations  for  establish- 
ing a department  along  the  general  lines 
proposed  in  Plan  No.  1 have  been  urged  on 
the  Congress  since  1935,  and  each  Congress 
has  seen  fit  not  to  accept  such  a plan.  There 
must  be  a reason  for  it.  It  is  my  hope  that 
this  Congress  again  will  not  accept  the 
plan  as  submitted. 


The  Reorganization  Act  Hastily 
Passed 

Before  entering  upon  a discussion  of  the 
pending  resolution,  the  junior  Senator  from 
Wyoming  wishes  to  invite  the  attention  of 
the  Senate  to  the  Reorganization  Act  passed 
by  this  body  by  a voice  vote  on  June  20,  of 
this  year,  by  that  act  the  Congress  gave  to 
the  executive  branch  broad  powers  to  legis- 
late. Probably  never  in  the  history  of  our 
Government  has  the  legislative  branch  sur- 
rendered its  prerogatives,  its  rights,  and 
its  duties,  to  such  a great  degree.  Every 
one  of  the  four  sections  of  Reorganization 
Plan  No.  1 of  1949  is,  of  course,  legislation. 

After  passing  legislative  functions  to  the 
executive  department,  we  proceeded  to  tie 
our  own  hands  and  to  make  it  extremely 
difficult  to  prevent  the  executive  depart- 
ment from  making  far-reaching  changes 
in  all  departments  of  the  national  govern- 
mental structure.  We  granted  to  the  exec- 
utive department  the  right  to  transfer  from 
one  jurisdiction  to  another  all  or  any  de- 
partments; to  abolish  the  function  of  any 
or  all  departments;  to  consolidate;  to  coor- 
dinate; to  authorize  any  officer  to  delegate 
his  functions ; and  then,  in  the  same  act,  we 
securely  tied  the  hands  of  the  Congress  by 
giving  the  Congress  only  60  days  to  disap- 
prove such  changes — a most  unusual  pro- 
vision, existing  nowhere  else  in  our  legis- 
lative processes — and  giving  the  Senate 
committee  only  10  days  to  conduct  hearings 
and  to  report  to  the  Senate  on  any  resolu- 
tion not  to  approve  a reorganization  plan. 

We  then  made  other  special  Senate  rules. 
We  provided  that  only  a Senator  favoring 
the  resolution  can  move  to  discharge  the 
committee;  debate  thereon  is  limited  to  1 
hour;  such  motion  cannot  be  renewed;  and 
debate  shall  be  limited  to  10  hours  on  a reso- 
lution not  to  approve.  Therefore  the  Sen- 
ate is  limited,  as  never  before  in  its  con- 
sideration of  tremendously  important  legis- 
lation. 

Further  than  that,  Mr.  President,  we 
have  made  it  impossible  to  submit  any 
amendments  to  such  a resolution.  Appar- 
ently, to  be  doubly  sure  that  the  wishes  of 
Congress  could  not  prevail,  we,  the  Con- 
gress, provided  that  a resolution  disapprov- 
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ing  the  recommendations  or  plans  submit- 
ted by  the  executive  department  must  have 
a favorable  vote  by  a constitutional  major- 
ity, thus  defeating  or  thwarting  the  wishes 
of  a simple  majority.  One  other  unusual 
section  provides  for  the  appointing  of  an 
unnamed  Cabinet  officer  for  a 60-day  period 
without  the  advice  and  consent  of  the  Sen- 
ate. 

Mr.  President,  the  Congress  will,  to  my 
way  of  thinking,  on  many  future  occasions, 
have  ample  and  just  cause  to  regret  its 
hasty,  improvident  action  in  depriving  itself 
of  vital  and  necessary  legislative  preroga- 
tives and,  in  so  doing,  giving  unprecedented 
encouragement  to  a more  powerful,  central- 
ized, bureaucratic  form  of  government.  Re- 
covery of  these  legislative  prerogatives  will 
be  extremely  difficult,  if  not  impossible. 

We  often  hear  the  statement,  “The  bu- 
reaus are  running  the  Government.”  Well, 
Mr.  President,  we,  the  Congress,  by  passing 
the  Reorganization  Act  so  hastily  and  with- 
out due  consideration,  have  voluntarily 
given  to  the  Government  bureaus  more 
power,  prestige,  and  influence  than  they 
have  ever  heretofore  enjoyed. 

Nation-wide  Opposition  To  Plan  No.  1 

Senate  Resolution  147  resolves  that  the 
Senate  does  not  favor  Reorganization  Plan 
No.  1,  transmitted  to  Congress  by  the  Pres- 
ident on  June  20,  1949. 

It  has  long  been  a practice,  and  an  in- 
telligent practice — I think  one  could  say  it 
has  always  been  the  policy — that  the  Senate 
follows  and  approves  the  actions  of  its  com- 
mittees. Because  of  the  far-reaching  effects 
of  the  proposed  reorganization  of  the  exec- 
utive branch  of  the  Government,  plan  No.  1 
and  Senate  Resolution  147  were  given  most 
careful,  thorough,  and  painstaking  consider- 
ation and  study.  The  committee  reported 
favorably  Senate  Resolution  147  by  a vote 
of  7 to  4,  one  of  the  minority  reserving  the 
right  to  vote  with  the  majority  when  the 
resolution  came  before  the  Senate. 

Some  16  or  18  witnesses  testified,  wit- 
nesses who  were  in  close  touch  with  the 
subject  and  thoroughly  informed,  and 
who  have  the  greatest  interest  in  plan  No.  1. 
About  30  statements  were  submitted  for 


committee  consideration.  At  the  close  of 
the  hearings  1,498  letters,  telegrams,  and 
statements  had  been  received  by  the  com- 
mittee. Several  hundred  have  since  been 
received.  Of  the  1,498,  in  round  numbers 
1,500,  1,404  expressed  opposition  to  the 
plan  and  urged  favorable  action  on  Senate 
Resolution  147.  Only  94  supported  the 
plan.  In  other  words,  of  those  having  a 
direct  interest  in  the  plan,  there  were  15 
opposed  to  1 who  favored  it,  and  of  the 
1,500  opposing  plan  No.  1,  almost  all  fav- 
ored an  independent  health  agency  as  rec- 
ommended by  the  Hoover  Commission. 

Mr.  President,  with  only  isolated  excep- 
tions, 189,000  doctors  of  the  United  States 
oppose  plan  No.  1 ; 189,000  doctors,  the 
best  trained,  most  skillful  doctors  in  all  the 
world  at  any  time  in  all  the  world’s  history, 
doctors  who  have  made  this  Nation  the 
healthiest  of  all  nations.  Our  death  rate  is 
the  lowest.  Our  life  expectancy  has  risen 
from  35  years  when  we  established  our 
Government,  to  67  years — the  longest  life 
expectancy  of  any  people  on  the  face  of  the 
earth.  Our  workingmen  lose  from  illness 
an  average  of  only  8 days  a year,  as  com- 
pared to  28  days  only.  49  years  ago,  at  the 
turn  of  the  century.  That  is  approximate- 
ly one-half  the  days  lost  from  work  a year 
because  of  illness  in  England  and  other 
countries. 

Mr.  President,  these  men  who  have  made 
America  the  healthiest  nation  in  all  the  his- 
tory of  the  world,  these  men  who  know 
whereof  they  speak,  oppose  Reorganization 
Plan  No.  1.  Seventy  thousand  dentists  of 
the  United  States  oppose  this  plan,  and 
480,000  nurses  oppose  it.  The  hospital 
association  opposes  the  plan,  and  34,000 
retail  druggists  oppose  it.  This  opposition 
comes  from  highly  intelligent,  good,  loyal 
American  citizens.  It  comes  from  every 
State  in  the  Union  and  from  all  sections 
of  every  State,  from  the  crossroads  and  up 
the  fork  of  the  creek,  as  well  as  from  our 
larger  cities.  Surely  there  must  be,  and 
there  are,  good  and  sufficient  reasons  for 
this  opposition. 

Sound  Reasons  for  Opposition 

The  health  services  of  the  United  States 
as  expressed  through  the  doctors,  dentists, 
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nurses,  hospitals,  and  druggists  are  of  the 
opinion  that  if  the  Government  health 
agency  is  submerged  within  a multi-purpose 
department,  the  health  functions  would  be 
impeded  by  considerations  pertaining  to  the 
other  functions  of  welfare  and  education  in 
the  Department.  They  feel  and  they  fegr — 
and  I share  their  fear  and  their  thinking — 
that  health  and  education  will  be  dominated 
by  the  welfare  idea,  welfare  thinking,  and 
social-security  planning.  I might  say  that 
is  the  situation  to  some  extent,  at  the  present 
time,  even  though  the  authority  of  the 
present  Federal  Security  Administrator  is 
quite  limited  as  compared  with  the  author- 
ity and  power  which  would  be  vested  in  the 
Secretary  in  event  Reorganization  Plan  No. 
1 should  be  approved. 

The  health  of  the  people  of  the  United 
States  is  so  important  that  appropriations 
for  administration  of  health  services  should 
be  clearly  identified  as  such  and  not  associ- 
ated with  or  confused  with  appropriations 
for  administration  for  social  security,  wel- 
fare, or  other  social  programs. 

Mr.  President,  the  supreme  medical  im- 
portance of  the  position  of  Surgeon  General 
or  Director  General  of  health  services  of  the 
United  States  should  command,  irrespective 
of  all  other  considerations,  the  ablest  medi- 
cal and  health  administrator  who  can  be 
secured.  It  is  very  doubtful  that  a medi- 
cally trained  person  of  such  qualifications 
would  be  available  to  accept  such  a respon- 
sibility under  a lay  Secretary,  lay  admin- 
istrators, and  lay  policy-makers.  No,  Mr. 
President ; the  health  services  of  our  coun- 
try should  be  under  competent,  qualified 
medical  supervision,  as  recommended  in 
the  Hoover  Report.  Health  is  such  a highly 
developed,  positive  specialty,  that  it  should 
not  be  considered  a subsidiary  of,  or  of 
secondary  importance  to,  social  security 
and  welfare. 

Efficiency  in  the  Government’s  numerous 
health  activities  can  be  greatly  enhanced  by 
their  close  correlation  and  concentration 
under  a professionally  trained  administra- 
tor. 

My  mail  and  telegrams  decry  and  bitterly 
assail  the  plan  to  place  vital  health  matters, 
including  the  assaying  of  drugs,  under  the 


control  of  nonprofessional  and  political 
domination,  under  a Secretary  of  Welfare, 
uneducated  in  the  scientific  fields  he  is  di- 
rected to  administer. 

Socialized  Medicine 

The  attitude  of  the  present  Federal  Se- 
curity Agency  and  of  the  Federal  Security 
Administrator,  as  expressed  in  his  advocacy 
of  socialized  medicine,  has  discouraged  to 
this  date  many  fine  young  men  from  enter- 
ing medical  college  and  subsequently  becom- 
ing members  of  the  medical  profession. 

The  present  Administrator,  who,  without 
a doubt,  will  become  Secretary  of  Welfare  if 
this  plan  be  adopted,  who  testified  in  favor 
of  plan  No.  1,  stated  that  he  would  in  no 
way  relent — let  me  repeat  that — he  would 
in  no  way  relent  his  advocacy  of  a proposed 
compulsory  health  program.  Yet  we  have 
heard  today  in  the  debate  that  socialized 
medicine  is  not  the  issue.  I say  it  is  the 
issue,  for,  if  the  Social  Security  Adminis- 
trator may  become  the  Director  of  Welfare, 
with  the  prestige  of  a Cabinet  position  back 
of  him  with  thousands  upon  thousands  of 
employees  he  will  have  an  opportunity  to  in- 
filtrate through  educational  avenues, 
through  health  avenues,  and  through  wel- 
fare avenues;  he  will  have  a source  of 
propaganda  unequaled  in  any  other  agency 
in  the  United  States  Government  at  any 
time  in  the  history  of  the  Nation. 

No  Economy  Will  Result 

Under  the  presently  existing  Federal  Se- 
curity Agency  the  Administrator  does  not 
have  authority  to  delegate  functions  of 
agencies  under  him.  He  can  merely  super- 
vise and  direct.  The  question  was  asked  on 
the  floor  of  the  Senate  what  changes  will 
take  place  if  plan  No.  1 shall  be  adopted. 

The  specific  plan  sets  forth  that  the 
Secretary  of  Welfare  is  authorized  to  dele- 
gate to  any  officer  or  employee,  or  to  any 
bureau  or  any  other  organization  such  of 
his  functions,  * * *.  Today  the  law  di- 
rects that  the  Surgeon  General  and  the 
Commissioner  of  Education  may  delegate 
all  functions,  all  the  authority,  all  the  power 
now  vested  in  them,  respectively. 

Mr.  President,  the  proposed  plan  No.  1 
involves  such  a large  grouping  of  functions. 


September,  1949 


REORGANIZATION  PLAN  NO.  I— Hunt 


311 


such  tremendous  appropriations,  such  great 
numbers  of  personnel,  that  only  ineffective 
administration  can  result.  Four  of  the 
largest  departments  of  Government  would 
pass  to  its  jurisdiction.  In  fact,  except  for 
the  National  Military  Establishment,  the 
Social  Security  Agency  is  now  the  largest 
department  of  our  entire  governmental  set- 
up, yet  it  has  been  only  10  years  since  it 
was  organized.  This  program  last  year — 
social  security  alone — cost  approximately 
two  and  one-half  billion.  No  other  depart- 
ment of  Government,  no  other  bureau  has 
been  able  to  blow  itself  up  as  has  this  Social 
Security  Agency. 

Mr.  President,  on  a State  level  these  three 
services — health,  education,  and  relief — 
function  as  separate  and  distinct  depart- 
ments. Resentment  and,  in  all  probability, 
refusal  will  be  the  answer  of  the  various 
States  to  a demand  from  the  proposed  De- 
partment of  Welfare  that  these  three  vital 
departments  of  State  government  be  com- 
bined into  one  agency.  Then  will  come  the 
usual  statement  from  the  Federal  bureau 
to  comply  or  Federal  funds  will  be  with- 
held, and  strife  will  follow. 

Following  the  testimony  rather  closely 
I find  repeated  statements  by  proponents 
that  no  new  functions  will  be  added,  none 
taken  away,  and  the  Bureau  of  the  Budget 
testifies,  “it  will  accomplish  no  immediate 
saving.” 

Surely,  then,  Mr.  President,  nothing  can 
be  lost  by  allowing  the  presently  existing 
agency  to  continue  to  function  until  the 
Congress  has  an  opportunity  to  study  the 
Hoover  recommendations,  and,  after  due 
and  careful  consideration  take  proper  ac- 
tion. Hasty  action  is  not  necessary ; there  is 
no  need  for  Congress  to  rush  blindly  and 
uninformed  into  this  vital  legislation. 

This  Congress  has  made  great  progress 
toward  reorganization.  The  unification  of 
the  armed  services  is  a tremendous  ac- 
complishment. More  efficiency  and  greater 
savings  to  the  taxpayers  can  be  accom- 
plished— and,  I am  sure,  will  be  accom- 
plished— by  the  passage  of  that  reorganiza- 
tion plan  than  all  others  combined. 

If  my  memory  serves  me  correctly,  of 
eight  or  nine  recommendations  or  reorgan- 


ization plans  submitted  by  the  President,  in 
all  probability  seven  or  eight  of  them  will 
become  the  law,  and  that  is  a batting  aver- 
age of  around  750 — a pretty  good  average. 
And  no  one  should  say  that  because  one 
plan  is  not  approved  we  are  not  cooper- 
ating with  the  President.  We  are  getting 
reorganization. 

Conclusions 

So,  Mr.  President,  I submit  that  the  Sen- 
ate should  not  approve  Plan  No.  1,  but 
should,  by  a constitutional  majority,  ap- 
prove Senate  Resolution  147  for  these  good 
and  sufficient  reasons: 

First.  The  health  of  the  Nation  is  far 
too  important  to  be  submerged  by,  to  be 
secondary  to,  or  embroiled  in,  matters  of 
social  security,  cash  benefits,  OAA,  ADC, 
or  direct  relief. 

Plan  No.  1 places  a tremendous  political 
power  in  the  hand  of  one  person  that  could 
react,  through  health,  education,  and  wel- 
fare, into  every  home  and  to  every  indi- 
vidual in  the  Nation.  Next  to  the  President, 
the  Secretary  of  Welfare  would  be  the  most 
potent  political  official  in  the  Nation. 

Mr.  President,  my  views  on  this  im- 
portant matter  are  the  result  of  16  years’ 
active  practice  of  one  of  the  professions 
affected,  and  of  14  years’  experience  in 
executive  work  in  State  government.  I 
think  I know  whereof  I speak,  and  I surely 
have  only  one  thought  in  mind ; namely, 
better  health  services  for  all  the  people  of 
this  great  Nation. 


REORGANIZATION  PLAN  NO.  1 OF  1949 
(Extract  from  H.  Doc.  222) 
Department  of  Welfare 

Section  1.  Depart  merit  of  Welfare. — 
The  name  of  the  Federal  Security  Agency 
is  hereby  changed  to  “Department  of  Wel- 
fare” and  such  Department  is  hereby  con- 
stituted an  executive  department. 

Sec.  2.  Secretary  of  Welfare. — (a)  There 
shall  be  at  the  head  of  the  Department  of 
Welfare  a Secretary  of  Welfare,  who  shall 
be  appointed  by  the  President  by  and  with 
the  advice  and  consent  of  the  Senate  and  re- 
ceive compensation  at  the  rate  of  $15,000 
per  annum  or  such  other  compensation  as 
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shall  after  the  date  of  transmittal  of  this 
reorganization  plan  to  the  Congress  be  pro- 
vided by  law  for  the  secretaries  of  execu- 
tive departments. 

(b)  All  of  the  functions  of  the  Depart- 
ment of  Welfare  and  of  all  officers  and 
constituent  units  thereof,  including  all  the 
functions  of  the  Federal  Security  Admin- 
istrator, are  hereby  consolidated  in  the 
Secretary  of  Welfare. 

(c)  The  Secretary  of  Welfare  is  author- 
ized to  delegate  to  any  officer  or  employee 
or  to  any  bureau  or  other  organizational 
unit  of  the  Department  designated  by  him 
such  of  his  functions  as  he  deems  appro- 
priate, except  that  the  function  of  promul- 
gating or  approving  regulations  may  be 
delegated  only  to  the  Under  Secretary  or  an 
Assistant  Secretary. 

(d)  Pending  the  initial  appointment 
hereunder  of  the  Secretary  of  Welfare,  but 
not  for  a period  exceeding  sixty  days,  the 
Federal  Security  Administrator  in  office 
immediately  prior  to  the  taking  of  effect  of 
the  provisions  of  this  reorganization  plan 
shall  be  Acting  Secretary  of  Welfare.  He 
shall,  while  serving  as  Acting  Secretary,  re- 
ceive the  compensation  of  Secretary  of  Wel- 
fare. 

Sec.  3.  Under  Secretary  and  Assistant 
Secretaries  of  Welfare. — There  shall  be  in 
the  Department  of  Welfare  an  Under  Secre- 
tary of  Welfare  and  three  Assistant  Secre- 
taries of  Welfare  who  shall  be  appointed  by 
the  President  by  and  with  the  advice  and 


consent  of  the  Senate  and  each  of  whom 
shall  perform  such  duties  as  the  Secretary 
shall  direct.  The  Under  Secretary  (or,  dur- 
ing his  absence  or  disability  of  the  Under 
Secretary  or  in  the  event  of  a vacancy  in 
his  office,  an  Assistant  Secretary  designated 
by  the  Secretary)  shall  act  as  Secretary 
during  the  absence  or  disability  of  the  Secre- 
tary or  in  the  event  of  a vacancy  in  the 
office  of  Secretary.  The  Under  Secretary 
and  the  Assistant  Secretaries  shall  each  re- 
ceive compensation  at  the  rate  of  $10,330 
per  annum  or  such  compensation  as  shall 
after  the  date  of  transmittal  of  this  reor- 
ganization plan  to  the  Congress  be  pro- 
vided by  law  for  the  Under  Secretaries  and 
Assistant  Secretaries,  respectively,  of  exec- 
utive departments. 

Sec.  4.  Abolition  of  offices. — (a)  The 
office  of  Federal  Security  Administrator  is 
hereby  abolished. 

(b)  The  office  of  Assistant  Federal  Se- 
curity Administrator  is  abolished  as  of  the 
time  that  the  first  Under  Secretary  of  Wel- 
fare is  appointed,  or  sixty  days  after  the 
taking  effect  of  this  reorganization  plan, 
whichever  shall  first  occur. 

(c)  The  two  offices  of  assistant  heads  of 
the  Federal  Security  Agency  (provided  for 
in  section  5 of  Reorganization  Plan  No.  2 
of  1946,  60  Stat.  1095)  are  abolished  as  of 
the  time  that  an  Assistant  Secretary  of 
Welfare  is  first  appointed,  or  sixty  days 
after  the  taking  effect  of  this  reorganiza- 
tion plan,  whichever  shall  first  occur. 
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DIABETES  MELLITUS— CERTAIN  PRACTICAL  CONSIDERATIONS* 


ALBERT  WEINSTEIN,  M.D.,  F.A.C.P.,t  Nashville 

It  is  a matter  of  common  experience  in 
the  practice  of  medicine  that  we  often  con- 
centrate on  refinements  in  technique  and 
neglect  basic  and  unexciting  fundamentals. 
This  is  quite  true  in  regard  to  the  care  of 
the  diabetic.  We  now  are  so  enthusiastic 
in  our  regulation  of  the  patient  with  dia- 
betes, with  new  modified  insulin  and  mix- 
tures of  insulin  and  with  dietary  advance- 
ment, that  we  are  not  giving  due  thought  to 
certain  fundamentals.  The  purpose  of  this 
paper  is  to  direct  our  efforts  toward  certain 
important  and  simple  viewpoints  and  to 
de-emphasize  some  of  the  mo1”'  elaborate 
and  involved  approaches. 

The  first  point  I wish  to  sti  >ss  is  the 
necessity  of  being  absolutely  certain  that  an 
individual  is  a diabetic  before  treatment  of 
the  disease  is  started.  It  is  very  easy  to  err 
in  this  regard.  When  a patient  is  seen  to 
have  sugar  in  the  urine,  it  is  indeed  tempt- 
ing to  indicate  to  him  that  he  is  diabetic  and 
to  state  that  this  disorder  will  explain  his 
symptoms  and  that  a diet  is  necessary.  Be- 
fore this  is  done,  one  must  be  certain  that 
the  fasting  blood  sugar  is  elevated  above 
normal.  This  sounds  very  fundamental  and 
very  simple,  but  it  is  really  an  extremely 
important  point.  We  must  remember  that, 
when  we  brand  an  individual  a diabetic,  we 
say  to  him  : “You  have  a metabolic  deficiency 
which  necessitates  your  following  a restrict- 
ed and  abnormal  food  intake  all  your  life. 
You  may  now,  or  in  the  future,  require,  in 
addition  to  a diet,  the  administration  of  in- 
sulin by  hypodermic  injection  to  control 
your  disease.  You  are  apt  to  have  an  in- 
crease in  the  severity  of  your  disorder  if 
you  develop  an  infection.  You  are  certainly 
prone  to  develop  cataracts  and  arterioscle- 
rosis more  extensively  and  more  premature- 
ly than  your  contemporaries.  In  addition, 
you  have  a hereditary  disorder  that  you  may 
transmit  to  your  progeny.”  Accordingly 

*Read  before  the  one  hundred  sixth  semiannual 
meeting-,  Middle  Tennessee  Medical  Association, 
Winchester,  Tennessee,  Thursday,  November  20, 
1947. 

•(•Department  of  Medicine,  Vanderbilt  University 
School  of  Medicine,  Nashville. 


this  sentence  must  not  be  passed  merely  on 
circumstantial  evidence.  By  definition  dia- 
betes is  an  inherited  disease  characterized 
by  certain  definite  symptoms  and  associated 
with  the  presence  of  sugar  in  the  urine  and 
an  elevated  fasting  blood  sugar.  I cannot 
repeat  too  often  that  this  is  fundamental 
and  important.  Too  commonly,  cases  are 
seen  where  a diagnosis  was  made  on  the 
basis  of  a urinary  glycosuria  and  a diet 
started.  Then  the  urine  is  found  to  be 
cleared  of  its  glucose  content  so  rapidly  that 
some  doubt  may  justifiably  be  raised  as  to 
the  presence  of  diabetes.  Then  the  perform- 
ance of  a glucose  tolerance  test  is  consid- 
ered. 

The  glucose  tolerance  test  is  an  important 
procedure,  but  there  are  certain  pitfalls  in 
the  running  of  the  test,  and  certain  limita- 
tions to  the  procedure  which  need  be  re- 
viewed. In  the  first  place,  the  test  is  indi- 
cated only  when  there  is  some  doubt  as  to 
the  presence  of  diabetes.  This  is  another 
way  of  saying  that  the  test  is  indicated 
when  the  fasting  blood  sugar  is  found  to 
be  normal  and  a reducing  substance  is  found 
in  the  urine.  This  is  the  only  indication  for 
this  procedure  in  the  diabetic.  One  of  the 
common  errors  is  to  see  the  test  performed 
on  patients  who  have  an  elevated  fasting 
blood  sugar.  This  is  a superfluous  proce- 
dure, time  consuming,  moderately  expen- 
sive, and  sometimes  harmful.  It  definitely 
tells  us  nothing  regarding  the  severity  of  the 
disorder.  This  applies  to  both  the  three-hour 
test  and  the  shorter  one-hour  Exton-Rose 
procedure.  Of  practical  importance  also  is 
a recognition  of  the  pitfalls  in  the  interpre- 
tation of  a glucose  tolerance  test.  It  is  defi- 
nitely influenced  by  a preceding  low  carbo- 
hydrate intake.  Often  it  is  true  that,  when 
a presumptive  diagnosis  of  diabetes  is  made, 
and  a diet  is  started  and  the  urine  promptly 
becomes  sugar  free,  the  question  is  asked, 
“Is  this  patient  diabetic?”  A fasting  blood 
sugar  now  may  be  normal.  Then  the  per- 
formance of  a glucose  tolerance  test  is  cor- 
rectly advised.  If  the  individual  is  not  placed 
on  an  unlimited  carbohydrate  intake  for 
several  days  before  the  running  of  the  test, 
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the  result  obtained  may  be  of  a diabetic  type 
of  curve,  whether  or  not  the  individual  has 
diabetes.  Accordingly,  the  glucose  toler- 
ance test  is  only  helpful  in  establishing  the 
diagnosis  of  diabetes  in  an  individual  who 
has  had  a preliminary  diet  ample  in  its  car- 
bohydrate content. 

Let  us  now  consider  the  blood  sugar  de- 
termination. After  a diagnosis  of  diabetes  is 
established,  there  are  only  three  indications 
for  routine  blood  sugar  determinations. 
One  is  to  see  if  the  renal  threshold  is  nor- 
mal. In  an  individual  with  a sugar-free 
urine,  one  may  be  undecided  as  to  whether 
the  patient  spills  sugar  in  the  urine  at  the 
usual  blood  sugar  level  of  170  to  180  milli- 
grams per  cent.  If  it  is  found  that  the  renal 
threshold  is  normal,  then  the  finding  that  a 
urine  is  free  of  glucose  tells  us  that  the 
blood  sugar  is  below  this  level.  A second 
indication  for  a blood  sugar  determination 
is  the  decision  regarding  the  existence  of 
hypoglycemia.  Finally,  when  a patient  is 
receiving  protamine-insulin  or  mixtures  of 
this  type  of  modified  insulin,  the  indication 
of  proper  employment  of  this  insulin  is  the 
finding  of  a normal  fasting  blood  sugar. 
The  frequent  performance  of  a blood  sugar 
determination  simply  as  a matter  of  rou- 
tine is  of  little  value  and  not  fair  to  the 
patient.  I would  suggest  a routine  blood 
sugar  at  yearly  intervals,  at  the  time  of  the 
complete  physical  inventory. 

Should  diabetics  marry?  This  is  a prac- 
tical question  which  the  patient  with  this 
disease  may  place  before  you.  Of  course 
they  may  marry,  provided  certain  facts  are 
explained.  Inasmuch  as  the  disorder  is 
transmitted  as  a recessive  character,  it  will 
be  clinically  evident  sometime  during  the 
life  of  the  individual,  only  under  certain 
circumstances.  If  both  parents  are  dia- 
betics, all  their  offspring  will  develop  the 
disease,  and  accordingly  marriage  between 
two  diabetics  is  inadvisable.  If  an  indi- 
vidual with  diabetes  marries  a companion 
who  has  diabetes  in  the  family,  the  chances 
are  one  in  two  that  offspring  of  such  a 
union  will  develop  diabetes.  If  two  indi- 
viduals with  a family  history  of  diabetes, 
but  without  the  disease  themselves,  marry, 
the  possibilities  are  that  one  out  of  four  of 
the  offspring  may  have  the  disorder.  The  he- 


reditary implications  cannot  be  overlooked. 
This  does  not  include  a consideration  of  the 
well-known  facts  of  the  increased  hazard  of 
pregnancy  in  the  diabetic. 

The  care  of  the  feet  needs  discussion  also. 
The  elderly  diabetic  is  apt  to  get  into  dif- 
ficulty in  this  respect  unless  he  is  cautioned 
repeatedly.  The  older  diabetic  has  arterio- 
sclerosis particularly  in  the  extremities.  He 
often  has  poor  eyesight,  and  as  is  usual  in 
older  people,  his  toenails  are  long,  thick- 
ened, and  closely  adhered  to  the  nail  bed.  He 
must  be  sternly  instructed  to  cut  these  nails 
with  great  care  and  precaution ; only  after 
washing  the  feet  carefully,  having  selected 
a well-lighted  room,  bathrooms  notoriously 
being  poorly  illuminated,  and  cutting  the 
nails  straight  across,  and  not  too  closely. 
It  is  only  by  attention  to  such  details  that 
we  can  hope  to  reduce  opportunities  of  in- 
fection occurring  in  the  feet,  the  infection 
then  being  followed  by  a gangrenous  proc- 
ess. Gangrene  of  the  extremities  is  one  of 
the  complications  of  the  arteriosclerotic 
process  in  the  diabetic.  In  this  group  the 
diabetes  itself  is  not  too  important,  but  the 
arteriosclerosis  which  it  has  promoted  is 
of  the  utmost  importance.  Amputations, 
when  gangrene  occurs,  must  necessarily  be 
carried  out  at  a level  above  the  knee.  The 
fact  that  the  operation  is  being  done  on  an 
older  individual  with  arteriosclerosis  of  a 
high  degree  in  the  coronary,  cerebral,  and 
renal  vessels  as  well,  makes  it  a serious 
procedure.  It  is  therefore  an  operation  to 
be  circumvented,  if  at  all  possible,  and  in 
many  instances  emphasis  on  the  proper 
hygiene  of  the  feet  suffices.  This  same  sim- 
ple approach  is  necessary  in  telling  diabetics 
to  avoid  poorly  fitted  shoes.  They  should 
never  wear  socks  or  stockings  which  have 
been  repaired  in  such  a fashion,  that  for 
the  sake  of  appearance,  the  repair  has  been 
done  on  the  inside  aspect  of  the  stocking,  a 
rough,  abrading  suture  line  having  been 
created.  Diabetics  should  never  use  caustic 
solutions,  such  as  iodine  in  the  treatment 
of  abrasions  of  the  feet.  Trichophytosis,  a 
simple  disease  in  an  individual  with  good 
circulation,  may  become  a major  disorder  in 
a diabetic  with  impaired  circulation.  The 
wearing  of  tight  garters  should  be  forbid- 
den, and  the  careless,  so-called  collegiate  dis- 
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regard  for  appearance  of  the  socks  is  to  be 
encouraged.  Often  the  simple  procedure  of 
lubricating  the  skin  of  the  feet  at  night 
with  vaseline  may  prevent  the  cracking  of 
the  skin  with  the  creation  of  opportunities 
of  infection. 

To  obtain  the  best  result  in  the  care  of 
a diabetic  it  is  necessary  that  the  patient 
have  complete  trust  in  the  medical  attend- 
ant’s ability  to  look  after  him.  This  is  more 
apt  to  result,  if  the  doctor  has  a good  idea 
of  food  values  and  can  discuss  food  substi- 
tutes with  the  patient.  I do  not  feel  that 
the  average  medical  man  need  know  the 
details  of  dietary  calculation  to  the  first 
decimal  place.  A few  fundamentals  can  be 
easily  remembered.  Two  tablespoons  of  a 
vegetable  equal  one  hundred  grams.  Each 
one  hundred  grams  of  a vegetable  contrib- 
utes one  gram  of  protein  and  the  amount  of 
carbohydrate  in  keeping  with  its  percentage 
content.  The  leafy  vegetables  growing 
above  the  ground  contain,  as  a rule,  five 
grams  of  carbohydrate  per  one  hundred 
grams  of  vegetable,  that  is,  they  are  a five 
per  cent  vegetable.  Those  growing  beneath 
the  earth  are  usually  a ten  per  cent  vegeta- 
ble. Irish  potatoes,  rice,  corn,  dried  beans, 
spaghetti,  and  macaroni  yield  twenty  per 
cent  carbohydrate.  It  is  easy  enough  to 
remember  the  number  thirteen — each  strip 
of  bacon  yields  one  gram  of  protein  and 
three  grams  of  fat.  The  number  606  re- 
minds us  that  an  egg  contains  six  grams  of 
protein,  no  carbohydrate,  and  six  grams  of 
fat.  The  number  315  indicates  a slice  of 
bread  yielding  three  grams  of  protein  and 
fifteen  grams  of  carbohydrate.  Three-four- 
five  is  the  content  of  milk — three  per  cent 
protein,  four  per  cent  fat,  and  five  per  cent 
carbohydrate.  With  these  few  facts  one 
can  sit  down  and  understand  a diet  well 
enough  to  direct  the  conversation  with  a 
thoroughly  trained  dietitian.  Otherwise, 
the  physician  may  indeed  be  put  in  the  role 
of  being  in  the  back  seat  in  a conversation. 
When  this  happens,  the  patient  is  quick  to 
sense  the  inferior  information  and  may  soon 
lose  confidence  in  the  medical  adviser. 

All  diabetics  should  be  tried  on  a diet 
alone  except  for  the  following  exceptions : 
insulin  will  be  necessary,  in  addition  to  a 
restricted  diet,  for  all  diabetics  under  the 


age  of  twenty;  for  all  diabetics  in  acidosis; 
for  diabetics  with  pyogenic  complications; 
for  all  diabetics  who  are  not  properly  con- 
trolled by  diet  alone.  Control  by  diet  de- 
mands that  the  following  requirements  be 
met:  (1)  the  urine  must  be  kept  free  of 
sugar ; (2)  the  patient’s  weight  must  be  kept 
at  a satisfactory  level;  (3)  enough  caloric 
energy  must  be  furnished  to  permit  the 
patient  to  have  muscular  energy  enough  to 
do  his  required  tasks;  (4)  the  appetite  must 
be  satisfied.  The  last  requirement  is  of  the 
least  importance — substitution  of  bulky, 
low-carbohydrate-containing  vegetables  and 
reorganization  of  eating  habits  usually  suf- 
fice. If  the  other  requirements  are  not 
fulfilled,  then  insulin  must  be  given  in  addi- 
tion to  the  diet.  It  must  be  remembered 
that  it  takes  the  average  patient  at  least  a 
month  to  get  accustomed  to  a diet.  Accord- 
ingly, insulin  should  not  be  resorted  to  too 
soon,  unless  some  of  the  above-mentioned 
indications  exist. 

Food  fads.  There  still  exists  in  the  minds 
of  the  laity  many  incorrect  ideas  about 
foods.  At  times  the  practitioner  of  medi- 
cine is  sorely  tried  to  convince  the  individ- 
ual that  there  is  no  truth  in  what  they  have 
read  in  the  newspaper  or  heard  over  the 
back  fence.  Two  of  the  most  commonly 
heard  theories  are  the  benign  reputations 
of  honey  and  milk.  Honey  is  purported  to 
be  a naturally  occurring  sugar,  a product 
of  flowers  and  bees,  and  not  to  be  feared  by 
the  diabetic.  As  a matter  of  fact,  a table- 
spoon of  honey  (weight,  twenty  grams) 
contains  sixteen  grams  of  carbohydrate  or 
fructose;  by  comparison,  a tablespoon  of 
white  granulated  sugar  (fifteen  grams)  con- 
tains fifteen  grams  of  carbohydrate  and  a 
tablespoon  of  glucose  (ten  grams)  contains 
eight  grams  of  carbohydrate.  As  regards 
milk,  sweet  or  buttermilk,  it  contains  five 
per  cent  carbohydrate.  Accordingly,  in  each 
quart  there  are  fifty  grams  or  approximate- 
ly four  tablespoonfuls  of  sugar.  In  contrast, 
only  one  hundred  cubic  centimeters  of  con- 
densed milk  contains  fifty  grams  of  glucose. 
The  idea  that  diabetic  breads  permit  the 
diabetic  to  take  without  restriction  the  ar- 
ticle of  food,  as  a rule,  so  keenly  missed,  is 
also  completely  erroneous.  These  breads  are 
made  of  “diabetic”  gluten  flour  which  con- 
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tains  about  forty-seven  per  cent  carbohy- 
drate and  forty-one  per  cent  protein.  The 
label  on  ordinary  white  flour  will  indicate 
a protein  content  of  approximately  twelve 
per  cent  and  a carbohydrate  content  of  sev- 
enty-four per  cent.  When  we  realize  that 
about  sixty  per  cent  of  protein  is  converted 
to  glucose,  then  the  gluten  flour  glucose 
content  is  not  forty-seven  per  cent,  but  from 
seventy  to  seventy-five  per  cent.  Therefore, 
the  ultimate  glucose  content  of  either  type 
of  flour  is  essentially  the  same.  Although 
soybean  flour  has  a net  glucose  value  of  only 
forty  per  cent,  the  palatability  of  the  prod- 
uct makes  questionable  the  reward  being 
worthy  of  the  effort.  A slice  of  gluten 
bread  contains  a net  glucose  content  of  sev- 
enteen grams,  a slice  of  white  bread  six- 
teen and  seven-tenths  grams.  One  may 
indeed  summarize  by  saying  there  is  no 
advantage  to  be  gained  by  eating  the  so- 
called  diabetic  breads.  Of  course,  whole 
wheat  bread  has  the  same  protein  and  car- 
bohydrate value,  although  its  vitamin  B 
content  is  greater.  The  toasting  of  bread 
reduces  its  water  content  but  not  the  glucose 
value. 

I have  read  newspaper  notes  about  var- 
ious weeds  or  herbs  which  either  had  good 
food  value  but  little  carbohydrate  content 
and  claims  that  some  herbs  had  an  insulin- 
like action.  However,  as  yet  there  is  very 
little  that  the  diabetic  can  eat  without  re- 
straint. 

The  important  concept  that  the  diabetic 
and  his  medical  attendant  must  have  is  that 
there  is  an  unrelenting  vigilance  which  is 
the  price  to  be  paid  for  freedom  from  the 
complications  of  diabetes.  There  are  many 
instances  where  diabetes  occurs  in  a physi- 
cian, and  here  one  usually  sees  a diabetic 
regulated  to  practical  perfection.  This  is 
an  example  of  a doctor  being  on  duty  twen- 
ty-four hours  each  day  with  a diabetic.  Or- 
dinarily the  physician  and  the  diabetic  see 
each  other  infrequently.  It  is,  accordingly, 
a necessity  that  the  doctor  teach  the  diabetic 


how  to  manage  his  disease  on  a twenty-four- 
hour  basis.  The  diabetic  must  know  food 
values  to  the  extent  that  he  can  go  into  a 
cafeteria  and  select  his  meal  correctly.  He 
must  know  how  to  test  his  urine  for  sugar. 
He  must  become  an  expert  with  a hypoder- 
mic if  he  takes  insulin.  He  must  be  well 
versed  in  the  symptoms  of  acidosis  and 
know  how,  in  the  event  of  this  complication, 
to  alter  his  diet  to  a lower  caloric,  relatively 
fat-free,  type  and  increase  his  insulin,  and 
force  fluids  until  his  urine  glucose  and  ace- 
tone content  is  controlled.  At  the  same 
time  he  is  so  managed  that  the  patient  does 
not  replace  the  physician,  but  counsels  with 
him  frequently  during  emergencies. 

Of  equal  importance  is  the  detection  of 
hypoglycemia.  The  catastrophes  of  hypo- 
glycemia are  of  greatest  importance  in  that 
they  are  more  apt  to  affect  the  people  com- 
ing into  contact  with  the  diabetic,  rather 
than  the  diabetic  himself,  as  is  usually  the 
case  in  the  respect  to  acidosis.  A diabetic 
who  suffers  hypoglycemia  becomes  dulled 
mentally  and  physically.  His  judgment  and 
coordination  are  very  poor.  If  he  should  be 
driving  a car,  or  a locomotive,  or  a motor- 
cycle, there  are  great  possibilities  of  harm 
befalling  the  proverbial  innocent  bystander. 
If  a diabetic  has  once  experienced  hypogly- 
cemia, he  should  be  forever  alerted  to  the 
early  recognition  and  treatment  of  this  con- 
dition. A lump  of  sugar,  a piece  of  candy, 
a small  amount  of  orange  juice,  or  a carbo- 
nated drink,  and  the  diabetic  within  a few 
minutes  is  able  to  master  the  situation,  and 
no  harm  befalls  him  or  his  environment. 

I have  selected  for  discussion  a few  points 
of  fundamental  importance  in  the  care  of 
the  diabetic.  There  are,  undoubtedly,  many 
practical  ideas  which  have  occurred  to  you 
as  I have  been  speaking.  The  chief  purpose 
of  this  paper  is  not  to  discuss  all  the  prob- 
lems, but  to  encourage  attention  to  the  care 
of  these  patients,  so  hampered  by  this 
metabolic  disorder. 
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RADIUM  IN  POSTNASAL  LYMPHOID  HYPERPLASIA  AND  INFECTIONS* 

H.  B.  DAMRON,  M.D.,  Elizabethton 


The  use  of  irradiation  in  the  removal  of 
postnasal  lymphoid  tissue  is  not  new,  Crowe 
and  Burnham  at  Johns  Hopkins  having  es- 
tablished the  rationale  of  such  treatment  as 
much  as  20  years  ago.  I,  therefore,  do  not 
attempt  to  present  a new  technic,  but  more 
do  I desire  to  crystalize  some  aspects  of 
clinical  significance  in  the  much-neglected 
postnasal  space. 

This  area  is  a definite  anatomical  entity 
and  is  not  just  a space  connecting  other 
anatomical  regions.  It  has  a floor,  formed 
by  the  soft  palate,  a roof,  formed  by  the 
basalar  process  of  the  sphenoid  bone,  curv- 
ing downward  and  backward,  forming  the 
posterior  wall,  containing  the  pharyngeal 
tonsil  and  the  two  lateral  walls  which  con- 
tain the  orifices  of  the  eustachian  tubes,  the 
eustachian  eminences  and  the  fossa  of  Ros- 
enmuller.  Superiorly  and  anteriorly  the 
space  communicates  with  the  nasal  cavities 
and  interiorly  with  the  oral  pharynx. 

Having  established  its  anatomical  rela- 
tionship, we  can  easily  visualize  the  clinical 
importance  of  this  area  in  relation  to  deaf- 
ness, chronic  and  acute  otitis  media,  sinus- 
itis and  inflammatory  conditions  of  the 
pharynx,  larynx  and  tracheo-bronchi. 

Symptomatology  which  would  direct  our 
attention  to  this  area  and  which  would 
demand  a careful  examination,  including 
the  use  of  the  nasopharyngoscope  and  post- 
nasal mirror,  as  well  as  digital  palpation 
are:  deafness,  chronic  discharging  ear,  post- 
nasal discharge,  dry  and  sore  throat,  feeling 
of  something  in  throat,  sensation  of  nasal 
stuffiness  or  obstruction  to  breathing  as 
well  as  earache,  repeated  and  persistent 
head  colds,  hemoptysis,  unexplained  dry 
hacking  cough,  hoarseness  and  unexplained 
low  grade  fever. 

However,  it  is  not  my  idea  to  discuss  the 
treatment  and  management  of  all  patho- 
logical conditions  of  this  area,  but  to  em- 
phasize the  value  of  radiation  in  the  re- 
moval of  hypertrophied  lymphoid  tissue. 


*Read  before  the  Academy  of  Ophthalmology 
and  Otolaryngology,  Chattanooga,  April  11,  1949. 


In  those  patients  with  obstruction-type 
loss  of  hearing,  chronic  or  recurrent  drain- 
ing ear  and  persistent  or  recurrent  lateral 
pharyngitis,  masses  of  hypertrophied  lym- 
phoid tissue  will  be  found  with  the  naso- 
pharyngoscope, particularly  on  the  lateral 
wall,  involving  or  overhanging  the  eusta- 
chian eminences  and  very  frequently  within 
the  orifice  of  the  eustachian  tubes;  exami- 
nation of  the  drums  will  show  some  retrac- 
tion, especially  over  Schrapnel’s  membrane 
and  a dull,  lustreless  appearance  and  at 
times,  peripheral  injection  of  the  drums. 
Hearing  loss  of  high  tones  and  speech 
frequencies  will  be  found  with  the  audiom- 
eter. In  this  type  obstruction,  deafness 
high  tones  will  most  frequently  be  first 
affected.  Removal  of  the  tonsils  and  ade- 
noids has  usually  been  done,  if  not,  should 
be  done  before  proceeding  further,  but 
we  know  that  lymphoid  tissue  around  and 
in  the  eustachian  orifices  cannot  be  removed 
surgically  and  that  an  attempt  with  the 
curette  or  punch  will  result  in  scarring  and 
contraction  in  Rosenmuller’s  Fossa  and 
permanent  obstruction  of  the  eustachian 
tubes  resulting.  Therefore,  in  those  cases 
of  obstruction-type  deafness,  recurrent 
otitis  media,  repeated  colds  and  cough  that 
persist  following  tonsillectomy  and  adenoid- 
ectomy,  the  use  of  radiation  greatly  benefits 
and  in  most  cases  effects  a cure. 


Fig.  1 

Lymphoid  tissue  is  very  radiosensitive, 
the  cells  of  regenerative  organs  being  the 
only  more  sensitive  in  the  body.  According 
to  Crowe  and  Proctor  the  rays  act  on  the 
germinal  centers  of  the  cells,  thereby  inhib- 
iting mitosis  and  preventing  further  func- 
tion and  growth  of  new  lymphocytes  to  re- 
place those  destroyed.  By  this  destructive 
process  recurrence  does  not  occur  because 
the  radiated  tissue  shrinks  and  disappears. 
Due  to  this  extreme  sensitivity  the  dosage 
required  does  not  injure  the  normal  mucous 
membrane  and  surrounding  tissue.  Of 
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course,  a word  of  caution  must  be  thrown 
in  at  this  point.  The  repeated  use  of  radium 
in  those  cases  that  do  not  respond  well,  with 
the  hope  that  more  and  more  radiation  will 
eventually  correct  the  condition,  will  result 
in  atrophic  pharyngitis  with  the  disagree- 
able dryness,  crusting,  foul  breath,  etc. 

Either  radon  gas  or  radium  salt  may  be 
used  with  equal  results;  the  method  and 
technic  now  most  frequently  used  is  the  50 
mgm.  radium  sulfate  applicator  in  Monel 
metal  capsule,  designed  by  Crowe  and 
Burnham,  which  is  15  mm.  long,  1.7  mm.  in- 
side diameter  and  with  .3  mm.  wall  which 
is  sufficient  to  absorb  the  caustic  rays  and 
permit  the  proper  filtration  of  the  thera- 
peutic Beta  and  Gamma  rays.  Three  ap- 
plications at  2 weeks  intervals  of  12  minutes 
each  are  usually  sufficient.  Previously  we 
were  using  7.5  minutes  at  4 weeks  intervals, 
but  since  increasing  the  dose  and  shortening 
the  interval  as  advised  by  Crowe  in  October, 
1947,  we  have  seen  a'  marked  increase  in 
therapeutic  effect  and  have  had  no  unusual 
reactions,  nor  have  I noted  any  in  the  liter- 
ature. This  increase  in  time  of  application 
was  recommended  by  Dr.  Crowe  following 
calculation  of  the  Beta  ray  output  of  the 
Army  applicator  by  Dr.  Bernard  T.  Felt, 
Associate  Professor  of  Physics  at  the 
Massachusetts  Institute  of  Technology  who 
did  both  theoretical  and  experimental  work 
in  connection  with  the  construction  of  the 
atomic  bomb.  After  those  calculations  Dr. 
Burnham  confirmed  by  electroscopic  and 
clinical  tests  the  safety  of  increasing  the 
time  of  each  treatment  to  12  minutes.  How- 
ever, Crowe  does  advise  that  if  a reaction 
occurs  following  the  first  treatment  an  in- 
terval of  3 weeks  occur  between  the  first 
and  second  and  the  second  and  third  treat- 
ments. It  is  not  likely  that  an  appreciable 
reaction  will  occur  unless  the  first  treat- 
ment is  given  during  an  acute  nasopharyn- 
gitis. 

The  technic  used  is  relatively  simple,  but 
extreme  care  should  be  used  in  handling  the 
applicator;  rubber  gloves  should  be  worn; 
the  capsule  containing  the  radium  sulfate 
should  not  be  touched  with  the  fingers  and 
no  time  should  be  lost  after  removing  the 
applicator  from  its  lead  container.  A time 


Fig.  2 

clock  is  set  when  the  applicator  is  in  place 
and  secured  with  adhesive  tape,  then  all 
office  personnel  rapidly  withdraw  to  a 
distance  of  10  feet  or  more  as  distance  is 
the  best  protection  for  personnel  who  fre- 
quently handle  radium. 

Before  applying  the  applicator,  the  nose 
is  anesthetized  by  using  either  a spray  or 
a tampon  saturated  with  2%  pontocaine  and 
the  applicator  is  passed  along  the  floor  of 
the  nose,  using  the  nasopharyngoscope 
through  the  opposite  side  to  properly  place 
the  capsule,  the  side  and  not  the  end  should 
be  over  the  lymphoid  tissue  to  be  eradi- 
cated. The  patient  should  be  lying  com- 
fortably on  a cot.  Application  should  not 
be  made  during  an  acute  cold  as  edema  and 
an  inflammatory  reaction  may  result  and 
possibly  an  acute  otitis  media. 

I have  been  using  this  technic  for  three 
years  and  would  like  to  summarize  briefly 
my  own  experiences  with  the  use  of  radium 
in  the  nasopharynx.  Although  there  have 
been  some  disappointments  which  I at- 
tribute to  faulty  selection  of  cases,  combined 
with  lack  of  cooperation,  the  clinical  re- 
sponse has  been  excellent  in  most  cases. 

Postnasal  discharge  has  disappeared 
along  with  the  persistent,  hacking  cough. 

Many  cases  of  frequent  and  persistent 
colds  have  been  symptom  free  for  periods 
of  up  to  3 years.  Appreciable  improvement 
in  hearing  in  most  cases,  checked  with  the 
audiogram  as  well  as  clinical  improvement. 
And  a large  number  of  chronic  discharging 
ears  have  been  dried  up  with  this  method 
of  treatment,  the  explanation  being  that 
the  source  of  the  infection  has  been  re- 
moved. 

Radiation  therapy  has  its  limitations.  It 
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is  not  used  to  remove  the  large  central  mass 
of  adenoids  although  in  a few  cases  I have 
used  it  as  a palliative  measure  to  shrink 
these  large  masses  and  reduce  obstruction 
of  breathing  and  persistent  colds  sufficient- 
ly to  carry  the  child  through  the  school 
year  and  thus  postpone  the  tonsillectomy 
and  adenoidectomy  until  summer.  Neither 
is  it  advocated  as  a cure-all  for  defective 
hearing,  but  it  is  a means  of  preventing 
deafness  and  we  usually  see  an  improve- 
ment in  hearing  following  the  eradication 
of  eustachian  lymphoid  tissue,  particularly 
in  children. 

I would  like  to  give  you  some  very  brief 
case  histories,  showing  results  obtained  in 
some  of  the  above-mentioned  conditions. 
These  are  typical  cases  and  are  selected 
because  they  have  been  observed  more  than 
2 years. 

12-31-46.  T.  P.,  male,  age  12.  History 
of  persistent  colds  for  more  than  a year 
with  profuse  purulent  nasal  discharge  and 
recurrent  otitis  media.  Tonsils  out  in  early 
childhood.  Adenoids  removed  twice.  Ex- 
amination revealed  large  amount  of  post- 
nasal lymphoid  tissue,  laterally;  acute 
maxillary  sinusitis,  right.  Three  applica- 
tions of  radium  and  surgical  adenoidectomy 


was  performed.  The  patient  is  completely 
symptom  free  and  for  2 years  has  been  able 
to  engage  in  all  activities  necessary  in  mili- 
tary school. 

6-1-46.  J.  H.,  female,  age  7.  First  seen 
in  May,  1946.  History  of  discharging  ears 
since  1941  with  marked  loss  of  hearing. 
Impossible  to  hear  normal  conversation  or 
moderately  loud  conversation.  Audiogram 
shows  average  of  80  decibel  loss  for  all  tones 
bilaterally.  Profuse  purulent  discharge, 
bilateral,  both  drums  gone.  Large  amount 
lymphoid  tissue  in  Rosenmuller’s  fossae  and 
within  eustachian  orifice.  Four  applica- 
tions of  radium,  minutes  at  30  day  in- 
tervals were  given.  Postnasal  pharynx  now 
clear.  No  discharge  since  January,  1947. 
Hearing  now  improved  from  loss  of  80 
decibels  to  present  loss  of  30  decibels. 

12-11-47.  Mrs.  R.  C.  B.,  female,  age  43 — 
wife  of  a physician.  Complained  of  persis- 
tent colds  and  recurrent  sore  throat  for  past 
10  years.  Has  low  grade  fever  which  per- 
sists for  several  weeks  with  each  cold.  Does 
not  feel  well.  Examination  of  head  entirely 
negative  except  for  hypertrophied  postnasal 
lymphoid  tissue  and  lateral  pharyngitis. 
First  radium  treatment  December  11,  1947, 
12  minutes.  Repeated  twice.  Recent  ex- 
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amination  reveals  complete  disappearance 
of  lymphoid  tissue.  There  has  been  no  re- 
currence of  the  colds  or  sore  throat  during 
past  2 winters. 

7-13-46.  M.  G.,  female,  age  22.  History 
of  chronic  discharge,  right  ear  for  12  years 
with  offensive  odor.  First  seen  July  1946, 
infected  postnasal  lymphoid  tissue  found. 
Radium  therapy  begun.  After  3 applica- 
tions ear  was  dry.  Check-up  visit  Septem- 
ber 14,  1946.  Last  seen  April  23,  1947  at 
which  time  still  no  discharge  or  odor  was 
present.  Perforation  persists. 

2-20-46.  R.  A.,  male,  age  25.  First  seen 
February,  1946.  History  of  postnasal  drip, 
recurrent  hoarseness  and  paroxysms  of 
coughing  in  the  morning  resulting  in  vomit- 
ing. Although  existing  for  longer  time, 
these  symptoms  have  been  severe  for  5 
years.  Much  treated  during  that  period 
without  relief.  Examination  reveals  in- 
fection, lateral  lymphoid  tissue,  postnasally, 
with  constant  purulent  discharge.  Follow- 
ing 3 applications  of  radium  patient  was 
completely  symptom  free  on  check-up  visit 
July  12,  1946.  Postnasal  pharynx  was 
clear.  Repeated  check-up  during  past  3 
years.  No  return  of  any  previous  symp- 
toms. 
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DISCUSSION 

H.  E.  CHRISTEN  BERRY,  JR.,  M.D.  (Knoxville): 

Dr.  Damron  has  brought  us  up  to  date  on  a 
most  interesting  subject.  I feel  that  the  naso- 
pharynx is  the  “hot  spot”  or  most  neglected  area 
in  the  practice  of  Ear,  Nose,  and  Throat.  The 
Monel  Radium  applicator  has  given  us  the  most 
effective  therapeutic  weapon  in  treating  the  for- 
gotten area  that  has  been  produced  in  the  last 
20  years. 

I have  used  the  applicator  for  the  past  two 
years  and  have  been  very  gratified  with  the  results. 
It  is  not  a “cure  all”  but  in  selected  cases  will  do 
an  excellent  job  in  both  the  opinion  of  the  patient 
and  the  physician. 

I’ve  checked  my  records  on  the  last  hundred 
cases  that  I have  used  the  therapy  on  and  the 
results  are  as  follows: 

1.  Chronic  hypertrophic  naso-pharyngitis — 9 
cases — Results  good 

2.  Secondary  adenoids  who  refused  to  undergo 
second  operation — 7 cases — Results  good 

3.  Chronic  Catarrhal  Otitis  Media — 57  cases — 
Results  good  to  excellent 

4.  Otosclerosis — 8 cases — Results  only  fair 

5.  Polypoid  sinusitis — 3 cases — Results  good 

6.  Tinnitus — 10  cases — Results  fairly  good 

7.  Purulent  Otitis  Media — 6 cases — Results  good 

My  technique  is  a little  different  from  that  of 

Dr.  Damron.  I insert  the  applicator  in  each  side 
for  15  minutes  with  a time  interval  of  3 weeks 
between  each  treatment.  I have  discontinued  the 
use  of  rubber  gloves  after  talking  with  different 
radiologists,  who  advised  me  that  they  afforded 
little  or  no  protection.  However,  I have  the 
patient  in  position,  clock  set,  and  everything  in 
readiness  before  I remove  the  applicator  from  its 
protecting  3 inch  lead  container.  Distance  is  the 
safest  protection.  I wish  to  reemphasize  that  irra- 
diation of  the  nasopharynx  with  the  radium  appli- 
cator is  no  panacea,  but  in  selected  cases  it  is  an 
invaluable  therapeutic  measure.  Anyone  who  has 
had  a series  of  common  cold  infections  knows  that 
they  do  not  always  begin  in  the  nasopharynx. 
Sometimes  the  virus  gains  entrance  through  the 
nasal  mucosa,  extending  posteriorly,  or  just  below 
the  larynx  in  the  trachea,  especially  in  heavy 
smokers,  spreading  upward  through  the  air  pas- 
sage and  thus  prepares  the  way  for  secondary 
bacterial  invasion.  There  is  abundant  evidence, 
however,  that  the  more  severe  types,  with  compli- 
cations, begin  in  the  nasopharynx.  The  acute 
symptoms  can  be  controlled  with  the  anti-bacterial 
drugs,  but  to  prevent  permanent  injury  to  the  ear, 
and  sinus  mucosa,  hyperplastic  nodules  of  lymphoid 
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tissue  in  the  fossa  of  Rosenmuller,  in  the  choanae, 
on  the  posterior  and  lateral  surfaces  of  the  vomer, 
and  in  and  around  the  orifice  of  the  eustachian 
tubes  must  be  searched  for  and  irradiated — not 
excessively,  but  enough  to  keep  them  small  and 
as  free  as  possible  from  infection. 

In  closing  I would  like  to  ask  Dr.  Damron  his 
technique  on  very  young  patients  who  will  not 
allow  the  applicator  placed  and  if  he  ever  uses 
it  immediately  following  an  adenoidectomy.  I 
enjoyed  the  paper  very  much  and  would  like  to 
congratulate  Dr.  Damron  on  its  presentation. 
Thank  you. 

W.  E.  SCRIBNER,  M.D.  (Kingsport):  Dr. 

Damron  has  given  a thorough  presentation 
of  an  interesting  and  necessary  procedure  in  our 
therapeutic  armamentarium.  Although  a Radiolo- 
gist, I appreciate  this  opportunity  to  discuss  the 
subject,  “pinch  hitting”  for  Dr.  J.  S.  Vermillion 
of  Kingsport,  who  could  not  attend  your  meeting. 

Dr.  Vermillion  and  I have  been  using  Radium 
and  Roentgentherapy  in  cases  of  lymphoid  hyper- 
plasia for  almost  three  years  and  in  the  past  two 
years  have  treated  66  patients,  about  half  of 
these  with  the  radium  applicator  as  described  by 
Dr.  Damron.  We  have  been  well  satisfied  with  re- 
sults in  practically  all  of  our  patients,  without 
untoward  results  in  any  case.  The  kind  of  irradi- 
ation given  has  depended  on  the  recommendation 
of  the  Otolaryngologist,  and  my  remarks  today 
are  based  chiefly  on  my  Radiological  experience, 
rather  than  personal  nasopharyngeal  examina- 
tions. I wish  only  to  stress  several  points  and 
add  one  suggestion  to  Dr.  Damron’s  excellent 
presentation. 

First,  one  must  be  very  accurate  in  positioning 
the  radium  applicator.  A given  quantity  of 
radium  delivering  a dosage  of  100  r/hr  over  an 
area  of  0.5  cm.  radius,  will  deliver  at  1.0  cm.  dis- 
tance only  one-fourth  of  100  r/hr,  or  25  r/hr.  The 
tissue  perimeter  2.0  cm.  from  the  applicator  will 
receive  one-sixteenth  of  100  r/hr,  or  6.6  r/hr. 
It  therefore  is  obvious  that  one  centimeter  error 
in  placing  the  applicator  will  deliver  only  approx- 
imately 25%  of  the  dosage  required  to  the  tissue 
involved.  Also,  because  of  this  small  area  of 
radium  effectiveness,  we  limit  radium  in  our  cases 
to  those  showing  eustachian  canal  troubles,  with 


associated  ear  problems.  Those  patients  with 
more  extensive  hyperplasia  in  the  naso-  and  oro- 
pharynx are  treated  with  roentgentherapy  alone, 
or  roentgentherapy  combined  with  radium,  de- 
pending on  the  findings  of  the  Otolaryngologist. 
Those  patients  requiring  additional  radium  may 
safely  have  the  series  repeated  once,  after  an 
interval  of  90  days. 

Finally,  I wish  to  stress  the  dangers  of  handling 
the  radium  applicator  day  after  day.  Surgeon’s 
rubber  gloves  filter  about  75%  of  the  soft  Beta 
rays  and  should  be  worn  at  all  times  the  applicator 
is  being  used.  The  radium  bearing  end  of  the 
applicator  should  never  be  touched  or  brought 
near  the  fingers. 

CLOSING 

DR.  DAMRON : Certainly  the  handling  of  ra- 

dium is  not  without  some  element  of  danger,  par- 
ticularly to  the  one  using  it  and  I want  to  thank  Dr. 
Scribner  for  his  timely  caution  in  handling  the 
applicator.  However,  from  the  standpoint  of  the 
patient,  I believe  it  to  be  a safe  and  useful  proce- 
dure. Since  preparing  this  paper,  I have  recently 
seen  a summary  of  Dr.  Crowe’s  24-years  experience 
published  in  the  Johns  Hopkins  Bulletin  and  take 
the  liberty  of  quoting  one  paragraph  in  his  sum- 
mary. “Irradiation  of  adenoid  tissue  has  now  been 
used  for  24  years  and  many  thousands  of  patients 
have  been  treated.  In  all  this  time  not  a single 
burn  or  other  complication  due  to  the  use  of  radium 
has  been  observed.” 

I also  want  to  thank  Dr.  Scribner  for  his  empha- 
sis on  positioning  the  applicator.  This  is  most 
important  and  I think  usually  should  be  done  with 
the  aid  of  a nasopharyngoscope  in  the  opposite  side ; 
and  again  I emphasize,  the  side  of  the  tube  and 
not  the  end  should  be  placed  adjacent  to  the 
eustachian  orifices. 

I also  want  to  thank  Dr.  Christenberry  for  his 
excellent  discussion  and  contribution  to  the  use 
of  radiation  in  the  elimination  of  lymphoid  hyper- 
plasia. 

As  to  the  comparative  value  of  X-ray  and  radium, 
may  I add  again  that  they  are  not  substitutes  one 
for  the  other — each  has  its  place,  radium  being 
the  treatment  of  choice  in  the  limited  area  in  and 
around  the  eustachian  orifices. 
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CASE  REPORTS— UNUSUAL  POSTOPERATIVE  COMPLICATIONS* 


FOWLER  HOLLABAUGH,  M.D.,  Nashville 

I wish  to  present  three  cases  of  late  post- 
operative complications  which,  to  me,  were 
unusual.  Anyone  doing  a fair  amount  of 
eye  surgery  will  encounter  the  usual  com- 
plications, many  of  which  could  hardly  be 
blamed  on  the  actual  operation.  Poorly 
done  surgery,  either  due  to  lack  of  skill  on 
the  part  of  the  operator  or  a bad-acting 
patient,  will  naturally  increase  the  likeli- 
hood of  later  complications.  Late  infec- 
tions, secondary  glaucoma,  retinal  separa- 
tions, and  the  like,  will  occur  in  spite  of  a 
well-executed  operation.  The  eye  surgeon 
who  never  encounters  these  is,  in  my  opin- 
ion, like  the  general  surgeon  who  claims  he 
has  never  lost  a patient — he  simply  has  not 
done  much  surgery. 

The  first  case  I would  like  to  report  is 
that  of  a white  female,  age  62,  whom  I first 
saw  eight  years  ago,  complaining  of  fail- 
ure of  vision  in  the  right  eye  of  some 
months’  duration.  A local  optometrist  had 
been  fitting  her  glasses  and,  on  the  last 
examination,  could  not  improve  vision  in 
the  right  eye  to  better  than  20/200.  She 
had  advanced  chronic  simple  glaucoma  with 
cupping  of  the  disc,  marked  field  changes, 
and  a tension  of  38.  The  left  eye  was  nor- 
mal in  every  respect  except  for  more  than 
the  usual  amount  of  vitreous  opacities  in 
a person  of  her  age.  Miotics  reduced  the 
tension  to  mid-twenties,  but  the  field  con- 
tinued to  shrink.  A trephining  was  done 
on  this  eye  without  complications.  Pilo- 
carpine was  used  prophylactically  in  the  left 
eye  at  bedtime  and  repeated  checks  of  vi- 
sion, fields,  and  tension  were  made. 

Approximately  two  and  one-half  years 
after  the  first  operation,  the  tension  in  the 
left  eye  rose  to  32.  The  miotics  were  in- 
creased, but  in  spite  of  this,  in  about  six 
months  a beginning  Bjerrum  scotoma  was 
noted.  Corrected  vision  was  20/20.  An 
operation  was  advised  and  consented  to. 
The  eye  was  trephined  without  complica- 
tions and  recovery  was  uneventful.  On 

*Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  Chattanooga,  April 
11,  1949. 


discharge  from  the  hospital,  seven  days 
following  the  operation,  the  fundus  was  nor- 
mal. One  month  later  corrected  vision  was 
20/20,  and  a moderate-sized  filtering  cica- 
trix had  formed.  Tension  ranged  from  14 
to  18. 

Six  weeks  later  vision  in  this  eye  became 
suddenly  blurred.  There  was  a large  cho- 
roidal detachment  above,  obscuring  the 
macular  region  and  the  disc.  The  patient 
was  put  to  bed,  the  eye  atropinized  and 
bandaged.  No  leakage  at  the  site  of  the 
bleb  could  be  made  out  with  fluorescein.  The 
bleb  was  not  excessively  large.  Repeated 
light  cauterizations  were  done,  assuming 
that  there  must  be  a leakage.  Several  weeks 
later  a conjunctival  flap  was  turned  down 
over  the  area.  In  spite  of  my  efforts,  the 
choroid  never  reattached. 

Choroidal  detachments,  associated  with 
intraocular  operations,  may  be  divided  into 
three  classes: 

1.  Detachment  occurring  at  the  time  of 
operation  and  immediately  after. 

2.  Those  existing  for  some  days  following 
operation. 

3.  Delayed  detachments  occurring 
months,  or  even  years,  later. 

The  first  two  are  usually  flat,  almost  in- 
variably occurring  peripherally  and  in  the 
lower  quadrants.  They  are  quite  common 
and  reattach  spontaneously  within  a short 
period  of  time. 

The  latter  are  apparently  rare.  Verhoeff 
and  Waite,  in  1925,  reported  such  a case. 
Derby,  in  1930,  reported  a case  in  which 
detachment  occurred  eight  months  follow- 
ing trephining  and  reattached  spontaneous- 
ly six  weeks  later.  Elschnig,  in  1931,  wrote 
of  such  cases,  stating  that  the  condition  may 
be  complicated  by  a retinal  separation. 

The  second  case  I wish  to  report  is  that 
of  a white  male,  age  41,  whom  I first  saw 
in  April  of  1948.  He  had  bilateral  nuclear 
cataracts  with  vision  reduced  to  20/400  in 
the  right  eye  and  20/80  in  the  left.  As  his 
opacities  were  mostly  central,  bright  light 
almost  blinded  him.  He  was  unable  to 
continue  with  his  work. 
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On  July  29,  1948,  a combined  extraction 
was  done  on  the  right  eye.  I had  planned 
to  do  an  intracapsular  operation,  due  to 
the  immaturity  of  the  lens,  but  changed  my 
mind  when  the  operation  was  begun.  I 
don’t  know  whether  everyone  has  the  diffi- 
culty with  young  cataract  patients  that  I 
do,  but  mine  seem  to  all  act  pretty  terribly. 
This  man  was  no  exception — he  was  shak- 
ing, in  a cold  sweat,  and  threatening  to 
vomit  at  any  minute.  I knew,  under  the 
circumstances,  I would  surely  rupture  the 
capsule,  lose  vitreous,  or  probably  both,  so 
did  an  extracapsular  extraction.  There 
were  no  operative  complications.  The  an- 
terior chamber  had  reformed  forty-eight 
hours  after  the  operation.  Incidentally,  we 
went  through  the  same  procedure  at  each 
dressing — the  shaking,  the  cold  sweat,  and 
the  threat  of  vomiting.  There  was  consid- 
erable cortex  remaining,  but  within  four 
weeks  the  pupillary  space  was  clear.  Six 
weeks  following  the  operation  his  corrected 
vision  was  20/25  and  Jaeger  No.  1. 

In  January,  1949,  he  called  me  one  morn- 
ing, stating  that  his  vision  was  blurred. 
The  night  before  he  had  been  able  to  read 
small  print.  On  examination  the  eye  was 
slightly  congested.  The  anterior  chamber 
was  entirely  flat  and  a piece  of  capsular 
remains  was  directly  in  the  center  of  the 
pupillary  opening.  This  had  formerly  been 
above  with  no  obstruction  of  vision.  The 
tension  was  too  low  to  record  with  a tonom- 
eter, the  pressure  of  the  lids  even  distorting 
the  globe. 

The  fundus  appeared  normal  though  poor- 
ly seen.  No  leakage  could  be  made  out  at 
the  site  of  the  incision,  although  this  surely 
must  have  been  the  case.  On  bed  rest, 
atropine,  and  a snug  bandage,  the  anterior 
chamber  reformed  in  thirty-six  hours.  The 
capsular  remnant  remained  in  the  pupillary 
area. 

It  is  hard  to  conceive  of  a wound  leaking 
in  January  when  the  operation  was  done  in 
July.  It  is  also  hard  to  understand  why 
the  shift  in  position  of  the  secondary  mem- 
brane. It  is  understandable  how  a mem- 
brane could  be  in  a relatively  different  po- 
sition when  the  aqueous  had  escaped,  but  I 
can  hardly  see  why  it  did  not  assume  its 


original  position  after  the  chamber  had 
reformed. 

Leakage  of  the  wound  after  cataract  ex- 
tractions is  not  too  rare,  usually  due  to  a 
fragment  of  capsule,  or  cortex  in  the  wound, 
or  to  sutures  causing  bad  apposition  of  the 
lips  of  the  wound.  In  this  particular  case 
the  anterior  chamber  was  reformed  within 
forty-eight  hours  after  the  operation,  and 
the  wound  started  to  leak  six  months  later 
with  spontaneous  closure  within  thirty-six 
hours. 

A needling  has  since  been  done  with  sat- 
isfactory results. 

My  third  case  is  a white  male,  age  52, 
whom  I first  examined  on  September  29, 
1948.  He  gave  a history  of  having  had  a 
bilateral  trephining  for  chronic  glaucoma 
in  1940.  The  tension  was  evidently  con- 
trolled as  he  stated  that  he  had  had  ex- 
cellent vision  since.  Vision  in  the  right  eye 
was  always  poorer  than  the  left,  and  he 
was  told  at  the  time  of  the  operation  that 
the  right  eye  would  never  be  strong. 

For  the  past  year  he  had  noted  a swelling 
under  the  right  upper  lid.  This  had  grad- 
ually increased  until  it  had  attained  a size 
sufficient  to  interfere  with  the  function  of 
the  lid.  The  eye  became  red  and  painful. 

On  examination  the  right  eye  showed  a 
smooth-surfaced,  transparent  elevation,  at 
the  site  of  the  trephine  opening,  a good 
centimeter  in  diameter  and  possibly  slightly 
less  elevated.  The  wall  was  pigmented  and 
the  mass  transluminated  clearly.  The  con- 
junctiva covering  the  area  appeared  to  be 
normal  conjunctiva.  The  area  nearest  the 
limbus  had  the  appearance  of  the  usual  fil- 
tering scar  seen  after  successful  trephining. 
I believe  this  can  be  made  out  in  the  photo- 
graph. Vision  w'as  reduced  to  finger  count- 
ing. The  disc  was  deeply  cupped.  The 
tension  was  within  normal  limits. 

On  October  5,  1948,  the  cyst  was  excised. 
An  incision  was  made  through  the  conjunc- 
tiva adjacent  to  the  mass,  and  the  conjunc- 
tiva was  dissected  free  over  the  temporal 
half.  There  seemed  to  be  a definite  line  of 
cleavage.  As  the  conjunctiva  was  so  thin, 
it  was  thought  of  no  value  to  attempt  to 
save  it.  The  cyst  was  punctured  and  a 
clear  fluid  escaped.  The  entire  wall  was 
excised.  The  scleral  opening  was  oval, 
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approximately  seven  by  eight  millimeters, 
and  the  edges  were  clear-cut.  A full  thick- 
ness conjunctival  flap  was  dissected  from 
above  and  sutured  so  as  to  cover  the  scleral 
defect  as  well  as  possible.  The  eye  made 
an  uneventful  recovery.  The  patient  has 
been  seen  several  times  since,  and  the  eye 
has  remained  quiet  and  comfortable.  There 
is  a moderate-sized  conjunctival  bleb  slight- 
ly larger  than  the  usual  trephine  bleb. 


Microscopic  examination  showed  this  to 
be  a cyst,  probably  arising  from  iris  tissue. 

The  occurrence  of  an  iris  cyst  in  a tre- 
phine opening  is  a complication  which  I 
have  never  met  before.  I was  at  a loss  to 
explain  the  enormous  stretching  of  the  scler- 
al opening.  It  seems  to  me  that  the  path  of 
least  resistance,  as  the  cyst  enlarged,  would 
not  be  the  sclera. 
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If... 

you  are  in  accord  with  the  policy  of 
the  medical  profession 


if... 

you  have  not  paid  the  American  Med- 
ical Association  assessment 


SEE  YOUR  COUNTY  SECRETARY 
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An  Open  Letter 

August  17,  1949 

Hon.  Estes  Kefauver 
Senate  Office  Building 
Washington,  D.  C. 

Dear  Sir: 

During  the  current  month  a number  of 
telegrams  have  been  sent  you,  requesting 
that  you  support  the  Fulbright  Resolution 
No.  147  which  would  reject  President  Tru- 
man’s “Reorganization  Plan  Number  One.” 
Probably  you  have  not  replied  to  all  of  these 
wires,  but  your  answers  to  some  of  them 
have  been  sent  to  this  office.  The  tenor  of 
these  replies  has  been  that  you  would  re- 
serve your  decision  until  after  you  had 
heard  the  debate.  However,  you  assured 
those  to  whom  you  were  telegraphing  or 
writing  that  you  were  very,  very  much  op- 
posed to  “socialized  medicine.” 

These  telegrams  asked  only  that  you  give 
this  question  your  careful  consideration,  or 
stated  the  views  of  physicians,  or  medical 
societies,  or  various  laymen.  At  least  one 
of  your  friends  and  enthusiastic  supporters 
called  you  over  long  distance.  So  far  as  we 
know,  all  your  replies  were  non-committal. 

Press  reports  of  the  debate  say  that 
“many  of  the  nation’s  doctors  and  not  a few 
senators,  declared  the  program  would  mean 
socialized  medicine.  Much  of  the  debate 
turned  on  that  issue.”  Press  reports  record 
your  vote  against  S.  R.  147. 


It  is  hard  for  us  to  reconcile  your  vote 
and  your  campaign  speeches.  We  took 
pleasure  in  printing  your  undelivered 
speech  to  the  Hamilton  County  Medical  So- 
ciety’s Clinical  Congress  last  September. 
We  have  looked  on  your  attitude  as  friendly 
to  the  medical  profession  and  hostile  to  so- 
cialized medicine. 

The  only  explanation  we  can  make  of 
your  vote  of  yesterday  is  that  you  thought 
the  President’s  Reorganization  Plan  No. 
One  would  not  advance  the  cause  of  those 
who  would  change  the  very  basis  of  the 
present  system  of  the  practice  of  medicine. 
You,  in  that  case,  discounted  the  advice  of 
hundreds  of  your  Tennessee  doctors.  You 
must  have  doubted  all  the  statements  made 
by  other  senators  during  the  debate  to  the 
effect  the  President’s  Number  One  Plan 
would  advance  the  cause  of  those  who 
would  “socialize  medicine.” 

Be  that  as  it  may,  I wish  to  quote  two 
telegrams  I received  last  night.  One  of 
these  wires  is  signed  by  Leone  Baxter  and 
Clem  Whitaker.  It  might  be  well  that  I add 
that  the  firm  of  Whitaker  and  Baxter  is  in 
charge  of  the  educational  campaign  of  the 
American  Medical  Association.  All  state- 
ments of  Whitaker  and  Baxter  are  cleared 
through  the  Board  of  Trustees  before  being 
released.  The  other  telegram  is  signed  by 
Dr.  Elmer  Henderson,  a long-time  leader 
of  the  American  Medical  Association — for 
ten  years  a member  of  the  Board  of 
Trustees  and  Chairman  of  that  Board  for 
the  last  two  years  and  official  spokesman 
of  the  American  Medical  Association.  Dr. 
Henderson  now  is  President-elect  of  the 
American  Medical  Association.  The  other 
signer  of  the  second  wire  is  Dr.  George  F. 
Lull,  Secretary  and  General  Manager  of 
the  American  Medical  Association. 
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Chicago — August  16,  1949 
6:51  P.M. 

Dr.  W.  M.  Hardy 

Tennessee  State  Medical  Association 
Nashville,  Tennessee 

Our  deepest  gratitude  goes  to  you  for  your 
unremitting  support  in  the  battle  against  the 
President’s  Reorganization  Plan  Number  One 
which  has  just  been  defeated  in  the  Senate. 
This  is  a momentous  victory  not  only  for 
American  Medicine  but  also  for  the  American 
people.  This  is  round  one  in  the  fight  against 
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socialized  medicine  and  there  is  a new  respect 
in  Washington  tonight  for  the  doctors  of 
America.  Congratulations  and  many  thanks. 

Leone  Baxter — Clem  Whitaker 

Chicago — August  16,  1949 
6:58  P.M. 

Dr.  W.  M.  Hardy 

Tennessee  State  Medical  Association 
Nashville,  Tennessee 

Congratulations  on  an  overwhelming  victory. 
The  Senate  has  just  voted  sixty  to  thirty-two 
against  the  President’s  Reorganization  Plan 
Number  One.  This  victory  was  due  to  your 
magnificent  support  and  intelligent  efforts  on 
behalf  of  the  American  people.  The  whole 
arsenal  of  bureaucracy  and  propaganda,  in- 
cluding the  White  House  itself,  was  unable  to 
stop  this  triumph.  It  proves  that  the  elected 
representatives  of  the  people  are  responsive  to 
enlightened  opinion  regardless  of  party  pol- 
itics or  pressure.  This  is  a significant  test 
of  medicine’s  strength  in  its  fight  to  remain 
free.  Thanks  again  for  all  your  good  work. 

Dr.  Elmer  L.  Henderson 
Dr.  George  F.  Lull 

Now,  my  dear  Senator,  if  the  above  tele- 
grams do  not  express  the  ideas  of  the  Amer- 
ican Medical  Association,  I do  not  know 
how  the  Association  can  make  known  its 
policy. 

Just  one  word  in  closing — these  wires 
are  addressed  to  me  but  they  express  the 
gratitude  of  the  American  Medical  Asso- 
ciation to  all  those  who  had  a part  in  influ- 
encing legislation  favorable  to  the  people 
of  America  who  may  need  medical  atten- 
tion. 

I am  trying  to  send  copies  of  these  wires 
to  all  those  who  have  written  or  telegraphed 
you.  I am  sending  the  copies  to  you  so 
that,  if  in  the  future  the  occasion  arises, 
you  may  know  definitely  what  the  position 
of  the  American  Medical  Association  is. 
The  Tennessee  State  Medical  Association  is 
one  of  the  fifty-three  constituent  associa- 
tions which  form  the  American  Medical  As- 
sociation. 

My  last  wire  to  you  is  as  follows: 
“Tennessee  State  Medical  Association  with  a 
membership  of  over  two  thousand,  or  more 
than  seventy-five  per  cent  of  all  the  physicians 
in  Tennessee,  urge  you  to  support  the  Ful- 
bright  Resolution  S.  R.  Number  One  Four 
Seven,  which  rejects  the  Truman  Reorganiza- 
tion Plan  Number  One.  We  also  request  that 
you  use  your  influence  with  your  fellow  sena- 
tors to  pass  S.  R.  One  Four  Seven.” 


We  believe  that  the  American  Medical 
Association  and  its  constituent  associations 
are  capable  of  expressing  the  opinion  of  the 
profession.  We  request  that  the  opinion  so 
expressed  be  taken  by  you  for  full  value  in 
the  future. 

Very  truly  yours, 

W.  M.  Hardy,  M.D. 

Secretary-Editor 


Postgraduate  Study 

The  Cancer  course,  with  Dr.  Lyndon  E. 
Lee  as  instructor,  closed  with  the  Tenth 
Circuit  on  September  1.  The  centers  were 
Harriman,  Crossville,  Cookeville,  and  Car- 
thage. A total  of  1,375  physicians  took 
the  course  in  Cancer.  Dr.  Lee  proved  an 
able,  capable,  and  practical  instructor,  as 
indicated  by  the  reports  of  those  who  reg- 
istered for  his  course. 

The  course  in  Psychiatry,  as  Applied  to 
the  Practice  of  Medicine,  under  the  instruc- 
torship  of  Dr.  Ralph  P.  Townsend,  will 
open  September  5 in  Brownsville.  On  Tues- 
day evening  he  will  lecture  in  Covington ; 
on  Wednesday  in  Selmer;  Thursday,  Boli- 
var; and  Friday  in  Jackson.  Dr.  Town- 
send’s first  lecture  will  cover  a discussion 
of : 

The  general  importance  of  the  problems 
of  personality  functioning  in  medical  prac- 
tice 

Aims  and  methods  of  the  course 
The  patient  as  the  unit  of  treatment 
The  doctor-patient  relationship:  the  es- 
sence of  the  art  of  medicine 

The  history  and  the  initial  interview 
According  to  Dr.  Townsend,  this  course 
will  vary  in  method  of  operation  from  past 
courses  of  postgraduate  study  during  the 
last  fourteen  years.  Dr.  Townsend  wishes 
to  meet  his  groups,  divided  in  sections,  dur- 
ing the  afternoons  of  the  days  of  his  lecture 
in  each  teaching  center.  He  states  that 
these  afternoon  sessions  will  be  clinical  in 
nature  and  will  include  recordings  of  doctor- 
patient  sessions,  examination  and  demon- 
stration of  patients,  and  reports  by  various 
members  of  the  group  who  conduct  inter- 
views with  patients  themselves  in  their  own 
offices,  clinics,  or  hospitals.  Records  of 
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these  interviews  will  be  kept  and  reports 
will  be  made  back  to  the  instructor  or  the 
group  for  discussion.  These  afternoon  ses- 
sions, states  Dr.  Townsend,  will  be  round- 
table discussions  and  will  in  his  judgment 
constitute  by  far  the  most  valuable  part 
of  the  course.  He  states  that  those  who 
are  content  with  attending  only  his  didactic 
lectures  in  the  evenings  will  lose  much  in 
the  way  of  practical  experience  and  addi- 
tional instruction. 

The  Committee  is  mailing  a questionnaire 
to  all  physicians  in  each  circuit  prior  to  the 
opening  of  that  circuit  to  enable  the  instruc- 
tor to  gain  certain  information  which  is 
desirable  in  order  to  know  better  the  mem- 
bers of  the  groups  and  to  aid  in  making  the 
course  more  valuable  to  those  who  enroll. 
The  Committee  believes  that,  while  this  is 
a very  self-searching  questionnaire,  it  has 
been  prepared  briefly  and  in  such  manner 
as  to  require  little  time  in  filling  it  out  and 
returning  it  to  the  Committee.  All  answers 
will  be  treated  as  privileged  and  confi- 
dential and  will  be  promptly  turned  over  to 
the  Instructor  for  his  use  in  adapting  the 
program  to  the  needs  of  the  physicians.  The 
cooperation  of  all  physicians  throughout  the 
state  is  solicited  by  your  Committee. 


The  Record  Book 

The  records  in  the  office  of  the  Secretary 
are  open  to  the  membership  at  any  reason- 
able time.  Information  from  these  records 
is  published  whenever  its  publication  may 
be  of  interest  or  of  importance  to  the  wel- 
fare of  the  Association. 

In  the  December  issue  of  each  year  we 
publish  the  roster  of  the  membership.  There 
is  some  talk  of  showing  on  the  roster  what 
members  have  paid  the  American  Medical 
Association  assessment.  The  trustees  will 
decide  this  matter  at  their  semi-annual  ses- 
sion. In  the  meanwhile  the  office  is  at  work 
trying  to  increase  the  percentage  of  assess- 
ment payers.  We  have  written  each  county 
society  secretary  giving  a list  of  those  in  his 
society  who  have  not  met  the  assessment. 
The  county  secretary  has  been  asked  to 
check  the  list  for  possible  error.  He  was 
then  requested  to  indicate  any  member  not 
able  to  pay,  based  on  personal  knowledge 


or  statement  of  the  member.  The  list,  cor- 
rected by  the  eounty  secretary,  will  show 
only  those  who  can  pay  the  assessment 
without  hardship.  If  the  secretary  cannot 
collect  the  assessment,  the  name  will  be  re- 
ported to  the  State  Association.  A letter 
will  be  sent  to  all  such  members,  appealing 
to  them  to  support  the  action  of  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation. We  believe  this  plan  will  result  in 
the  collection  of  the  assessment  from  all 
who  are  able  to  pay,  and  who  are  in  har- 
mony with  the  policies  of  the  medical  profes- 
sion. It  would  be  interesting  to  know  the 
status  of  those  who  refused  to  meet  their 
obligations.  But  that  is  a question  to  be 
decided  by  the  policy-making  body  of  the 
American  Medical  Association. 

Be  that  as  it  may,  we  have  some  progress 
to  report.  Our  records  show  that  we  be- 
gan September  with  1,898  active  members 
and  93  veterans.  The  membership  is  larger 
than  it  was  on  this  date  last  year.  Probably 
a hundred  more  will  be  added  before  the 
year  closes.  Of  these  1,898  active  members, 
1,445  have  paid  the  assessment.  This  per- 
centage of  76%  is  an  increase  over  last 
month  when  Tennessee  was  17th  in  the  rank 
of  the  list  of  all  constituent  associations 
of  the  American  Medical  Association.  We 
believe  this  month’s  figures  will  improve 
our  standing. 

An  examination  of  the  component  soci- 
eties payments  will  be  of  interest.  These 
figures  are  not  published  to  embarrass  any 
county.  They  show  who  have  responded  to 
the  requests  of  the  governing  bodies  of  the 
State  Association  and  the  American  Medi- 
cal Association.  Both  of  these  requests 
were  by  unanimous  votes  and  we  would  like 
to  see  the  assessments  likewise  paid  by  all. 
We  know  some  cannot  pay  and  some  will 
not  pay.  These  figures  show  where  the 
money  comes  from  and  conversely. 

Ten  county  societies,  with  a membership 
of  89,  head  our  list  with  100%  of  their  mem- 
bers having  paid  the  American  Medical  As- 
sociation’s $25  assessment.  These  100% 
counties  are  Anderson-Campbell  (26) ; 
Dickson  (9);  Fentress  (2);  Franklin  (8); 
Jackson  (3);  Lincoln  (11);  Macon  (2); 
Monroe  (7)  ; Smith  (9)  ; Weakley  (12). 
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On  the  other  end  of  the  list  are  five  coun- 
ties with  a membership  of  26,  none  of  whom 
have  paid  the  assessment.  These  zero  per 
cent  counties  are  Hickman  (1)  ; Humphreys 
(2)  ; Lauderdale  (6)  ; Obion  (6)  ; William- 
son (11). 

Seven  counties — Bedford  (15)  ; Giles  (9)  ; 
Hamblen  (20)  ; Putnam  (13)  ; Roane  (36)  ; 
Rutherford  (25)  ; and  Wilson  (14) — miss 
the  100  % class  by  the  failure  of  one  mem- 
ber in  each  county  having  paid  no  assess- 
ment. These  seven  counties  have  a mem- 
bership of  132  with  125  assessments  paid. 

In  Cocke  (7),  Cumberland  (9)  and  Tip- 
ton  (7)  there  are  three  lonesome  men  who 
paid  their  assessments  while  the  other  20 
members  of  their  societies  did  not  pay  any- 
thing but  dues.  In  this  class  we  should 
mention  the  Warren-White-Van  Buren 
Society  with  eleven  members,  two  of  whom 
paid  the  assessment.  Five  of  these  34  mem- 
bers in  six  counties  are  marked  with  the 
“Red  A,”  which  indicates  in  our  book, 
“Assessment  Paid.” 

Four  societies,  Bradley  (15),  Consolidated 
(120),  Scott  (6),  and  Sevier  (9),  failed  by 
two  men  each  to  be  in  the  100%  list.  So 
eight  men  hold  their  150  brother  physicians 
out  of  first  place. 

In  between  the  above  groups  we  have 
figured  percentages  of  the  other  societies. 
Of  course,  in  some  instances  the  figures 
are  small  and  an  additional  payment  would 
make  a big  increase. 

We  record  the  number  of  members, 
assessments  paid  and  percentages  in  the 
three  columns  following  the  name  of  the 
county.  The  figures  are  as  of  September 
1st. 


Shelbv 

456 

391 

88% 

Dyer,  Lake,  Crockett 

26 

22 

00 

Hamilton 

189 

160 

84% 

Davidson 

314 

256 

82%, 

Maurv  

20 

16 

80% 

Henrv 

12 

9 

75% 

Lawrence 

12 

9 

75% 

Montgomery 

20 

15 

75% 

Overton 

10 

7 

70% 

McMinn 

16 

11 

69% 

Blount 

27 

17 

63% 

Greene  

24 

15 

63  % 

Washington,  Carter, 
Unicoi 

69 

42 

61% 

Sullivan- Johnson 

46 

21 

46% 

Knox 

207 

92 

44  % 

Robertson 

7 

3 

43  % 

Sumner 

12 

5 

42% 

As  stated  in  the  beginning  of  this  article, 
the  books  of  the  Association  are  open.  If 
any  member  wants  to  know  who  has  paid 
or  who  has  not  paid,  a letter  will  bring  the 
information.  If  an  inquiry  about  your  rec- 
ord comes,  we  hope  our  reply  will  not  em- 
barrass you. 


DEATHS 


Court  B.  Chaffee,  M.U.,  Memphis,  aged 
63;  died  June  24,  1949. 


Hugh  C.  Chance,  M.D.,  Cumberland  Gap; 
University  of  Tennessee,  1893;  aged  76; 
died  August  14,  1949. 


John  R.  Rozzell,  M.D.,  Gibson,  Tenn. ; Uni- 
versity of  Tennessee,  1902 ; aged  77 ; died 
July  22,  1949. 


William  R.  Blue,  M.D.,  Memphis;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1911;  aged  61;  died  September 
8,  1949,  following  a long  illness. 


AND  WE  QUOTE 


The  American  Legion  Resolution 
Dear  Fellow  Campaigner : 

We  are  happy  to  inform  you  that  the 
American  Legion  and  the  Legion  Auxiliary, 
at  their  National  conventions  in  Philadel- 
phia, yesterday  reaffirmed  the  stand  taken 
annually  since  1945  by  adopting  a strong 
resolution  against  Compulsory  Health  In- 
surance. 

The  Legion,  with  a National  membership 
of  3,500,000,  and  the  Legion  Auxiliary, 
composed  of  more  than  1,000,000  women, 
passed  the  following  resolution : 

WHEREAS,  the  American  Legion  has  al- 
ways had  as  one  of  its  objectives  to  foster 
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and  perpetuate  a 100%  Americanism  and 
to  safeguard  our  liberties  and  freedoms  as 
opposed  to  any  form  of  compulsion  and 
regimentation,  and 

WHEREAS,  there  is  now  before  the 
Congress  of  the  United  States  the  question 
of  Compulsory  Health  Insurance  which  in 
itself  is  a threat  to  our  freedom,  now 

THEREFORE,  be  it  resolved  by  the 
American  Legion  in  National  Convention 
assembled  August  29-September  1,  1949,  in 
Philadelphia,  Pennsylvania,  that  this  or- 
ganization go  on  record  as  opposing  any 
form  of  Compulsory  Health  Insurance. 

We  want  to  congratulate  and  thank  all 
those  whose  efforts  have  been  instrumental 
or  helpful  in  obtaining  this  important  reit- 
eration of  policy  by  the  Legion  and  Legion 
Auxiliary. 


“Free  Medicine?” 

The  costs  of  political  medicine  are  writ- 
ten in  the  record : $23  billion  each  year  for 
the  American  people.  It  is  not  necessary  to 
quote  an  insignificant  figure  like  $6  billion 
(President  Truman),  nor  an  insignificant 
figure  like  $10  to  $12  billion  (A.  M.  A.  tes- 
timony to  Congress),  nor  an  insignificant 
figure  like  $6  to  $15  billion  (Whittaker  and 
Baxter  literature). 

From  the  President’s  message  to  Con- 
gress we  learn  that  our  annual  income  is 
$224  billion ; that  a three  per  cent  sickness 
tax  will  raise  $4x/2  billion;  that  $lx/2  billion 
more  (one-third  more)  will  have  to  be  ap- 
propriated by  Congress;  that  the  antici- 
pated initial  costs  will  be  $6  billion  per 
year. 

With  those  figures  as  a basis  and  using 
five  factual  and  comparable  examples,  it 
can  be  proven  that  political  medicine  will 
cost  the  American  people  three  times  as 
much  as  medical  care  costs  today. 

In  the  last  prewar  year  German  compul- 
sory sickness  insurance  cost  8V2  per  cent 
pay  roll  deduction  plus  5 per  cent  employ- 
ers’ tax  plus  a governmental  subsidy  equal 
to  half  that  total.1  If  3 per  cent  sickness 
tax  will  raise  $4x/2  billion,  then  13x/2  per 
cent  sickness  tax  will  raise  $20  billion.  Add 
a 50  per  cent  governmental  subsidy  and 
political  medicine  will  cost  the  American 
taxpayers  $30  billion  each  year. 


The  British  sickness  tax,  introduced  in 
1911,  increased  to  two  and  one-half  times 
more  than  the  original  estimate,2  and  a 
governmental  subsidy  equal  to  one-fourth 
that  amount  was  necessary  to  make  up  the 
deficits.3  Two  and  one-half  times  $6  bil- 
lion equals  $15  billion;  add  a 25  per  cent 
subsidy  and  political  medicine  will  cost  the 
American  taxpayers  $18%  billion  each  year. 

In  New  Zealand  “free  medicine”  requires 
three  shillings  out  of  each  pound  of  national 
income.4  Three-twentieths  of  $224  billion 
will  cost  the  American  taxpayers  $33x/2 
billion  each  year. 

Secretary  Lull  has  given  a detailed  anal- 
ysis of  the  cost  of  Veterans’  Administration 
medical  care  for  part  of  the  population. 
Those  figures  projected  to  include  all  of  the 
people  taken  in  by  the  President’s  program 
prove  that  American  taxpayers  will  pay 
$19  billion  each  year  for  political  medicine.5 

The  earlier  editions  of  the  Wagner-Mur- 
ray-Dingell  bill  for  political  medicine  called 
for  6 per  cent  pay  roll  deduction  plus  6 per 
cent  employers’  tax.  Of  that,  4 per  cent 
plus  4 per  cent  were  for  political  medicine; 
today  that  would  raise  $12  billion.  Add  a 
governmental  subsidy  equal  to  one-third  of 
that  amount  and  American  taxpayers  will 
pay  $16  billion  each  year  for  political  med- 
icine. 

The  average  of  those  five  figures  is  $23 
billion  each  year  for  “free  medicine.” 

Lawrence  T.  Brown,  M.D., 
623  Republic  Building, 
Denver  2,  Colo. 


1Quoting  Prof.  C.  E.  A.  Winslow:  Illinois  Medical 
Journal,  p.  290,  Vol.  74,  No.  4. 

'“Health  Insurance,”  by  Carl  Strow  and  Gerhard 
Hirschfield,  p.  875,  Journal  of  American  Medical 
Association,  Vol.  128,  No.  12. 

3“National  Health  Insurance,”  by  R.  W.  Harris, 
p.  100,  George  Allen  and  Unwin,  London,  1946. 

‘“Health  Reform  in  New  Zealand,”  by  Douglas 
Robb,  p.  23,  Whitcombe  and  Tombs,  Auckland,  1947. 

5 Chicago  Tribune,  February  21,  1949,  by  John  H. 
Thompson. 
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Twins 

The  study  of  twins  is  of  great  value  in 
providing  information  concerning  the  re- 
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spective  importance  of  hereditary  predis- 
position and  environmental  influences  in  dis- 
ease in  man.  The  results  of  the  use  of  this 
method  have  shown  a hereditary  predispo- 
sition to  tuberculosis,  diabetes,  and  tumor 
formation,  and  a high,  medium  or  low  in- 
telligence quotient. 

There  is  some  a priori  evidence  showing 
an  hereditary  predisposition  for  peptic 
ulcer.  Only  six  cases  of  the  occurrence  of 
peptic  ulcer  in  the  one  or  both  of  mono- 
or  dizygous  twins  have  been  reported  in 
the  readily  accessible  literature.  Since 
twins  are  born  in  1 of  86  births  and  identi- 
cal twins  in  1 of  344  births  and  the  general 
incidence  of  ulcer  is  from  5 to  10  per  cent 
there  should  be  plenty  of  material  available. 

I should  like  to  ask  physicians  to  co- 
operate in  assembling  such  material  by 
sending  me  cases  in  which  (1)  one  or  both 
twins  develop  peptic  ulcer,  (2)  the  site  of 
the  ulcer,  (3)  the  age  of  onset  of  ulcer, 
(4)  the  type  of  twins  (monovular  or  dio- 
vular), (5)  the  sex  of  the  twins,  (6)  the 
date  of  birth  of  the  twins,  and  (7)  the 
number  and  age  of  the  brothers  and  sisters 
and  the  absence  or  presence  of  ulcer  in 
each. 

Yours  sincerely, 

A.  C.  Ivy,  M.D. 

Department  of  Clinical  Science 
University  of  Illinois, 

1853  West  Polk  Street, 

Chicago  12,  Illinois 


J.  B.  Hibbitts,  Jr.,  M.D.,  wishes  to  an- 
nounce the  association  of  Frederic  E. 
Cowden,  M.D.,  in  the  practice  of  Internal 
Medicine,  Suite  1018,  Bennie-Dillon  Build- 
ing, Nashville. 


Lindsay  K.  Bishop,  M.D.,  announces  the 
opening  of  his  office  at  2318  West  End 
Avenue,  Nashville.  Practice  limited  to  dis- 
eases of  children. 


Thomas  F.  Warder,  M.D.,  announces  the 
opening  of  his  office  at  622-623  Bennie- 
Dillon  Building,  Nashville.  Practice  lim- 
ited to  Obstetrics  and  Gynecology. 


T.  Fort  Bridges,  M.D.  and  Erie  E.  Wil- 
kinson, M.D.,  announce  the  removal  of  of- 
fices to  532  Doctors  Building,  Nashville. 
Practice  limited  to  Pediatrics. 


LOCATIONS  WANTED 


I wish  to  learn  of  communities  in  Ten- 
nessee with  hospital  facilities  which  are 
not  presently  over-populated  with  physi- 
cians. I am  able  to  do  medicine  and  sur- 
gery. I have  four  years  of  hospital  train- 
ing. I have  a family. 

I would  appreciate  any  information  you 
may  give  me. 

Very  sincerely, 

W.  R.  S.,  M.D. 


I am  a graduate  of  the  University  of 
Arkansas  School  of  Medicine  (1946)  and 
had  an  interneship  at  Charity  Hospital  in 
New  Orleans. 

Have  just  been  discharged  from  the  Air 
Force  following  two  years  of  active  duty. 

I am  interested  in  Residency  Training, 
particularly  in  Obstetrics  and  Gynecology, 
and  am  working  toward  that  end. 

But  for  the  present,  need  some  sort  of 
temporary  position.  I wonder  if  you  know 
of  a Locum  Tenens  position  or  some  type 
of  temporary  position  with  a physician 
(possibly  Ob.-Gyn.)  in  this  general  locality, 
for  which  I might  apply? 

I would  certainly  appreciate  any  infor- 
mation you  might  be  able  to  give  me  along 
this  line. 

Sincerely, 

D.  J.  B. 


MEDICAL  SOCIETIES 


F ) -anklin  County : 

The  Franklin  County  Medical  Society  met 
Wednesday,  September  7,  1949,  7 :00  p.m. 
at  Clairmont  for  dinner,  followed  by  a paper 
given  by  Dr.  David  Strayhorn,  Nashville, 
on  Diseases  of  the  Liver,  with  particular 
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reference  to  the  Cirrhoses  and  Heptitis. 
A short  business  meeting  followed  the 
scientific  program. 

George  L.  Smith,  M.D. 

Secretary. 


Greene  County 

Dr.  Walter  Hankins,  Roentgenologist,  of 
Johnson  City,  was  the  guest  speaker  for 
the  evening  at  the  regular  meeting  of  the 
Greene  County  Medical  Society  held  at  the 
Brumley  Hotel,  September  6,  1949,  at  6 :30 
P.M.  The  subject  of  his  paper  was  “Acute 
Conditions  of  the  Abdomen,”  demonstrated 
by  X-ray  films. 

Dr.  John  Hankins,  also  of  Johnson  City, 
was  a guest  of  the  Society  for  the  evening. 
He  told  of  his  recent  visit  to  some  of  the 
large  X-ray  centers  in  Norway  and  Sweden. 

V.  R.  Bottomley,  M.D., 
Secretary. 

Hamilton  County  Clinical  Congress 

The  twentieth  annual  Clinical  Congress 
of  the  Hamilton  County  Medical  Society 
will  be  held  Wednesday,  September  28, 
at  the  Chattanooga  Golf  and  Country 
Club.  A number  of  outstanding  physicians 
will  appear  as  guest  speakers  on  the  pro- 
gram. There  will  also  be  papers  by  Chat- 
tanooga doctors. 

Mr.  John  Temple  Graves,  a nationally 
syndicated  newspaper  columnist,  will  be 
the  after-dinner  speaker  Wednesday  night. 

All  members  of  the  Tennessee  State  Med- 
ical Association  are  invited  to  spend  the 
day  with  the  Hamilton  County  Society. 


OTHER  MEDICAL  SOCIETIES 


The  Twelfth  Annual  Symposium,  Duke 
University  School  of  Medicine,  will  be  held 
October  13,  14,  15,  1949,  at  Durham,  North 
Carolina.  A copy  of  the  program  can  be 
obtained  by  addressing  the  Symposium 
Committee. 

For  reservations  write  The  Washington 
Duke  Hotel  and  the  Malbourne  Hotel,  Dur- 
ham, North  Carolina. 

The  Piedmont  Proctologic  Society,  a sub- 
section of  the  American  Proctologic  Society 
was  organized  in  Asheville,  N.  C.,  on  July 


30th,  1949.  All  of  the  Proctologists,  who 
are  members  of  the  American  Proctologic 
Society,  in  the  states  of  Virginia,  North 
Carolina,  South  Carolina,  Tennessee  and 
Georgia  are  eligible  for  membership  and  all 
of  the  states  were  represented  at  the  or- 
ganization meeting. 

Dr.  Isaac  E.  Harris,  of  Durham,  N.  C. 
was  chairman  of  the  organization  commit- 
tee, Dr.  C.  S.  Drummond,  of  Winston-Salem, 
N.  C.,  its  secretary;  Dr.  Geo.  F.  Parker,  of 
Asheville,  N.  C.,  the  host;  Dr.  W.  T.  Brock- 
man, of  Greenville,  S.  C.  was  to  select  a 
name;  Dr.  C.  R.  Deeds,  of  Hendersonville, 
N.  C.,  to  draw  up  the  Constitution  and  By- 
Laws. 

Dr.  W.  T.  Brockman,  of  Greenville,  S.  C., 
was  elected  its  first  President;  Dr.  C.  R. 
Deeds,  of  Hendersonville,  N.  C.,  its  first 
Vice-President;  Dr.  C.  S.  Drummond  of 
Winston-Salem,  N.  C.,  the  first  Secretary- 
Treasurer;  Dr.  Orville  C.  Gass  of  Chatta- 
nooga and  Dr.  J.  M.  Stockman  of  Knoxville 
represented  the  state  of  Tennessee.  Dr. 
Stockman  was  the  moderator  for  the  round- 
table discussion  following  the  business  ses- 
sion. 


The  First  Annual  Meeting  of  the  South- 
western Surgical  Congress  will  be  held  at 
The  Shamrock  Hotel,  Houston,  Texas,  Sep- 
tember 26th,  27th,  28th,  1949.  An  excellent 
program  will  be  offered.  For  reservations 
write  directly  to  the  hotel. 


Urology  Award — The  American  Urolog- 
ical Association  offers  an  annual  award  of 
$1,000.00  (first  prize  of  $500.00,  second 
prize  $300.00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some  clinical  or  lab-  ! gi 
oratory  research  in  Urology.  Competition 
shall  be  limited  to  urologists  who  have  been 
in  such  specific  practice  for  not  more  than 
five  years  and  to  residents  in  urology  in 
recognized  hospitals. 

The  first  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  to  be  held 
at  the  Hotel  Statler,  Washington,  D.  C..  May 
29,  1950. 

For  full  particulars  write  the  Secretary 
Dr.  Charles  H.  de  T.  Shivers,  Boardwalk 
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National  Arcade  Building,  Atlantic  City, 
N.  J.  Essays  must  be  in  his  hands  before 
February  20,  1950. 


The  twenty-eighth  annual  Hospital 
Standardization  Conference  will  be  held  at 
the  Stevens  Hotel  in  Chicago,  October  17 
to  21,  as  a part  of  the  thirty-fifth  Clinical 
Congress  of  the  American  College  of  Sur- 
geons, according  to  an  announcement  by  Dr. 
Malcolm  T.  MacEachern,  Associate  Direc- 
tor of  the  College.  Several  hundred  hospital 
executives  from  the  United  States,  Canada, 
and  a few  other  countries  are  expected  to 
attend. 


ABSTRACTS  OF  CURRENT  LITERATURE 


CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Cardiac  Contraindications  to  Surgical  Procedures. 

An  Editorial.  The  New  England  Journal  of 

Medicine,  Vol.  241,  No.  7,  pp.  282-283  (August 

18)  1949. 

From  the  point  of  view  of  the  cardiologist,  heart 
disease  is  not  necessarily  a contraindication  to  a 
surgical  operation.  The  patient  with  heart  disease 
who  develops  a disease  requiring  surgical  inter- 
vention often  presents  a difficult  therapeutic  prob- 
lem to  the  attending  physician.  To  withhold  sur- 
gery may  be  fatal,  but  to  permit  a major  surgical 
operation  in  the  face  of  serious  heart  disease  may 
be  equally  dangerous. 

The  surgeon  and  the  anesthetist  have  done  a 
great  deal  to  minimize  the  danger  of  operation  to 
patients  with  heart  disease.  Improvements  in  sur- 
gical techniques,  anesthetic  agents,  and  especially 
the  insistence  of  maintaining  an  adequate  supply 
of  oxygen  represent  major  advances  in  making 
surgery  safer  for  cardiac  patients. 

Many  patients  who  need  elective,  and  occasion- 
ally some  who  need  emergency  operations  are  denied 
proper  surgical  treatment  merely  because  of  the 
presence  of  valvular,  hypertensive,  or  some  other 
type  of  heart  disease.  Many  times  this  is  not 
justified. 

If  the  factor  of  time  is  not  of  prime  importance, 
the  contraindications  to  elective  surgical  procedures 
are  the  following:  cardiac  decompensation,  acute 
myocardial  infarction,  acute  paroxysmal  arrhyth- 
mias, active  myocarditis,  and  bacterial  endocar- 
ditis. In  cases  of  cardiac  decompensation,  what- 


ever the  etiology,  compensation  should  be  restored 
before  an  elective  operation  is  attempted.  Like- 
wise, an  acute  myocardial  infarction  must  be  al- 
lowed to  heal  before  an  elective  procedure  is  done. 
Paroxysmal  arrhythmias  must  be  abolished  or 
controlled,  and  any  active  involvement  of  the 
myocardium  or  pericardium  should  be  allowed  to 
subside.  Bacterial  endocarditis  is  such  a serious 
disease  in  itself  that  no  elective  operation  should 
be  considered  until  it  is  controlled  by  appropriate 
treatment.  Very  severe  coronary  artery  disease 
with  angina  pectoris  may  constitute  another  con- 
traindication ; and  especially,  the  patient  should  be 
protected  from  oxygen  lack  and  blood  loss  during 
the  operation. 

In  surgical  emergencies  such  as  acute  intestinal 
obstruction  and  common-duct  stone,  one  may  be 
driven  to  ignore  the  cardiac  contraindications. 
Sometimes  a calculated  risk  must  be  taken;  but 
even  in  desperate  situations  it  is  usually  possible 
to  minimize  the  risk  if  the  surgeon,  cardiologist, 
and  anesthetist  consider  the  problem  together. 

Intravenous  administration  of  saline  solution  is 
often  a deadly  agent  in  cardiac  patients  and  seldom 
has  a place  in  their  pre-operative  and  post-opera- 
tive management.  The  principle  of  fluid  replace- 
ment therapy  is  nowhere  as  important  as  in  this 
situation.  The  fluid  which  is  lost,  whether  it  is 
whole  blood,  water,  chloride,  or  protein,  should  be 
replaced  as  accurately  as  possible  and  no  more  and 
no  less.  Digitalis  or  any  other  cardiac  drug  can- 
not repair  the  damage  done  by  poor  judgment  in 
intravenous  fluid  therapy. 

There  is  no  substitute  in  a therapeutic  dilemma 
of  this  importance  for  sound  clinical  knowledge 
and  thorough  grounding  in  physiologic  principles 
underlying  cardiovascular  therapy. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D 
649  Doctors  Building,  Nashville 


Sterility  Studies  in  Private  Practice.  E.  L.  King, 
M.D.,  and  John  S.  Herring,  M.D.,  New  Orleans, 
La.  American  Journal  Obstetrics  and  Gynecol- 
ogy, Vol.  58,  No.  2;  p.  263 — August,  1949. 

The  authors  discovered  various  etiological  factors, 
single  or  combined  in  118  sterile  matings.  Thirty- 
four  pregnancies  followed  the  various  methods  of 
treatment  employed  (28.8  per  cent),  of  which  26 
resulted  in  live  births  at  term,  or  22  per  cent  of 
the  total  number  studied  and  treated.  They  wish 
to  call  particular  attention  to  the  results  obtained 
after  Rubin  tests  or  hysterosalpingographies  where 
other  factors  were  ruled  out,  as  they  believe  this 
indicates  a definite  therapeutic  effect  from  these 
measures.  The  authors  feel  that  hysterosalpingog- 
raphy  is  the  more  valuable  of  the  two,  as  in  most 
of  those  where  success  is  reported,  one  or  moi'e 
previous  Rubins  had  been  done  without  pregnancy 
resulting.  Some  of  the  failui’es  could  be  explained 
on  the  basis  of  persistently  blocked  tubes  or  as- 
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permia  of  the  male,  but  for  many  of  the  failures 
no  adequate  explanation  could  be  given.  It  is  felt 
that  operative  attempts  to  correct  tubal  or  sper- 
matic duct  blockage  have  little  chance  of  success. 
However,  operation  for  the  removal  of  uterine 
fibroids  or  ovarian  tumors  may  relieve  associated 
sterility.  Success  may  be  anticipated  in  many 
patients  with  hypothyroidism,  cervical  lesions, 
transient  tubal  blockage,  and  moderately  impaired 
male  fertility. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Human  Problems  in  Industrial  Machine  Design. 

Hatch,  Theodore  F.  Journal  Industrial  Hygiene 

and  Toxicology.  Vol.  31,  p.  201  (July)  1949. 

With  the  increasing  size  and  complexity  of  in- 
dustrial organizations,  the  human  problems  are 
coming  to  outweigh  those  which  are  usually  thought 
of  as  the  first  concern  of  management,  such  as 
supply,  production  and  sales.  Whereas  job  studies 
and  appraisals  of  the  individual  worker  have  been 
accomplished,  the  need  has  been  recognized  for  a 
systematic  study  of  factory  design  to  insure  the 
best  possible  relationships  between  the  worker  and 
his  job  and  the  industrial  environment.  The  need 
exists,  also,  for  the  interest  of  specialists  in  the 
design  of  industrial  machines. 

The  change  from  manual  to  mechanized  opera- 
tions has  contributed  much  to  the  complexity  and 
importance  of  the  industrial  human  problems.  With 
mechanization,  productivity  per  worker  has  doubled 
in  about  thirty  years.  It  is  predicted  that  in  the 
future  factory  5 to  7 maintenance  men  will  be 
required  to  keep  in  working  order  the  machines 
operated  by  one  production  worker.  Questions  that 
present  themselves  for  practical  consideration  are: 
(1)  Are  the  anatomic,  physiologic  and  psychologic 
capabilities  and  limitations  of  man  receiving  ade- 
quate consideration,  along  with  functional  require- 
ments, in  industrial  machine  design?  (2)  Is  it 
possible  to  expand  the  rules  of  design,  with  special 
reference  to  the  human  factor,  to  eliminate  un- 
necessary stress  on  the  operator  and  insure  a better 
combination  of  man  and  machine?  (3)  Is  it  neces- 
sary, as  a practical  matter,  to  consider  machine 
design  in  this  light,  or  is  the  subject  of  academic 
interest  only? 

In  the  past,  the  operator  has  been  taken  for 
granted,  but  without  adequate  consideration  of 
man  in  the  initial  design,  machines,  as  were  certain 
weapons  during  the  war,  were  shown  to  be  limited 
in  effectiveness  by  the  inability  of  the  operator  to 
utilize  fully  their  inherent  functional  capacities. 
It  was  demonstrated  that  the  human  factor  could 
be  studied  systematically  and  the  designs  required 
to  avoid  such  limitations  determined  in  advance. 

Industry  needs  the  joint  effort  of  medical  and 


physical  scientists.  The  continuing  and  increasing 
numbers  of  physiologic  studies  in  the  applied  field, 
particularly  with  respect  to  the  relationships  be- 
tween man  and  environmental  stresses,  have  re- 
sulted in  the  establishment  of  a new  journal — the 
■Journal  of  Applied  Physiology — for  their  publica- 
tion. 

Anatomists  and  engineers  are  becoming  inter- 
ested in  biomechanics  and  in  biotechnology.  Rules 
must  be  developed  in  engineering  design  to  insure 
the  best  possible  physical  environment  which  will 
impose  no  unnecessary  stresses  on  the  worker. 


OBSTETRICS 

By  Milton  Smith  Lewis.  M.D 
Bennie-Dillon  Building,  Nashville 


Estimation  of  Pelvic  Capacity.  W.  F.  Mengert. 

Journal  American  Medical  Association,  Vol.  138, 

pp.  169-174  (September  18)  1948. 

The  5 components  of  cephalopelvic  disproportion 
are:  (1)  size  and  shape  of  the  bony  pelvic,  (2)  size 
of  the  fetal  head,  (3)  moldability  of  the  head,  (4) 
force  exerted  by  the  uterus  and  (5)  presentation 
and  position.  Of  these,  only  the  first  is  susceptible 
to  accurate  measurement.  Next  to  pelvic  size,  per- 
haps the  most  important  component  affecting  the 
outcome  of  labor  is  the  driving  force  of  the  uterus. 

The  present  study,  the  purpose  of  which  is  to 
consider  evaluation  of  the  obstetric  capacity  of  the 
entire  bony  pelvis,  is  based  on  a series  of  935 
patients  measured  radiographically  and  of  whom 
592  have  been  delivered.  The  3 planes  were  por- 
trayed graphically  and  a prediction  of  the  out- 
come of  labor  made.  Patients  were  allowed  to 
progress  to  second  stage  pains  with  the  membranes 
ruptured.  A few  were  delivered  electively  by  the 
abdominal  route. 

The  author  points  out  that  the  method  of  pelvic 
measurement  is  unimportant,  the  problems  con- 
fronting the  obstetrician  are  those  of  interpreta- 
tion of  measurements  and  evaluation  of  capacity. 

From  this  study,  it  was  observed  that  the  best 
index  of  either  inlet  or  midplane  capacity  is  the 
product  of  the  transverse  and  anteroposterior  di- 
ameters. A norm  can  be  established  for  each  plane 
and  its  capacity  expressed  in  percentage  of  normal. 
Thus,  it  is  possible  to  compare  not  only  one  pelvis 
with  another,  but  also  two  planes  of  the  same  sub- 
ject. In  general,  inlet  and  midpelvis  tended  to  vary 
together.  In  other  words,  association  of  a large 
inlet  and  a small  mid-plane,  or  vice  versa,  was 
relatively  uncommon.  There  were,  of  course,  glar- 
ing exceptions  to  this  rule. 

The  average  values  of  the  diameters  measured 
in  935  patients  conform  closely  to  accepted  stand- 
ards published  by  Stander  (1945).  After  the  inlet 
and  midplane  products  were  obtained,  the  central 
tendency  of  each  was  calculated.  For  the  inlet 
it  was:  average  145,  median  146  and  mode  143. 
For  the  midplane  it  was:  average  124.9,  median 
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126  and  mode  121.  The  average  values  were 
utilized  and  145  was  accepted  as  normal  for  the 
inlet  and  125  as  normal  for  the  midplane.  These 
figures  represent  100  per  cent  for  each  plane, 
respectively,  and  capacity  is  expi-essed  in  per- 
centage in  relation  to  them.  By  a process  of  trial 
and  error,  it  became  obvious  that  85  per  cent  of 
normal  capacity  of  either  inlet  or  midplane  repre- 
sented the  border  line  between  adequacy  and  con- 
traction. 

Concerning  the  outlet,  there  can  be  no  serious 
outlet  contraction  without  commensurate  contrac- 
tion of  the  midplane.  Much  of  what,  in  the  past, 
we  have  termed  outlet  contraction  actually  is  mid- 
plane contraction.  During  the  last  few  months  the 
progress  of  obstructed  labor  has  been  checked  with 
lateral  roentgenograms.  They  showed  clearly  that 
obstruction,  when  the  vertex  was  on  the  perineum, 
was  not  at  the  ischial  tuberosities,  but  at  the  level 
of  the  midplane,  or  above. 

Operations  of  necessity  which  were  performed 
among  the  592  delivered  women  were:  low  forceps 
73;  midplane  forceps  21;  and  craniotomies  3.  The 
majority  of  low  forceps  operations  were  performed 
on  patients  anesthetized  by  caudal  or  spinal  block. 
The  midplane  forceps  operations  tended  to  occur 
in  cases  of  pelvic  contraction,  and  all  3 craniotomies 
occurred  in  women  with  combined  inlet  and  mid- 
plane contractions. 

Cesarean  section  was  performed  19  times  on  18 
of  the  592  delivered  women,  an  incidence  of  3.2 
per  cent.  The  incidence  for  the  entire  service 
during  the  same  period  was  0.55  per  cent.  The 
higher  incidence  in  the  former  group  was  occasioned 
by  the  fact  that  the  pelves  of  most  of  the  patients 
submitted  to  cesarean  section  were  measured  radio- 
graphically, thus  including  them  in  the  present 
series.  Elective  abdominal  delivery,  without  ante- 
cedent labor,  was  performed  either  for  indications 
other  than  cephalopelvic  disproportion,  or  in  those 
with  obviously  severe  contraction.  Moreover,  since 
trials  of  labor  were  continued  into  the  second  stage, 
either  extraperitoneal  section  or  cesarean  hysterec- 
tomy became  the  operation  of  choice  following 
trial  labor. 

No  maternal  deaths  occurred  in  the  series.  There 
were  26  fetal  deaths,  14  of  which  were  related  to 
cephalopelvic  disproportion  or  which  were  unex- 
plained. There  was  a tendency  for  fetal  deaths 
to  occur  in  cases  of  less  than  average  pelvic 
capacity. 

The  author  enumerates  the  criteria  of  suspicion 
indicating  the  necessity  for  employment  of  radio- 
graphic  methods.  They  should  be  employed  in  the 
presence  of  any  one  of  the  following  observations : 

A.  History 

1.  Difficult  labor,  especially  midforceps  de- 
livery 

2.  Unexplained  stillbirth 

B.  Palpation 

1.  Prominent  ischial  spines 

2.  Sacral  deformity 

C.  Manual  mensuration 


1.  Inlet 

(a)  Ability  to  touch  sacral  promontory  on 
vaginal  examination 

(b)  External  measurements  below  average 

2.  Outlet 

(a)  Bisischial  8.5  cm.  or  less 

(b)  Sum  of  bisischial  and  posterior 
sagittal  15.0  cm.  or  less 

D.  Nonengagement  of  fetal  head  at  term  in  a 
primigravida. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Penicillin  in  Interstitial  Keratitis.  J.  V.  Klauder. 

Archives  of  Ophthalmology,  June,  1949. 

Seventy-two  patients,  22  male  and  50  females 
between  the  ages  of  5 >4  and  46  years,  with  inter- 
stitial keratitis  were  treated  with  penicillin.  Suf- 
ficient time  has  elapsed  to  evaluate  the  results 
of  treatment  in  59  of  these  patients.  Forty-one 
of  the  59  patients  were  given  intramuscular  in- 
jections of  50,000  units  of  commercial  sodium 
penicillin  every  four  hours  for  forty-eight  con- 
secutive doses  in  eight  days,  to  a total  amount 
of  2,400,000  units.  For  the  remaining  18  patients 
the  total  dose  of  penicillin  ranged  from  about 
500,000  (2  patients)  to  about  4,000,000  units.  The 
majority  received  about  2,000,000  units  in  eight 
days.  Penicillin  was  well  tolerated,  without  serious 
untoward  reactions.  The  Herxheimer  reaction  was 
absent  after  initial  treatment.  Twenty-five  patients 
were  given  penicillin  alone.  Nine  patients  received 
penicillin  combined  with  eight  to  twelve  inductions 
of  fever  with  vaccines;  21  patients,  penicillin, 
fever  therapy  and  chemotherapy;  4 patients,  peni- 
cillin and  chemotherapy.  In  the  25  patients  treated 
with  penicillin  only,  interstitial  keratitis  progressed 
favorably  or  was  retrogressing  at  the  time  peni- 
cillin was  given,  so  that  supplemental  treatment 
was  not  regarded  as  necessary.  Penicillin,  like 
chemotherapy,  did  not  prevent  an  initial  attack  of 
interstitial  keratitis,  involvement  of  the  second 
eye  or  recurrence  of  the  disease  in  the  previously 
affected  eye.  The  absence  of  any  striking  result 
in  the  final  visual  acuity  of  the  penicillin-treated 
patients  is  consistent  with  clinical  observation  that 
penicillin  does  not  uniformly  exert  an  immediate 
favorable  effect  on  active  interstitial  keratitis. 
The  considerable  individual  variation  in  the  course 
of  this  disease  is  apparently  not  altered  by  peni- 
cillin therapy.  Interstitial  keratitis  which  was 
retrogressing  at  the  time  of  treatment  pursued  a 
favorable  course,  as  did  mild  forms  of  the  disease. 
An  occasional  patient  with  a severe  form  of  the 
disease  seemed  to  be  benefited;  such  other  patients 
were  definitely  not  improved  by  penicillin  or  any 
other  method  of  treatment.  Retreatment  with 
penicillin  in  refractory  cases  did  not  seem  to  be  of 
benefit.  There  was  no  apparent  effect  after  the 
local  use  of  penicillin.  The  addition  of  penicillin 
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to  the  therapeutic  agents  for  interstitial  keratitis 
does  not  give  results  superior  to  those  of  other 
forms  of  treatment. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


The  Advantages  and  Disadvantages  of  Closed  Re- 
section of  the  Colon.  W.  C.  White,  M.D.,  F.  H. 

Amendola,  M.D.,  Transactions,  American  Surgi- 
cal Association,  Vol.  62,  pp.  572-581,  1944. 

On  the  Surgical  Services  of  the  Roosevelt  Hos- 
pital it  was  maintained  for  many  years  that  some 
form  of  the  Mikulicz  procedure  was  the  operation 
of  choice  in  resection  of  the  colon.  This  attitude 
was  based  on  the  work  of  one  of  our  surgeons,  C.  N. 
Dowd,  whose  experience  with  the  two-stage  exte- 
riorization method  was  more  satisfactory  and  con- 
vincingly safer  than  with  the  open  resection  of  his 
time.  At  that  time,  the  preparatory  and  post-oper- 
ative measures,  now  familiar  to  all  of  us,  were 
either  not  known  or  unavailable. 

Our  1939  report  gave  our  results  with  the 
Mikulicz  procedure.  At  that  time  we  wer-e  using 
right  enterocolectomy  with  the  closed  technic  with 
increasing  frequency,  at  first  in  two  stages,  later 
in  one  stage,  with  a proximal  enterostomy  as  a vent. 

As  we  continued  to  use  the  Mikulicz-type  of  oper- 
ation for  the  left  half  of  the  colon,  we  became 
increasingly  conscious  of  certain  definite  objections 
to  its  use.  These  were: 

(1)  The  necessity  of  multiple  opei-ations 

(2)  The  distress  of  abdominal  fecal  evacuation 
for  long  time 

(3)  The  questionable  adequacy  of  removal  of 
bowel  adjacent  to  growth,  with  the  mesen- 
teric lymph  nodes 

(4)  The  establishment  of  a temporary  complete 
obstruction  unless  an  antecedent,  or  comple- 
mental,  cecostomy  or  colostomy  was  per- 
formed 


(5)  The  high  incidence  of  complications 

Despite  these  objections  we  continued  to  utilize 
the  exteriorization  operation  because  of  our  firm 
belief  that  it  was  safer  than  primary  resection. 
Reports  of  others  made  us  doubt  that  our  attitude 
was  entirely  justifiable.  We  decided  to  use  primary 
resection  as  the  opportunity  arose.  This  report 
deals  with  our  experience  during  the  past  five  years. 
During  1939-1943  we  operated  upon  110  patients 
with  cancer  of  the  colon.  Resections  were  done  in 
85  of  that  group. 

Our  experience  convinced  us  that  our  fear  of 
primary  resection  with  end-to-end  anastomosis  was 
unfounded;  that  the  operation,  in  fact,  is  safer  than 
exteriorization  method,  and  that  it  possesses  a 
number  of  definite  advantages  over  the  latter  pro- 
cedure. An  advantage  of  major  importance  is  the 
feasibility  of  resection  of  low  sigmoid  growths  just 
proximal  to  the  peritoneal  reflection,  as  well  as 
growth  in  a sigmoid  with  a short  mesentery  or  an 
obese  abdominal  wall.  However,  a primary  anas- 
tomosis, cecostomy  or  transverse  colostomy  should 
not  be  attempted  in  the  presences  of  an  acute 
inflammatory  reaction  in  the  segment  involved. 
The  Mikulicz  procedure  in  such  cases  is  the  rational 
approach. 

The  adoption  of  oblique  resection  of  the  bowel 
ends  to  insure  adequate  blood  supply,  the  use  of 
narrow-bladed  crushing  clamps,  the  use  of  the  Kerr 
basting-stitch,  the  use  of  interrupted  fine  silk 
Halsted  sutures,  etc.,  have  added  to  the  security  of 
the  anastomosis  site.  We  prefer  in  general  the 
closed  or  “aseptic”  method,  with  application  of 
sufanilamide  about  the  site  of  sutures. 

We  may  expect  more  cured  cases,  but  we  must 
also  anticipate  a steady  mortality  rate  as  we  accept 
problems  which  are  technically  more  and  more  for- 
midable and  perplexing.  Though  we  may  favor  one 
operative  procedure  over  others,  no  one  surgical 
approach  is  universally  applicable. 

It  is  our  opinion  that  a vent  proximal  to  the 
anastomosis  is  a necessary  safeguard  in  primary 
resections. 
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THE  IMPACT  OF  SOCIALIZED  MEDICINE  ON  THE  BRITISH  PHYSICIAN  AND  HIS 
PATIENT* 


CECIL  PALMER.f  London,  England 

I am  not  a doctor  but  I am  very  much  a 
patient.  I have  had  firsthand  evidence  of 
American  medicine  and  of  private  practice, 
and  except  that  I think  it  is  almost  as  dear 
as  socialized  medicine,  I can  only  offer  you 
my  congratulations  on  the  services  that  you 
are  rendering  to  mankind. 

Mr.  President,  you  have  been  good  enough 
to  say  that  I will  try  to  paint  a picture  of 
Socialism  in  Great  Britain — that’s  a rather 
general  thing  to  attempt,  and  in  this  special- 
ized audience  I don’t  think  I shall  accept 
that  invitation. 

I have  done  it  many  times  in  the  United 
States  already,  but  it  seems  to  me  that  you 
would  be  more  pertinently  interested  if  I 
more  or  less  concentrated  on  socialized  medi- 
cine in  Great  Britain. 

Let  me  say  in  the  first  place  that  I have 
from  the  very  beginning  of  socialized  medi- 
cine in  Britain  bitterly  and  strenuously  op- 
posed it,  and  I would  ask  you  to  believe  that 
1 have  opposed  it  on  moral  grounds,  and  it 
is  my  belief,  ladies  and  gentlemen,  that  it 
is  on  moral  grounds;,  primarily,  that  you 
must  fight  to  preserve  private  practice  in 
medicine. 


"‘‘Presented  at  the  Conference  of  Presidents  and 
Other  Officers  of  State  Medical  Association,  At- 
lantic City,  June  5,  1949.  (Reprinted  from  Con- 
necticut State  Medical  Journal,  September,  1949.) 

fPublisher,  author,  journalist,  and  signatory  of 
the  famous  “Manifesto  on  British  Liberty”  issued 
by  the  Society  of  Individualists  of  which  he  is  a 
leading  spokesman. 


In  Britain,  the  doctors  were  winning  all 
along  the  line,  and  it  still  is  a mystery  to 
me,  as  it  is  a mystery  to  many  of  my  fellow 
countrymen,  and  it  is  a mystery  to  many 
members  of  the  British  Medical  Profession 
— how  it  came  about  that  at  the  eleventh 
hour  the  medical  profession  gave  up  the 
ghost. 

I believe  it  was  due  to  the  fact  that  the 
Minister  of  Health,  in  our  present  Socialist 
Government,  was  able  to  divert  the  issue 
from  the  moral  basis  to  the  business.  He 
was  able  to  make  the  doctors,  by  a very 
clever  political  formula,  discuss  terms  of 
service,  whereas  the  doctors  would  have 
been  on  stronger  ground  if  they  had  said 
there  were  no  terms  of  service,  under  which 
they  would  degrade  medicine  by  serving  a 
state  salaried  medical  service. 

I go  further,  Mr.  President,  and  ladies 
and  gentlemen,  and  I say  that  the  medical 
profession  in  Britain  made  a contribution 
to  the  servile  state  that  had  not  been  ex- 
ceeded by  any  previous  measure  of  national- 
ization in  my  country.  When  the  doctors 
were  out  and  free,  we  had  a chance;  but 
when  the  doctors  came  in  and  made  them- 
selves the  servants  of  the  state — then  we, 
indeed,  had  come  to  a position  in  which 
it  would  seem,  at  this  moment,  that  we  can- 
not possibly  recover. 

State  paternalism  is  a curse  and  if  I may 
be  facetious,  I may  say  from  my  own  ob- 
servation that  socialism  in  Britain — social- 
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ism  in  practice,  ladies  and  gentlemen,  which 
is  a very  different  thing  Horn  socialism  in 
theory — I would  say  that  socialism  will 
work  only  in  heaven  where  they  don’t  want 
it,  or  in  hell  where  they  have  got  it  al- 
ready. 

Two  Trends  Offer  Hope 

1 believe  there  are  two  trends  operating 
conjointly  in  Britain  today  which  may 
save  us.  The  one  is,  what  I would  term 
The  Women’s  Revolt,  and  the  other  is  a 
purely  economic  one  which  is  that  social- 
ized medicine  is  financially  top  heavy. 

But  do  you  know,  Mr.  President  and 
ladies  and  gentlemen,  that  the  first  year  of 
operative  socialized  medicine  in  Britain  is 
costing  my  impoverished  country  one  billion 
dollars.  And  that  is  for  socialized  medicine 
alone,  and  when  I tell  you  that  socialized 
medicine  represents  only  one-ninth  of  the 
total  bill  of  social  services  throughout  Great 
Britain,  you  will  get  some  indication  of  the 
hopeless  position  we  shall  be  in,  financially, 
at  the  end,  shall  we  say,  of  another  year. 

Indeed,  Sir  Stafford  Cripps,  to  whom  at 
least  I pay  tribute  for  sincerity,  has  already 
assured  the  nation  that  we  cannot  carry  this 
heavy  socialized  medicine  bill  without  some 
rearrangement  of  the  contributions.  One 
billion  dollars  a year ! . . . for  a service  that 
is  not  to  be  compared  with  the  practice 
of  medicine  as  we  had  it  before  the  social- 
ists got  the  grip  on  us ; and  I would  remind 
you,  ladies  and  gentlemen,  above  everything 
else — to  remember  that  Lenin,  who  was  the 
architect  of  communism — Lenin  said,  that 
if  he  could  control  the  doctors,  he  had  the 
people. 

And  I am  going  to  show  to  you  that  is 
a very  great  truth,  and  that  it  is  integral 
to  socialism  in  any  country.  If  the  doctors 
won’t  play,  socialism  won’t  work. 

In  other  words,  socialized  medicine,  in 
my  humble  judgment,  is  an  integral  part 
of  socialism  and  fascism  in  practice.  But 
I am  not  going  to  stress  the  obvious  finan- 
cial instability  of  socialized  medicine  in 
Britain.  I believe  that  the  common  sense 
of  the  British  people  will  find  its  own  solu- 
tion to  that  problem  at  any  rate,  because 
we  are  being  overtaxed  and  undernourished 
every  day  in  every  way. 


I am  going  to  take  it  on  much  broader 
grounds.  I am  coming  back  to  my  moral 
basis,  and  I say,  without  fear  of  honest 
contradiction,  that  socialized  medicine  in 
Britain  has  done  two  major  things.  In  the 
first  place,  it  has  revolutionized  the  status 
of  the  doctor.  His  livelihood,  his  profes- 
sional advancement,  his  allegiances  and 
loyalties  are  now  commandeered  by  the 
state,  his  new  master,  who  pays  him  once 
a quarter — his  salary  from  the  contribu- 
tions collected  from  the  patients. 

And  the  second  major  thing  it  has  done 
is  that  it  has  destroyed  the  relationship  be- 
tween the  doctor  and  the  patient. 

I do  not  know  with  any  measure  of  cer- 
tainty what  are  the  canons  of  medicine  in 
America,  but  I know,  and  I assume  that  you 
know,  too,  that  in  British  medicine  every 
medical  practitioner  is  bound  insolubly  to 
an  immemorial  oath.  And  that  oath — the 
Hippocratic  oath  binds  every  medical  man 
to  observe  secrecy  and  privacy  in  the  rela- 
tionships professional — between  the  doctor 
and  the  patient.  And  that  has  gone  by  the 
board. 

Power  of  Statutory  Instrument 


I am  one  with  many  in  Britain  who  en- 
visaged that  possibility  and  because  of  it, 
when  the  bill  was  passing  through  various 
stages  in  the  House  of  Commons,  through 
members  of  Parliament,  had  it  challenged 
directly  to  the  Minister  of  Health  himself 
and,  in  response  to  that  challenge,  he  gave 
a categorical  assurance  that  privacy  and 
secrecy  in  socialized  medicine  would  be 
strictly  observed. 

Mr.  President,  ladies  and  gentlemen, 
within  three  weeks  of  the  passing  of  that 
act,  that  same  socialist  Minister  of  Health 
issued  what  is  termed  in  Britain  a Statutory 
Instrument.  I should  explain  to  you  in 
parentheses,  that  a Statutory  Instrument  is 
one  which  any  minister  of  the  crown  can 
exercise  and  issue,  and  when  issued,  has  all 
the  force  of  law,  is  above  the  rule  of  law, 
cannot  be  challenged  in  the  courts,  and  has 
as  much  weight  as  any  regularized  act  of 
Parliament. 

And  to  show  you  how  far  my  beloved 
country  has  trodden  the  crooked  path  that 
leads  to  the  servile  state,  I would  tell  you 
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that  the  Statutory  Instrument  which  I am 
now  going  to  refer  is  Number  506.  In  other 
words,  we  had  previously  505  Statutory  In- 
struments, delegated  legislation,  which  have 
never  been  discussed  or  debated  in  the 
House  of  Commons  but  which  operate  on  the 
citizens  of  Britain  as  though  those  instru- 
ments were  literally  acts  of  Parliament. 

Now  the  Statutory  Instrument  506  which 
was  issued  three  weeks  after  socialized  med- 
icine became  operative,  read  like  this: 

It  was  headed  Terms  of  Service. 

The  terms  of  service  require  every  prac- 
titioner to  keep  records  of  the  diagnosis 
and  the  treatment  of  all  his  patients,  and 
make  such  records  available  to  the  local  Lay 
Council.  The  women,  ladies  and  gentlemen, 
were  the  first  to  see  the  harsh  impact  of 
that  implication.  And  they  are  in  revolt 
in  increasing  numbers,  because,  if  I may 
put  it  in  a facetious  way,  the  position  has 
arisen  thousands  of  times  already  where 
Mrs.  Brown  living  in  Block  A is  a patient, 
and  Mrs.  White  living  in  Block  B is  a mem- 
ber of  the  Local  Lay  Council,  and  I leave 
it  to  your  imaginations  to  envisage  the 
potentialities  and  the  possibilities  for  a little 
light  gossip  at  the  expense  of  Mrs.  Brown’s 
health. 

Socialized  Medicine  Cannot  Work 

Socialized  medicine  in  Britain  is  not 
working  and  cannot  work.  There  are  not 
enough  doctors ; there  are  not  enough 
nurses;  there  are  not  enough  hospitals; 
there  are  not  enough  clinics. 

Every  doctor  in  Britain,  who  practices 
in  an  industrial  area,  is  expected  to  take 
4,000  patients  and  every  doctor  in  Britain 
practicing  in  the  rural  areas  where  travel- 
ing is  longer  and  more  arduous  is  expected 
and  indeed  economically  compelled  to  take 
2,500  patients.  And  those  doctors  serving 
under  socialized  medicine  receive  for  their 
professional  services  a per  capita  fee  of 
$3.25  per  patient  per  annum. 

The  situation,  quite  frankly,  is  this : That 
when  you  remember  that  every  professional 
man  in  Britain  who  earns  more  than  $4,000 
a year — not  a very  princely  salary — pays 
roughly  45  per  cent  in  direct  income  tax, 
you  will  see  that  that  per  capita  fee  doesn’t 
keep  the  wolf  from  the  door,  and  indeed  it 


is  true,  that  the  British  Medical  Associa- 
tion is  my  authority  on  this,  and  I have 
worked  in  the  closest  contact  with  them, 
that  there  are  many  doctors  up  and  down 
the  length  and  the  breadth  of  the  British 
Isles  today  who  are  not  only  not  making  a 
living  but  are  living  on  capital.  Many  of 
them  are  living  on  bank  overdrafts.  That 
is  the  economic  situation  for  the  doctor  in 
Britain  under  socialized  medicine,  and  so 
acute  and  urgent  has  the  problem  become 
that  the  British  Medical  Association  has 
lodged  with  the  Minister  of  Health  a de- 
mand for  an  immediate  increase  in  the  per 
capita  fee.  The  doctor’s  hope  of  getting  it 
is  exceedingly  remote,  because  the  same 
Minister  of  Health  has  already,  at  the  end 
of  ten  months  of  operative  socialized  medi- 
cine, issued  instructions  to  hospital  authori- 
ties to  cut  down  their  expenditure  and  the 
result  is  that  many  hospitals  in  Britain 
today  they  are  cutting  out  wards  and  other 
services  simply  to  make  ends  meet  financial- 
ly. 

Two  Significant  Considerations 

But  I want  to  put  it  to  you,  and  I count 
it  a great  privilege  to  be  able  to  put  it  to 
you — I want  to  put  to  you  two  significant 
considerations.  The  architect  of  socialized 
medicine  in  Great  Britain  was  Lord  Bever- 
idge— a very  sincere  man;  a very  old  man. 
As  a research  student,  I suppose,  incompar- 
able. But  he  believed,  and  I imagine  still 
believes,  that  the  State  can  do  for  you 
better  those  things  you  should  want  to  do 
for  yourself.  Anyway,  all  his  inspiration 
came  from  Germany,  which  country,  if  I 
may  say  so,  was,  in  every  sense,  the  Father 
of  Social  Services.  And  in  his  report  of 
300  printed  pages,  a report  which  I be- 
lieve I am  almost  unique  in  having  read 
from  cover  to  cover,  he  made  two  assump- 
tions. And  I beg  you  to  listen  with  the 
greatest  care  to  the  implications  of  all  I am 
now  going  to  say,  because  this  is  the  side 
of  socialized  medicine  which  the  press  and 
the  radio  and  the  platform,  if  they  mention 
it  at  all,  soft  pedal. 

The  report  of  Lord  Beveridge  contained, 
as  I have  indicated,  two  assumptions,  and 
those  assumptions,  I may  say,  are  embodied 
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in  the  present  act.  The  assumptions  were 
called  Assumption  A and  Assumption  R. 

Assumption  A is  that  it  is  the  duty  of 
the  patient  to  keep  well,  and 

Assumption  B is  that  it  is  the  duty  of 
the  doctor  to  exercise  harsh  certification 
which,  in  plain  English  means  that  it  is 
the  duty  of  the  doctor  to  return  his  patient 
to  his  job  as  quickly  and  as  cheaply  as 
possible. 

You  may  think  that  I am  exaggerating, 
but  I will  now  ask  you  to  consider  another 
piece  of  legislation — delegated  legislation — 
in  Britain  which  again  has  been  soft 
pedaled,  And  I believe  that  you  will  dis- 
cover precisely  what  I have  discovered — 
that  there  is  something  deeper  and  more 
menacing  in  socialized  medicine  than  ap- 
pears on  the  surface. 

In  1947  Great  Britain  woke  up  one  morn- 
ing and  discovered  itself  saddled  with  what 
was  called  a Control  of  Engagements  Order 
— 1947.  It  was  never  debated  in  the  House 
— it  was  just  a piece  of  delegated  legislation 
which  Ministers  of  the  Crown  can  impose 
on  my  people  in  peacetime. 

Under  the  Control  of  Engagements  Order 
every  man  and  every  woman  between  the 
ages  of  18  and  50  can  be  and  are  directed 
by  the  State  to  take  any  job,  anywhere,  at 
any  time,  according  to  the  State’s  choice. 
In  other  words,  in  the  twinkling  of  an  eye 
my  people,  despite  their  long  constitutional 
history,  found  themselves  saddled  with  in- 
dustrial conscription  in  peacetime.  It  was 
brought  in  in  ’47  because  our  unemploy- 
ment problem  then  was  virtually  nonexist- 
ent, and,  therefore,  it  wasn’t  in  an  active 
sense  operative.  But  it  doesn’t  require  much 
imagination  to  see  that  when  unemploy- 
ment increases  and  becomes  measurable,  the 
impact  of  that  piece  of  legislation  is  going 
to  be  devastating  to  the  liberty  of  the  indi- 
vidual. 

Now,  I ask  you  as  medical  men  and 
women,  to  put  that  Control  of  Engagements 
Order,  an  order  which  for  all  practical  pur- 
poses made  null  and  void  habeas  corpus  and 
the  Bill  of  Rights  and  the  Petition  of 
Rights,  I ask  you  to  put  that  act  or  that 
order  against  those  two  medical  Assump- 
tions, and  you  will  see  them,  I think,  per- 


fectly clearly  that  when  Lenin  said  that  if 
he  controlled  the  doctors,  he  had  the  people. 
You  are  getting,  in  those  three  things,  pre- 
cisely the  ideal  which  Lenin  envisaged. 
Fellowship  of  Freedom 

The  medical  profession  in  Britain,  Mr. 
President,  ladies  and  gentlemen,  I am 
happy  to  say,  is  becoming  increasingly 
aware  of  it.  And  Lord  Horder,  who  I be- 
lieve is  in  America  at  this  very  moment 
and  who  is,  if  I may  say  so,  a personal  friend 
of  mine,  never  went  into  the  scheme  and, 
by  the  way,  I should  tell  you  that  there 
were  roughly  2,600  doctors  in  Great  Britain 
who  remained  outside  the  scheme  and  have 
never  come  into  it.  But  since  the  bill  has 
become  operative,  and  Lord  Horder  had 
brought  into  existence  an  institution  which 
is  not  opposed  to  the  British  Medical  Associ- 
ation, but  which  is,  if  I may  say  so  in  a 
noncommital  way,  more  or  less  a ginger 
group  and  I ask  you  to  note  the  title  which 
is  given  to  that  new  body  of  medical  men  . 
and  women,  because  as  the  late  Gilbert 
Chesterton  said  “it  is  a tremendous  trifle.’’ 

The  title  of  that  new  institution  is  The 
Fellowship  of  Freedom  in  Medicine,  and 
Lord  Horder  told  me  just  before  I flew  over 
to  the  States  that  he  had  already  enrolled 
in  that  institution  2,500  medical  men  and 
women,  and  he  said  to  a reporter  in  New 
York,  I think  only  a day  or  two  ago,  that 
it  had  increased  now  to  a membership  of 
approximately  3,000. 

Every  doctor  in  Britain  is  discovering  to 
his  sorrow  that  he  is  now  a state  salaried 
medical  servant,  and  that  his  obligation  to 
his  patients  are  less  important  and  less 
imperative  than  his  obligations  and  his  re- 
sponsibility were  to  his  patients  under  pri- 
vate practice. 

In  Great  Britain  today  there  are  over 
200,000  urgent  cases  requiring  what  we  call 
institutional  treatment.  You,  I believe,  say 
in  such  circumstances  that  they  require  to 
be  hospitalized.  And,  at  the  same  time, 
there  are  57,000  vacant  beds  in  hospitals 
— 1 9 of  the  whole  beds  of  all  the  hospitals 
in  Great  Britain,  and  they  are  empty  be- 
cause there  are  neither  the  doctors  nor  the 
nurses  to  service  them. 

Under  private  practice  in  medicine  in 
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Britain,  ladies  and  gentlemen,  in  Britain 
at  any  rate,  the  hospital  was  considered  to 
be  the  haven  for  the  poor  man  and  the  poor 
woman.  That  privilege  under  socialized 
medicine  is  gone.  He  is  no  longer  privileged 
because  I would  ask  you  to  remember  that 
socialized  medicine  is  compulsory  and  that 
every  man  and  woman  in  Britain,  rich  or 
poor,  must  contribute  and  the  result  is  that 
thousands  of  men  and  women  who  hitherto 
have  sound  finances  for  their  own  illnesses 
are  now  demanding  entrance  to  hospitals 
and  crowding  the  poor  out. 

The  socialists  have  talked  a lot,  ladies  and 
gentlemen,  about  the  common  good  of  the 
common  man.  Personally  I loathe  the 
phrase.  I don’t  believe  a common  man 
exists,  and  I have  short-circuited  that  point 
by  asking  you  to  remember  that  not  even 
socialists  yet  have  had  the  affrontery  to 
refer  to  the  common  woman. 

Under  socialism  in  Britain  we  have  been 
trying  to  do  something  that  is  quite  fan- 
tastic, and  you  as  professional  men  who  are 
guardians  of  liberty  in  the  very  strictest 
sense  should  know  it. 

Weakening  the  Strong 

If  you  ask  me  to  put  my  finger  on  the 
malady  in  Britain  today,  I would  say  with- 
out a moment’s  hesitation  that  we  have  tried 
to  strengthen  the  weak  by  weakening  the 
strong.  And  we  have  tried  to  legislate  un- 
successful people  into  prosperity  merely  by 
legislating  successful  people  out  of  it. 

For  years — as  long  as  I can  remember, 
my  people  have  been  poisoned  with  the 
heresy  that  you  can  have  in  this  wicked 
world  something  for  nothing.  It  just  does 
not  add  up.  And  I cannot,  ladies  and  gentle- 
men, remember  in  my  lifetime  any  single 
piece  of  legislation  that  has  been  put  over 
with  more  ballyhoo  than  the  so-called  free 
medical  service — free — free — the  patient’s 
contribution  to  socialized  medicine  in 
Britain  amounts  to  $2,800,000  a week.  If 
that  is  free  medical  service,  I,  as  an  ordi- 
nary businessman,  ask  for  one  that  isn’t, 
because  it  might  be  cheaper  and  it  couldn’t 
be  dearer. 

The  British  Medical  Association  has  told 
our  public  in  Britain  that  under  socialized 
medicine  it  is  not  possible  for  any  doctor 


to  give  more  than  five  minutes  for  diag- 
nosis and  treatment  of  any  patient  who 
comes  before  him.  Indeed  the  queues  in 
doctors’  surgeries  which  I believe  you  call 
offices  are  just  too  appalling  and  painful 
for  words.  It  is  common  for  women,  for 
example,  to  appear  at  surgeries  or  offices 
in  the  morning,  to  leave  at  noon  not  having- 
even  seen  the  doctor,  returning  in  the  early 
evening  and  leaving  then  in  the  evening 
without  seeing  the  doctor,  and  returning 
the  next  morning. 

The  Regimented  Doctor 

The  life  of  the  doctor  under  socialized 
medicine  is  the  life  of  a glorified  clerk  and 
nothing  else.  All  his  case  reports  which 
were  private  and  confidential  and  which 
were  his  exclusive  property  are  now  made 
out  in  triplicate  and  are  made  available 
to  Local  Lay  Councils  and  to  Regional 
Boards.  I mentioned  the  status  of  the 
doctor.  Even  in  the  highly  individual  perog- 
ative  of  a doctor,  namely,  prescribing  for 
his  patient,  he  is  no  longer  master  of  him- 
self, because  regional  boards  can  override 
a prescription  and  have  done  so  many 
times  already.  The  moral  and  scientific 
degradation  of  medicine  has  been  so  terri- 
ble in  Britain  in  the  few  short  months  that 
it  has  been  in  operation,  that  I tremble  to 
think  what  will  happen  to  my  country  if 
we  don’t  come  back  to  political  sanity  and 
make  readjustments  more  in  keeping  with 
the  hearts  and  souls  of  men  and  women. 

As  an  individualist,  ladies  and  gentle- 
men, I believe  every  man,  woman  and  child 
in  the  universe  is  unique.  And  I believe, 
too,  in  a very  real  sense  that  the  medical 
profession  above  all  has  a tremendous  re- 
sponsibility and  a tremendous  privilege  to 
keep  the  light  of  liberty  strong.  We  are 
living  in  semi-darkness  in  Britain  and  I say 
at  this  end  as  I said  at  the  beginning  that 
I believe  that  the  medical  profession  in 
Britain  without  knowing  it  has  made  a 
greater  contribution  to  our  serfdom  than 
any  other  single  piece  of  nationalization 
that  has  been  put  upon  a perplexed,  be- 
wildered and  war-weary  public. 

My  only  hopeful  thing  for  you  so  far  as 
Britain  is  concerned  is  that  we  are  begin- 
ning to  wake  up,  and  if  I may  say  so, 
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Mr.  President,  in  listening  to  the  speakers 
who  have  preceded  me,  I did  gain  some 
measure  of  encouragement  because  at  least 
it  seems  to  me  that  your  profession  is 
aware  of  what  must  happen  to  your  noble 
profession  if  you  ever  find  yourselves  under 
the  state — state  paternalism  in  Britain  is 
sapping  our  vitality;  it  is  destroying  our 
capital  and  is  making  all  of  us,  in  one  way 
or  another,  eligible  for  the  ranks  of  crook- 
dom.  It  is  impossible  in  Britain — I am  not 


exaggerating — it  is  impossible  in  Britain 
today  to  lead  a strictly  moral  life  in  an 
ethical  sense.  We  all  have  to  dodge  the 
law  in  one  way  or  another  in  greater  or 
lesser  degree.  And,  under  socialized  medi- 
cine, that  kind  of  petty  misdemeanor  has 
grown  conspicuously.  People  are  going  to 
doctors  with  imaginary  complaints,  and 
indeed  it  is  not  an  exaggeration  to  say  that 
we  are  in  living  danger  of  becoming  a nation 
of  hypochondriacs. 
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DIFFERENTIAL  DIAGNOSIS  OF  LESIONS  OF  THE  BREAST* 


CLARENCE  E.  GILLESPIE,  M.D.,f  Memphis 

As  one  glances  at  the  title  chosen  for  this 
paper  his  first  impulse  is  to  consider  this 
to  be  a subject  too  well  known  to  all  of  us 
to  warrant  any  further  study  or  review  of 
the  subject  such  as  is  intended  here.  How- 
ever, we  have  only  to  see  a few  of  the  neg- 
lected cases  being  treated  in  the  cancer 
clinics  over  the  country  or  in  the  private 
practices  of  many  surgeons  dealing  with 
breast  cancer  to  realize  that  the  knowledge 
of  the  diagnosis  and  proper  therapy  of  can- 
cer of  the  breast  is  not  as  universal  as  it 
should  be  by  any  means.  It  is  the  appre- 
ciation of  this  fact  that  has  prompted  the 
preparation  of  this  presentation,  and  in  so 
doing  my  primary  purpose  is  to  emphasize 
the  fundamental  diagnostic  signs  and  the 
importance  of  early  diagnosis  and  therapy 
in  carcinoma  of  the  breast.  It  is  hoped  that 
our  discussion  here  may  in  some  way  help 
to  eliminate  such  things  as  the  practice  of 
observing  or  “watching”  a lump  in  the 
breast  through  the  period  of  transition  from 
benign  to  malignant,  and  thus  losing  the 
golden  opportunity  for  curing  the  patient 
of  her  disease. 

Before  entering  into  a discussion  of  the 
diagnosis  of  the  various  lesions  to  be  differ- 
entiated from  cancer  of  the  breast  and  the 
means  of  making  this  differentiation,  it  is 
perhaps  well  to  make  a few  general  com- 
ments concerning  methods  in  the  diagnosis 
of  breast  lesions.  First  of  all,  a thorough 
and  complete  history  should  be  taken  in  the 
case  of  any  patient  who  presents  herself 
for  examination  and  study.  If  the  patient 
complains  of  a lump  in  her  breast,  as  they 
usually  do,  the  examiner  should  inquire  as 
to  the  duration  of  the  lump,  how  it  was  first 
discovered,  and  whether  it  has  increased  in 
size  rapidly  or  not.  Many  patients  state 
that  the  mass  was  discovered  accidentally 
while  taking  a bath ; a few  may  say  that 
they  noted  the  mass  when  feeling  the  breast 
because  of  soreness  or  pain ; still  a few 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Chattanooga,  April  13,  1949. 

f Department  of  Surgery,  University  of  Tennes- 
see College  of  Medicine,  Memphis. 


others  will  have  discovered  the  tumor  by 
examination  of  the  breast  prompted  by 
reading  about  cancer  in  the  voluminous 
propaganda  now  appearing  in  the  current 
lay  magazines.  The  matter  of  how  fast  a 
mass  in  the  breast  has  grown  is  of  impor- 
tance. A benign  mass,  stationary  in  size 
for  a long  period  of  time,  may  have  under- 
gone malignant  change  with  sudden  rapid 
increase  in  size.  Some  idea  as  to  degree 
of  malignancy  might  be  suggested  by  the 
rate  of  growth  of  the  tumor.  Associated 
symptoms  such  as  discharge  from  the  nip- 
ple, pain,  itching,  etc.,  should  be  recorded 
in  sequence  of  appearance,  along  with  the 
information  relative  to  the  mass.  Any  signs 
or  symptoms  suggestive  of  regional  or  dis- 
tant metastasis  should  also  be  noted.  Back 
pain  may  occur  as  result  of  metastasis  of 
the  tumor  to  the  bones  of  the  back,  that  is, 
the  vertebrae  or  pelvic  bones.  One  may 
also  see  pain  in  the  upper  or  lower  extrem- 
ities due  to  bony  metastasis.  Cough,  chest 
pain,  and  even  hemoptysis  may  be  seen 
after  the  lesion  has  spread  to  the  lungs  and 
pleura.  Marked  enlargement  of  the  liver 
and  jaundice  may  be  noted  due  to  spread 
to  the  liver.  A few  months  ago  a patient 
had  a radical  mastectomy  done  for  cancer 
of  the  breast  on  the  surgical  service  at  the 
John  Gaston  Hospital.  Within  a few  weeks 
after  the  operation  the  patient  became  jaun- 
diced, and  it  was  thought  that  she  had  some 
primary  biliary  tract  disease,  especially 
since  she  had  had  her  gall  bladder  drained 
years  before.  It  was  necessary  to  operate 
this  patient,  and  upon  exploration  it  was 
found  that  the  jaundice  was  not  due  to  a 
common  duct  stone,  as  was  diagnosed  pre- 
operatively,  but  to  spread  of  the  breast 
cancer  to  the  intra-abdominal  lymphatics 
and  the  presence  of  several  enlarged  lymph 
nodes,  containing  neoplastic  tissue  lying 
adjacent  to  and  compressing  the  common 
bile  duct. 

In  addition  to  the  questions  relative  to 
the  tumor  itself,  the  history  should  contain 
information  relative  to  the  presence  of  can- 
cer in  other  members  of  the  family,  espe- 
cially breast  cancer.  The  past  history 


346 


October,  1949 


DIFFERENTIAL  DIAGNOSIS  OF  LESIONS  OF  THE  BREAST— Gillespie 


should  record  the  number  of  pregnancies 
and  lactations  and  whether  these  were  nor- 
mal or  not.  Any  previous  breast  disease  of 
any  type  should  be  included,  that  is,  old 
breast  abscesses,  etc.,  and  finally  the  patient 
should  be  questioned  regarding  previous 
trauma  to  the  breast  in  question. 

The  examination  of  the  breast  should  be 
carried  out  in  good  light.  Inspection  and 
palpation  are  the  chief  means  at  our  dis- 
posal for  examination  of  the  breast.  Inspec- 
tion is  best  carried  out  with  the  patient 
stripped  to  the  waist  and  seated  on  a re- 
volving stool  in  front  of  the  examiner.  One 
should  have  several  points  in  mind  when 
looking  at  the  breast.  A comparison  of  the 
breast  containing  the  lesion  with  the  oppo- 
site breast  is  of  importance.  The  involved 
breast  may  be  a great  deal  larger  due  to  the 
presence  of  a large  tumor,  or  it  may  be  small 
and  retracted  or  ulcerated.  The  mass  in 
the  breast  may  be  visible  as  a prominence 
in  the  involved  portion  of  the  organ.  The 
nipple  may  be  retracted,  and  the  skin  over 
the  region  of  the  tumor  may  be  edematous 
or  fixed.  After  observation  in  the  resting 
posture  the  patient  should  be  instructed  to 
raise  the  extended  arms  over  her  head  and 
then  lower  them  quite  slowly.  As  the  arms 
are  raised  and  lowered  the  skin  over  the 
tumor  present  should  be  carefully  observed, 
as  should  the  nipple  excursion  with  this 
movement.  Very  early  skin  fixation  may 
often  be  detected  by  this  maneuver  when 
not  otherwise  detected. 

After  inspection  is  completed,  it  will  be 
well  to  transilluminate  some  of  the  lesions, 
especially  one  which  is  suspected  of  being 
a cyst.  This  procedure  is  easily  done  with 
a cameron  light,  or  some  similar  cold  light 
attached  to  a rheostat,  with  the  room  well 
darkened.  I am  sure  that  the  description 
of  the  technique  of  transillumination  of  the 
breast  given  by  Cheatle  and  Cutler1  has 
not  been  improved  upon,  and  I heartily 
recommend  it. 

The  breast  should  then  be  palpated.  This 
may  be  done  in  part  with  the  patient  sitting 
and  the  examiner  standing  at  the  side  and 
to  the  back  of  the  patient,  but  for  a really 
complete  and  thorough  examination  the 
breast  must  be  palpated  with  the  patient 
lying  flat  on  her  back.  The  breast  tissue 


is  thus  palpated  by  gently  compressing  it 
between  the  fingers  and  the  chest  wall.  The 
most  important  information  to  be  gleaned 
from  palpation  may  be  listed  as  follows: 
(1)  size  of  a tumor  mass  present;  (2)  con- 
tour of  the  mass;  (3)  consistency;  (4) 
mobility;  and  (5)  whether  the  mass  is  dis- 
crete and  well  defined  or  poorly  defined  and 
indefinite. 

Of  special  importance  is  the  consistency 
of  the  tumor.  A carcinoma  is  described  as 
a hard  mass,  and  on  more  than  one  occasion 
I have  made  the  gross  diagnosis  of  carci- 
noma at  the  operating  table  because  of  the 
consistency  or  hardness  of  the  tumor,  in 
spite  of  the  presence  of  an  encapsulated 
mass. 

Another  very  important  method  in  the 
examination  of  breast  tumors  or  masses  in 
the  breast  is  biopsy.  It  is  the  opinion  of 
the  author  that  aspiration  or  needle  biopsy 
is  probably  relatively  satisfactory  in  an 
institution  where  a specially  trained  cytol- 
ogist  is  available,  but  for  most  of  our  needs 
it  has  little  place.  The  procedure  of  choice 
is  a complete  excision  of  the  lesion  and 
frozen  section  in  doubtful  cases. 

For  purposes  of  academic  and  clinical 
consideration  it  is  well  to  classify  lesions 
of  the  breast  into  four  main  groups:  (1) 
inflammatory  lesions;  (2)  hyperplastic  le- 
sions; (3)  neoplasms  of  the  breast;  (4) 
miscellaneous  lesions. 

Inflammatory  Lesions 

Not  much  time  will  be  devoted  to  the 
inflammatory  lesions  of  the  breast  except 
in  so  far  as  the  differential  diagnosis  from 
cancer  warrants.  In  the  case  of  some  of 
the  chronic  inflammatory  lesions,  the  differ- 
entiation from  cancer  may  be  a problem  of 
some  magnitude,  and  the  making  of  a cor- 
rect decision  may  determine  whether  the 
patient  has  an  unnecessary  radical  mastec- 
tomy, or  whether  she  has  the  appropriate 
treatment  for  a cancer  of  the  breast — that 
is,  radical  mastectomy. 

Of  fhe  acute  inflammatory  lesions  the 
most  frequent,  and  about  the  only  one  of 
any  importance  to  us,  is  the  so-called  puer- 
peral mastitis.  Everyone  is  familiar  with 
the  breast  abscess  occurring  in  the  lactating 
woman,  usually  near  the  second  month  of 
nursing,  in  which  the  portion  of  the  breast 
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involved  is  tense,  very  tender  and  painful, 
and  quite  hard  until  suppuration  and  fluc- 
tuation. In  these  cases  the  systemic  reac- 
tion is  sharp,  often  starting  with  a chill  and 
fever  of  104°  to  105°.  Leucocytosis  of 

marked  degree  is  noted. 

The  chronic  inflammatory  conditions 
which  offer  most  difficulty  in  diagnosis,  or 
at  least  in  differentiation  from  cancer,  are: 
tuberculosis;  fungus  infections,  such  as  ac- 
tinomycosis; and  syphilis  of  the  breast.  In 
addition,  one  must  also  consider  the  so- 
called  plasma  cell  mastitis  under  the  head- 
ing of  chronic  inflammatory  lesions  of  the 
breast. 

Tuberculosis — The  author  collaborated 
with  Dr.  W.  P.  Nicolson3  of  Atlanta  in 
studying  and  reporting  seven  cases  of  tu- 
berculosis of  the  breast  several  years  ago, 
and  at  the  time  I was  quite  impressed  with 
the  difficulty  in  differentiating  the  condi- 
tion from  cancer  before  the  stage  of  sinus 
formation.  This  was  true  in  our  own  cases, 
as  well  as  in  the  cases  reported  in  the  litera- 
ture generally.  In  the  discrete  nodular 
type  of  tuberculosis  of  the  breast,  which  is 
by  far  the  most  common  type,  there  is  often 
a painless  mass  with  fixation  of  the  over- 
lying  skin  and  associated  adenopathy,  and 
such  cases  are  usually  diagnosed  as  cancer. 
Such  a tuberculous  mass  may  be  indis- 
tinguishable from  cancer,  but  certain  fea- 
tures may  arouse  suspicion  of  the  tubercu- 
lous nature  of  the  condition.  Among  these 
are  the  fact  that  tuberculosis  occurs  in  rela- 
tively younger  individuals,  and  the  tumor 
increases  in  size  more  rapidly  than  a car- 
cinoma. The  absence  of  metastasis  in  a 
large  tumor  is  also  suggestive.  Retraction 
of  the  nipple  is  more  frequent  with  cancer 
than  with  tuberculosis.  Discharge  from 
the  nipple  is  more  frequent  with  tuber- 
culosis, and  with  tuberculosis  is  more  often 
purulent;  whereas,  with  carcinoma  it  is 
more  often  serous  or  bloody.  To  mistake 
tuberculous  mastitis  for  carcinoma  should 
not  be  looked  upon  as  too  serious  an  error, 
however,  it  is  highly  desirable  to  make 
a correct  diagnosis  since  the  patient  may 
thus  be  saved  an  unnecessarily  mutilating 
radical  operation. 

Syphilis  of  the  Breast:  Gumma  of  the 
breast  is  the  only  luetic  lesion  which  might 


give  any  very  great  diagnostic  difficulty 
and  this  is  so  rare  that  it  hardly  need  be 
considered.  The  gummatous  lesion  is  hard, 
circumscribed  and  painless.  The  axillary 
nodes  are  enlarged.  The  gumma  increases 
in  size  rapidly  and  then  fluctuation  and 
necrosis  occur.  The  overlying  skin  may  be 
reddish  or  purple  in  color.  Geschickter1 
states  that  the  Wasserman  reaction  and 
microscopically,  the  inflammatory  character 
of  the  lesions  establish  the  diagnosis  of 
syphilitic  lesions  of  the  breast.  Also  of 
diagnostic  value  is  the  fact  that  there  is  a 
rapid  response  to  antileutic  therapy. 

Fungus  infections  of  the  Breast:  The 
mycotic  infections  of  the  breast  are  ex- 
tremely rare.  In  considering  the  differ- 
ential diagnosis  of  breast  lesions  actinomy- 
cosis is  usually  briefly  mentioned.  The 
mammary  lesion  of  actinomycosis  is  accom- 
panied by  swelling,  with  retraction  of  the 
nipple  and  fixation  of  the  overlying  skin, 
simulating  cancer.  Sooner  or  later,  a fistu- 
lous tract  discharging  the  characteristic  pus 
with  sulfur  granules  occurs  and  makes  diag- 
nosis relatively  easy.  Microscopic  study 
shows  the  ray  fungus. 

Plasma  cell  Mastitis:  In  considering  the 
various  types  of  mastitis  it  is  also  necessary 
to  consider  the  so-called  plasma  cell  mastitis 
which  may  likewise  be  quite  difficult  to 
distinguish  from  cancer.  Gaston6  has  given 
us  an  excellent  review  of  his  condition,  and 
he  states  that  the  importance  of  the  con- 
dition lies  in  the  ease  with  which  it  may 
be  confused  with  carcinoma.  In  most  in- 
stances, by  the  time  the  patient  with  plasma 
cell  mastitis  presents  herself  for  examina- 
tion the  involved  breast  reveals  an  in- 
definite, or  poorly  defined,  firm  non-tender 
tumor  mass  which  may  occupy  any  part 
of  the  breast,  but  is  usually  found  under- 
lying the  areola.  The  nipple  is  retracted 
and  the  overlying  skin  is  edematous  giving 
the  typical  Peau  d’  orange  appearance  such 
as  is  seen  in  malignant  tumors  of  the  breast. 
The  axillary  nodes  are  enlarged  in  most 
instances.  This  lesion  so  closely  simulates 
carcinoma  that  a number  of  cases  have  been 
reported  in  which  radical  mastectomy  was 
done  without  preliminary  microscopic  study 
of  biopsy  material.  The  main  point  which 
may  lead  one  to  suspect  the  diagnosis  of 
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plasma  cell  mastitis  is  the  eliciting  of  a sat- 
isfactory history  of  the  mild  acute  phase 
of  the  disease  which  is  the  early  phase  and 
is  usually  so  mild  that  the  patient  does  not 
seek  medical  advice.  Generally  we  feel  that 
the  diagnosis  of  plasma  cell  mastitis  can 
be  verified  by  histologic  study  or  possibly 
in  some  cases  by  the  fact  that  the  tumor 
of  plasma  cell  mastitis  is  quite  sensitive  to 
x-ray  therapy  and  will  literally  melt  away 
under  smaller  doses  of  x-ray  than  those 
required  to  affect  a cancer.  It  is  well  to 
bear  in  mind  the  fact  that  plasma  cell 
mastitis  may  be  indistinguishable  from 
plasma  cell  tumor  of  the  breast.  Gaston 
cites  the  case  reported  by  C.  W.  Cutler  in 
which  the  tumor  removed  from  the  breast 
was  thought  to  be  characteristic  of  plasma 
cell  mastitis,  but  the  patient  subsequently 
had  metastatic  growths  of  identical  micro- 
scopic characteristics  on  the  right  vocal 
cord,  in  the  left  sternoclavicular  joint,  the 
upper  part  of  the  left  breast,  and  right 
antrum. 

Hyperplastic  Lesions 

The  hyperplastic  conditions  of  the  breast 
constitute  the  groups  of  breast  diseases 
most  poorly  understood  and  probably 
most  frequently  encountered  by  the  av- 
erage practitioner.  It  is  this  group,  fre- 
quently referred  to  as  “chronic  mastitis,” 
“mammary  dysplasia,”  etc.,  that  often  caus- 
es us  a great  deal  of  difficulty  in  diagnosis 
and  explanation  of  symptoms,  as  well  as, 
taxing  our  patience  and  ingenuity  in  the 
problem  of  therapy.  We  are  accustomed 
to  using  the  terminology  of  Geschickter  in 
classifying  these  diseases,  but,  of  course, 
I realize  that  there  is  often  objection  to  any 
such  classification  of  this  group  of  lesions 
into  separate  entities,  possibly  representing 
different  phases  of  the  same  disease,  and 
many  good  surgeons  prefer  to  consider  them 
all  together  under  the  head  of  chronic 
mastitis  or  chronic  cystic  mastitis.  Never- 
theless, it  is  my  opinion  that  there  is  some- 
thing to  be  said  for  the  further  subdividing 
of  the  chronic  mastitis  of  hyperplastic 
nature  into:  (1)  Mastodvnia  (painful 

breasts).  (2)  Adenosis  or  Schimmelbusch’s 
Disease.  (3)  Cystic  disease  of  the  breast. 

Mastodynia:  or  painful  breasts,  as  it  is 
more  often  called,  has  been  described  by 


Cheatle  and  Cutler-  under  the  heading  of 
mazoplasia.  This  is  a common  condition 
and  is  frequently  encountered  in  the  office 
of  the  busy  practitioner  or  surgeon  during 
this  day  of  newspaper  and  magazine  pub- 
licity warning  against  cancer.  The  author 
was  greatly  impressed  by  the  number  of 
patients  seen  with  this  condition  during  a 
year  as  Resident  Surgeon  at  Steiner  Cancer 
Clinic  at  Atlanta,  Georgia.  Rarely  a day 
went  by  that  several  young  girls  with  pain- 
ful breasts  and  fear  of  cancer  were  not 
seen.  The  diagnosis  was  often  obvious 
from  history  even  before  physical  examina- 
tion was  done. 

These  patients  complain  primarily  of  pain 
and  soreness  in  the  breasts,  aggravated  in 
the  premenstrual  phase,  and  usually  more 
pronounced  in  the  upper  outer  part  of  the 
breast.  Pain  is  sometimes  referred  to  the 
chest  and  arms.  Palpation  of  such  a breast 
reveals  a slight  thickening  and  granularity 
of  the  involved  portion  of  the  breast  with 
some  associated  tenderness.  The  condition 
may  be  unilateral  or  bilateral  and  is  more 
common  between  the  ages  of  26  and  40 
years  in  single  women  or  in  married  women 
of  low  fertility.  It  is  not  often  that  this 
condition  will  cause  any  very  great  diffi- 
culty in  diagnosis,  but  if  one  is  in  doubt  as 
to  the  possibility  of  malignancy  he  should 
not  hesitate  to  biopsy  the  suspicious  area 
or  even  excise  a good  portion  of  the  breast 
for  microscopic  examination  if  uncertainty 
is  sufficient  to  warrant  this.  I do  not  be- 
lieve in  the  useless  excision  of  every  thick- 
ened area  in  the  upper  portion  of  the  breast 
of  a young  girl  as  I have  often  seen  done, 
but  at  the  same  time,  we  must  encourage 
and  emphasize  the  importance  of  excision 
and  histologic  study  of  any  really  suspicious 
lesions  of  the  breast.  It  is  of  minor  sig- 
nificance to  clinicians  to  state  that  the 
microscopic  picture  of  mastodynia  is  one 
of  proliferation  of  the  epithelial  elements 
of  the  terminal  ducts  and  acini  and  an  as- 
sociated periductal  fibrosis.  This  is  an 
exaggeration  of  a normal  physiological 
process. 

Adenosis  or  Schimmelbusch’s  Disease: 
This  condition  is  characterized  by  the  pres- 
ence of  multiple  nodules  varying  in  size 
from  a few  millimeters  to  1 centimeter. 
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These  may  be  found  in  one  or  both  breasts, 
and  are  usually  distributed  about  the  pe- 
riphery of  the  upper  and  outer  quadrant. 
The  affected  breasts  are  as  a rule  small 
and  firm  and  have  a very  definite  edge 
described  as  a “saucer  edge”.  These  patients 
complain  of  pain  and  tenderness,  aggra- 
vated in  the  premenstrual  phase  of  the 
cycle,  as  in  mastodynia.  They  are  most 
often  in  the  late  thirties  or  early  forties, 
and  as  a rule  childless.  Most  of  them  are 
nervous  and  underweight  and  some  have 
irregular  menstrual  cycles.  The  salient 
pathological  picture  in  adenosis  is  one  of 
epithelial  proliferation  with  formation  of 
many  small  intraductal  papillomas  and 
adenomas;  disorderly  proliferation  of  aci- 
nar elements  which  invade  the  surrounding 
stroma ; and  with  formation  of  minute 
cysts.  It  will  often  be  the  case  that  a con- 
fluence or  conglomeration  of  the  nodules 
mentioned  about  will  form  a degnite  mass 
which  will  require  biopsy  or  excision  and 
histological  study  for  definite  diagnosis.  It 
is  often  said  that  adenosis  represents  an 
advanced  stage  of  mastodynia,  which  I be- 
lieve is  probably  true. 

Cystic  Disease  of  the  Breast:  In  cystic 
disease  there  is  a development  of  one  or 
more  cysts  in  the  breast  about  the  time 
of  the  menopause  or  just  after  it.  The 
average  age  is  given  as  about  45  years. 
The  cysts  are  freely  movable  in  the  breast 
tissue.  Martin7  describes  them  as  globular 
elastic  swellings  and  says  that  fluctuation 
may  be  elicited.  It  should  also  be  added 
that  some  of  these  cysts  may  be  so  hard 
that  they  do  not  give  the  impression  of  be- 
ing cystic.  It  is  also  known  that  a con- 
glomeration of  cysts  may  form  a triangu- 
lar area  of  nodularity  with  its  base  at  the 
periphery  of  the  breast.  A serous  or 
brownish  discharge  from  the  nipple  may 
be  noted.  There  may  be  mild  pain  present. 
Transillumination  and  aspiration  may  be 
quite  helpful  in  the  differential  diagnosis  of 
these  lesions  from  other  tumors  of  the 
breast. 

When  exposed  at  operation  the  mammary 
cyst  has  a tense,  thin  wall  with  a bluish 
tint — the  so-called  blue  dome  cyst  of  Blood- 
good.  The  cyst  cavity  contains  a serous  or 
cloudy  fluid  and  has  a smooth  glistening 


lining.  Many  dilated  ducts  and  a few  small 
cysts  may  be  found  in  the  breast  tissue 
adjacent  to  the  cyst.  These  cysts  usually 
occur  in  a breast  undergoing  involution. 
The  connective  tissue  becomes  hyalinized 
and  there  is  an  increase  in  the  amount  of  fat 
present.  Microscopically  this  involution  is 
characterized  by  diminution  in  the  number 
of  acini  and  those  remaining  are  dilated 
or  cystic.  We  recognize  the  fact  that  these 
changes  are  found  also  in  the  breast  of 
normal  women  of  the  same  age,  but  they  are 
not  nearly  so  pronounced  as  in  the  condition 
under  discussion. 

It  is  beyond  the  scope  of  this  presentation 
to  discuss  the  relationship  of  the  above 
hyperplastic  conditions  to  cancer  of  the 
breast  beyond  the  point  of  expressing  the 
opinion  that  certain  of  the  changes  oc- 
curring in  chronic  cystic  mastitis  are  con- 
sidered to  be  precancerous.  The  point  de- 
serving of  most  emphasis  is  that  in  many 
of  the  cases  referred  to  as  chronic  mastitis 
it  will  be  necessary  to  do  a biopsy  of  the 
lesion  in  order  to  be  certain  of  the  benign 
nature  of  the  lesion.  This  should  always 
be  resorted  to  if  any  uncertainty  at  all 
exists.  The  author  had  occasion  a few 
months  ago  to  do  a radical  mastectomy  on 
a woman  who  had  a large  carcinoma  of  the 
breast  arising  in  a mass  first  examined  and 
diagnosed  as  chronic  mastitis  some  five 
years  before.  She  had  been  seen  by  sev- 
eral physicians  in  the  interval  of  five  years, 
and  the  cancer  might  have  been  prevented 
by  removal  of  the  diseased  area  at  the  on- 
set, or  at  least  a biopsy  would  have  shown 
the  nature  of  the  disease  long  before  I saw 
her. 

Neoplasms  of  the  Breast 

As  clinicians  our  primary  interest  is 
naturally  in  tumors  of  the  breast  and  es- 
pecially in  cancerous  tumors  of  this  organ, 
since  cancer  of  the  breast  is,  like  cancer  of 
the  female  pelvic  organs,  one  of  the  most 
frequent  malignancies  seen  in  women.  For 
all  practical  purposes  the  only  classification 
of  breast  tumors  which  should  concern  us 
here  is  the  simple  division  into  benign 
tumors  and  malignant  tumors. 

Fibroadenoma:  Of  the  benign  tumors  of 
the  breast  the  fibroadenoma  is  the  im- 


350 


DIFFERENTIAL  DIAGNOSIS  OF  LESIONS  OF  THE  BREAST— Gillespie 


October,  1949 


portant  one.  It  is  the  commonest  benign 
tumor  of  the  breast.  This  tumor  is  most 
frequent  from  20  to  25  years  of  age,  but 
may  occasionally  be  found  in  women  after 
the  menopause.  In  the  greater  percent  of 
cases  the  presenting  complaint  is  a lump 
in  the  breast  and  about  half  of  the  patients 
will  complain  of  pain  and  tenderness.  Ex- 
amination of  the  breast  reveals  a firm  non- 
tender mass,  usually  rounded  and  freely 
movable.  Diagnosis  is  as  a rule  not  diffi- 
cult. It  is  the  opinion  of  the  author  that 
all  of  these  tumors  should  be  removed  and 
subjected  to  histological  study  because  it  is 
not  rare  at  all  for  one  to  be  diagnosed  as 
benign,  even  after  gross  examination  of  the 
removed  specimen,  only  to  have  microscopic 
examination  reveal  an  anaplastic  malignant 
growth.  Also  there  is  a tendency  for  these 
benign  lesions  to  increase  in  size  and  even 
become  malignant  if  not  removed. 

Intracystic  papilloma:  It  is  also  well  to 
keep  in  mind  the  intracystic  papilloma  of 
the  breast  as  a benign  tumor  of  importance. 
This  is  a lesion  the  diagnosis  and  therapy 
of  which  may  be  most  trying.  It  is  this 
lesion  which  is  often  responsible  for  bleed- 
ing from  the  nipple.  Cole  and  Elman8  state 
that  “In  the  presence  of  significant  bleeding 
from  the  nipple  an  immediate  clinical  diag- 
nosis of  intracystic  papilloma  is  indicated 
and  operation  promptly  carried  out  because 
of  frequency  with  which  malignant  changes 
occur  in  this  lesion.”  Martin7  sets  the 
figure  of  malignancy  as  a cause  of  bleeding 
from  the  nipple  at  50%.  Geschickter5  feels 
that  the  presence  of  bleeding  from  the 
nipple  is  more  often  due  to  a benign  in- 
tracystic papilloma.  In  the  benign  intra- 
cystic papilloma  palpation  in  the  region  of 
the  nipple  will  often  reveal  a thickening  or 
a small  mass.  Transillumination  of  the 
breast  may  reveal  a mass  produced  by  the 
presence  of  a papilloma  in  a dilated  duct 
or  cyst.  The  diagnosis  may  finally  be  es- 
tablished beyond  doubt  only  after  excision 
of  the  lesion  or  often  by  removal  of  the 
entire  breast  and  microscopic  examination. 

In  addition  to  these  common  benign 
tumors,  there  are  several  other  less  common 
neoplasms  which  are  occasionally  met  with 
in  the  breast.  It  will  suffice  to  merely 
mention  these  in  a presentation  of  this 


type.  Among  these  are  lipomas,  myomas, 
angiomas,  chondromas,  and  osteomas.  Ges- 
chickter  also  describes  various  other  tu- 
mors, such  as,  epidermoid  cysts,  sweat 
gland  tumors,  etc.  These  tumors  are  often 
not  recognized  preoperatively  and  the  diag- 
nosis depends  on  examination  of  the  re- 
moved specimen. 

Carcinoma:  Of  the  malignant  tumors  of 
the  breast,  carcinoma  is  by  far  the  most 
important  and  frequent,  and  as  stated 
above,  the  primary  purpose  of  this  paper  is 
to  stress  the  importance  of  early  diagnosis 
and  treatment  of  cancer  of  the  breast.  This 
lesion  is  usually  seen  in  patients  of  the  so- 
called  cancer  age,  that  is,  40  to  60  years  of 
age.  It  must  be  remembered,  however,  that 
cancer  of  the  breast  may  occur  at  a much 
younger  age  or  in  a person  of  more  ad- 
vanced age.  In  general,  the  prognosis  is 
much  worse  in  the  younger  patient  and  thus 
it  is  very  important  to  make  an  early  diag- 
nosis in  these  patients. 

Perhaps  the  most  important  single  com- 
plaint of  the  woman  with  cancer  of  the 
breast  is  the  presence  of  a lump  in  the 
breast.  The  examiner  should  question  the 
patient  carefully  as  to  the  duration  of  the 
lump,  how  she  first  discovered  it,  whether 
it  has  increased  in  size  or  not,  etc. 

Discharge  from  the  nipple  may  be  a 
symptom  of  carcinoma  of  the  breast.  Be- 
han9 quoted  J.  E.  Lane-Clay pon  who  stated 
that  2.7  percent  of  the  women  with  car- 
cinoma of  the  breast  have  a discharge  of 
some  type  from  the  nipple,  and  Behan'-' 
found  a discharge  from  the  nipple  in  from 
3-5%  of  his  own  cases.  Contrary  to  what 
many  physicians  believe,  bleeding  or  dis- 
charge of  blood  from  the  nipple  is  more 
common  in  benign  than  in  malignant  lesions 
of  the  breast.  However,  as  Behan10  states, 
“It  has  been  shown  by  the  experience  of 
many  surgeons  and  it  bears  repetition: 
bleeding  from  the  nipple  is  a warning  sign 
of  a les;on  which  frequently  terminates  in 
a cancer.”  Certainly  any  discharge  from 
the  nipple,  especially  in  the  absence  of  in- 
flammatory signs  should  be  viewed  with 
suspicion  and  not  dismissed  lightly  as  being 
of  no  significance. 

Pain,  is  as  a rule,  not  a prominent  feature 
of  carcinoma  of  the  breast  until  the  late 
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stages  of  the  disease.  This  is  in  a way 
an  unfortunate  thing  because  so  many 
patients  will  say  that  they  did  not  consult 
a physician  early  in  the  course  of  the  dis- 
ease, or  when  the  knot  first  appeared  in 
their  breast,  because  it  did  not  hurt  and 
they  therefore  thought  it  was  of  no  im- 
portance. An  occasional  patient  will  com- 
plain of  pain  in  the  breast  in  the  very  early 
stages  of  the  disease,  and  in  these  the 
chances  for  a cure  are  best  because,  as  we 
continue  to  emphasize,  the  earlier  the  recog- 
nition of  the  disease  the  greater  the  pros- 
pects for  complete  eradication  of  the  disease 
and  cure. 

Pruritus  is  an  occasional  symptom  of 
cancer  of  the  breast  and  is  most  often  seen 
with  eczematoid  lesions.  It  has  hardly  any 
diagnostic  value. 

Physical  examination  is  of  importance  in 
the  diagnosis  of  breast  cancer  and  in  the 
more  advanced  cases  is  quite  diagnostic, 
however,  it  is  not  in  this  stage  that  we  are 
most  anxious  to  teach  recognition  of  the 
disease.  In  other  words,  most  anyone  will 
recognize  the  picture  of  a well  marked  can- 
cer of  the  breast  with  retraction  of  the 
nipple,  dimpling  of  the  skin  over  the  tumor 
mass,  and  enlarged  firm  nodes  in  the  axilla. 
Of  course  we  must  all  know  this  picture 
of  cancer  of  the  breast,  since  we  still  see 
this  unfortunate  circumstance  from  time  to 
time,  and  as  a result  of  prolonged  observa- 
tion of  an  apparently  innocent  mass  or  lump 
in  the  breast.  Those  of  us  who  are  for- 
tunate enough  to  be  around  large  institu- 
tions for  the  treatment  of  cancer  not 
infrequently  see  examples  of  advanced  can- 
cer where  a patient  states  that  she  consulted 
her  family  physician  for  advice  when  she 
first  noted  a knot  or  lump  in  her  breast, 
some  two  or  three  years  ago,  only  to  be 
told  that  this  was  of  no  importance  and  re- 
moval was  not  necessary.  This  is  a great 
tragedy  and  will  most  certainly  cost  the 
greater  majority  of  such  patients  their 
lives. 

It  is  the  early  phase  of  cancer  of  the 
breast  that  is  of  much  more  importance 
than  the  above  stage.  This  is  the  stage  in 
which  the  only  finding  is  a mass  in  the 
breast.  It  shows  none  of  the  fixation  and 
signs  of  advanced  cancer  recorded  above. 


For  all  practical  purposes  it  has  all  the 
characteristics  of  a benign  tumor.  In  the 
opinion  of  the  writer  all  breast  tumors  or 
masses  should  be  removed  surgically  and 
subjected  to  histological  examination.  Sev- 
eral times  I have  had  occasion  to  see  tumors 
which  were  diagnosed  as  benign  fibroadeno- 
mas, even  after  removal  and  gross  exami- 
nation of  the  tumor,  turn  out  to  be  malig- 
nant upon  microscopic  examination.  One 
such  case  was  a lymphosarcoma  reported 
by  the  pathologist  as  a benign  fibroadenoma 
on  gross  examination  at  the  time  of  re- 
moval and  correctly  diagnosed  as  malig- 
nancy when  the  permanent  sections  were 
studied  some  three  or  four  days  later.  It 
is  easy  to  see  how  such  diagnosis  would 
have  been  missed  had  the  tumor  been  ex- 
amined grossly  and  thrown  in  the  waste 
can  as  is  sometimes  done.  I cannot  say 
enough  against  this  practice,  or  I should  say 
malpractice,  of  office  removal  of  tumors 
and  omission  of  microscopic  examination. 
This  should  never  be  done. 

The  correct  method  of  handling  a patient 
with  a lump  in  her  breast,  even  though  you 
feel  sure  that  it  is  a s:mple  benign  tumor, 
is  to  hospitalize  that  patient  for  excision  of 
the  lump  and  immediate  frozen  section  ex- 
amination of  the  tissue  removed. 

I like  the  discussion  of  early  carcinoma 
of  the  breast  given  by  T.  McW.  Millar12 
in  British  Surgical  Practice.  His  remarks 
are  very  apropos  and  could  hardly  be  im- 
proved upon.  He  stresses  the  difficulty  of 
distinguishing  carcinoma  of  the  breast  in 
its  early  phases  from  other  breast  swellings 
and  the  paramount  importance  of  looking 
upon  every  lump  in  the  breast  of  an  adult 
woman  as  a possible  carcinoma  and  con- 
sidering it  as  such  until  it  can  be  proved 
to  be  something  else.  Millar’s  statement 
that  in  many  cases  such  proof  can  be  ob- 
tained only  by  removal  and  microscopic  ex- 
amination of  the  tumor  is  in  agreement 
with  what  I have  already  said.  The  author 
also  points  out  the  fact  that  it  is  often  the 
physician  or  surgeon  who  is  responsible  for 
delay  in  diagnosis  and  treatment  of  cancer 
of  the  breast.  He  points  out  two  common 
mistakes  as  follows:  “(1)  To  ask  the  patient 
to  report  back  for  re-examination  in  a 
month  or  six  weeks.  If  the  condition  then 
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shows  little  change,  the  doctor’s  dilemma  is 
not  resolved  as  the  condition  may  then  still 
be  a slowly  growing  tumor.  If  sufficient 
change  has  occurred  to  enable  a definite 
diagnosis  of  cancer  to  be  made,  valuable 
time  has  been  lost.  (2)  An  even  worse 
course  to  pursue  is  to  leave  it  to  the  patient 
to  report  back  if  she  notices  any  changes 
in  the  breast  condition.  This  may  be 
disastrous.  We  have  known  a patient  to 
report  back  in  eighteen  months.” 

While  on  the  subject  of  carcinoma  of  the 
breast  certain  special  types  of  cancer  of 
the  organ  should  also  be  considered.  Chief 
among  these  are  the  so-called  inflammatory 
type  of  breast  carcinoma  and  Paget’s  dis- 
ease of  the  nipple.  Neither  of  these  con- 
ditions is  very  frequent,  but  they  are  en- 
countered sufficiently  often  to  stimulate  us 
to  keep  ourselves  familiar  with  the  ap- 
pearance and  diagnostic  signs  of  these 
lesions.  Perhaps  the  most  important  single 
factor  in  each  of  these  diseases  is  simply 
to  keep  them  in  mind  when  examining  and 
considering  lesions  of  the  breast.  In  other 
words,  do  not  lose  sight  of  the  fact  that  a 
hard  mass  in  the  breast  with  marked  as- 
sociated inflammatory  reaction  may  be  an 
acute  type  of  carcinoma  and  an  eczema  of 
the  nipple  may  be  of  cancerous  nature. 

Inflammatory  Carcinoma:  A recent  arti- 
cle by  Bernard  A.  Donnelly13  gives  a good 
comprehensive  review  of  inflammatory  can- 
cer and  a report  of  five  additional  cases. 
Donnelly  differentiates  between  primary 
and  secondary  inflammatory  carcinoma  of 
the  breast.  In  the  primary  type,  the  in- 
flammatory signs  arise  simultaneously  with 
the  carcinoma  in  the  skin  of  a previously 
normal  breast.  Whereas,  in  the  secondary 
type,  the  inflammatory  manifestations  may 
appear  suddenly  in  a breast  which  has  long 
been  the  seat  of  a scirrhous  carcinoma  or 
in  the  mate  of  such  a breast.  In  inflamma- 
tory breast  cancer  the  patient  complains  of 
a dull  aching  pain  in  the  breast.  She  next 
notices  a reddish  or  purple  discoloration  of 
the  skin  with  an  associated  increase  in  size 
of  the  breast.  Physical  examination  of  the 
breast  of  such  a patient  will  reveal  a definite 
enlargement  of  the  breast  which  may  be 
two  or  three  times  normal  size,  as  compared 
to  the  opposite  breast,  when  the  disease  is 


well  marked.  The  involved  skin  is  dark 
red  or  purplish  in  color,  raised  and  edema- 
tous, and  at  the  periphery  often  has  an  ap- 
pearance suggestive  of  erysipelas.  A strik- 
ing feature  is  the  rapidity  with  which  the 
lesion  spreads  in  the  skin.  Daily  observa- 
tion will  often  show  definite  visible  exten- 
sion in  a twenty-four  hour  period.  The 
author  has  recently  had  occasion  to  see  two 
cases  in  which  the  lesion  literally  spread 
like  wildfire  while  under  observation.  The 
point  most  important  for  us  to  bear  in 
mind  concerning  inflammatory  carcinoma 
of  the  breast  is  that  in  the  early  phases  of 
the  disease  the  lesion  closely  resembles  an 
acute  inflammatory  process  and  is  usually 
treated  as  such.  A great  deal  of  valuable 
time  is  lost  when  the  neoplasm  is  treated 
as  an  acute  inflammatory  process.  Donnelly 
quotes  Reuter  and  Nomland  who  recom- 
mend that  inflammatory  signs  developing 
in  the  skin  or  about  the  breast  which  do 
not  subside  within  two  or  three  weeks  war- 
rant an  incisional  biopsy  for  diagnosis. 
The  prognosis  in  the  well  developed  in- 
flammatory carcinoma  of  the  breast  is  ex- 
tremely poor  and  it  is  the  opinion  of  the 
writer  that  it  is  probably  wiser  to  perform 
biopsy  of  such  lesions  in  the  breast  even 
before  two  weeks  if  there  is  the  least  bit  of 
doubt.  I have  seen  such  condition  spread 
markedly  in  a period  of  two  weeks.  The 
prognosis  in  such  a case  is  probably  nil 
regardless  of  treatment,  however,  this  oc- 
currence of  such  speedy  extension  serves 
to  emphasize  the  importance  of  early  diag- 
nosis. 

Paget’s  Disease:  or  Paget’s  cancer  is  a 
relatively  uncommon,  but  not  a rare  con- 
dition. As  suggested  by  the  name,  this 
condition  was  first  described  by  Sir  James 
Paget  who  reported  his  observations  on 
fifteen  cases  of  chronic  affections  of  the 
skin  of  the  nipple  and  areola  which  were 
succeeded  by  the  appearance  of  carcinoma 
in  the  underlying  breast,  usually  within  one 
year  or  at  most  within  two  years  after  ap- 
pearance of  the  skin  lesion.  Cutler  and 
Buschke14  give  the  original  description  as 
recorded  by  Paget  in  his  publication.  “In 
all  of  them  the  disease  began  as  an  eruption 
of  the  nipple  or  areola.  In  the  majority 
it  had  the  appearance  of  a florid,  intensely 
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red,  raw  surface,  very  finely  granular,  as  if 
nearly  the  whole  thickness  of  the  epidermis 
were  removed;  like  the  surface  of  a very 
acute  diffuse  eczema,  or  like  that  of  an  acute 
balanitis.  From  such  a surface,  on  the 
whole  or  greater  part  of  the  nipple  and 
areola,  there  was  always  copious,  clear 
yellowish,  viscid  exudation.  The  sensations 
were  commonly  tingling,  itching,  and  burn- 
ing, but  the  malady  was  never  attended  by 
disturbance  of  the  general  health.”  The 
essential  point  in  regard  to  this  disease  is 
that  we  consider  it  a malignant  condition 
from  the  start  and  treat  it  accordingly.  Any 
ulcerative  lesion  of  the  nipplel  in  a woman 
past  40  years  of  age  should  raise  the  ques- 
tion of  the  possibility  of  Paget’s  disease. 
Biopsy  is  indicated  once  the  condition  is 
suspected.  It  is  probably  safe  to  treat  an 
undetermined  type  of  eczematoid  lesion  of 
the  nipple  as  an  ordinary  benign  eczema 
for  a period  of  two  or  three  weeks,  but  I 
question  seriously  if  one  is  justified  in 
longer  attempts  at  cure  by  this  method. 

Simple  papilloma,  squamous  epithelioma, 
benign  eczema,  and  rarely  chancre  of  the 
nipple  are  the  lesions  to  be  differentiated 
from  Paget’s  disease  of  the  nipple. 

Sarcoma  of  the  Breast:  Sarcoma  of  the 
breast  is  a rather  uncommon  tumor,  the 
consensus  of  opinion  being  that  it  consti- 
tutes from  2 to  3 percent  of  all  breast  tu- 
mors. The  findings  most  suggestive  of 
sarcoma  are  the  presence  of  a very  large 
tumor ; rapidly  growing,  and  often  starting 
in  a tumor  which  has  been  present  and 
stationary  in  size  for  a long  period  of  time; 
and  the  firm  consistency  of  the  tumor.  As 
a rule,  the  axillary  glands  are  not  enlarged 
and  there  is  no  skin  involvement.  Ulcera- 
tion of  the  tumor  and  fungation  may  occur 
in  the  large  tumor  masses  and  often  the 
veins  over  the  breast  may  be  dilated  and 
congested.  The  axillary  glands  may  be  en- 

I larged  due  to  infection  if  the  mass  is  ulcer- 
ated. Rapid  growth  of  these  tumors  is  as- 
sociated with  pain.  It  is  beyond  the  scope 
of  this  paper  to  go  into  the  histology  of 
the  various  types  of  sarcoma  of  the  breast 
except  to  state  that  the  majority  of  them 
are  fibrosarcoma  or  spindle  cell  type  of 
sarcoma.  Lymphosarcomas,  angiosarcomas, 


liposarcomas,  myosarcomas,  and  even  oseo- 
genic  sarcomas  are  also  described. 

At  this  point  it  might  be  well  to  consider 
the  so-called  serocystic  sarcoma  of  Brodie. 
This  tumor  is  quite  large  and  its  surface 
appears  nodular  due  to  the  presence  of 
multiple  cysts  protruding  beneath  the  skin. 
This  tumor  is  regarded  by  some  as  being  a 
massive  cellular  fibroadenoma  and  by  others 
as  a low  grade  sarcoma  of  the  fibrosarcoma 
type. 

The  large  size  of  the  fibrosarcomatous 
type  of  tumor  of  the  breast  is  well  ex- 
emplified to  the  author  by  recollection  of  the 
case  record  of  a negro  woman  who  sought 
medical  aid  because  of  a breast  tumor  so 
large  that  it  interfered  with  her  using  a 
rub-board  in  doing  her  washing.  The 
photographs  of  this  patient  were  shown  to 
me  by  Dr.  E.  L.  Bishop,  Pathologist  at 
Steiner  Cancer  Clinic  in  Atlanta,  during 
my  residence  there  in  1939.  Dr  Bishop15  re- 
ported a series  of  eleven  cases  of  sarcoma 
of  the  breast  in  1941  and  in  one  case  the 
breast  measured  25  cm.  in  diameter  and 
weighed  9 pounds.  Another  weighed  7 
pounds. 

Miscellaneous  Lesions 

In  addition  to  the  preceding  breast  lesions 
it  might  be  in  order  to  consider  briefly  a 
fourth  and  miscellaneous  group  of  condi- 
tions which  are  of  sufficient  importance  to 
warrant  consideration  primarily  because  of 
the  frequency  with  which  they  are  con- 
fused with  carcinoma  of  the  breast  or  the 
difficulty  which  they  cause  in  the  diagnosis 
of  breast  lesions  generally. 

Fat  necrosis:  One  of  the  most  trouble- 
some of  these  conditions  is  the  so-called 
fat  necrosis  of  the  breast.  This  lesion  has 
been  attributed  to  trauma  by  most  ob- 
servers. It  is  most  frequent  in  large  pendu- 
lous breasts.  The  mass  produced  by  fat 
necrosis  is  only  slightly  tender  and  not  pain- 
ful. It  is  usually  rounded  and  fixed  and  is, 
as  a rule,  quite  hard.  Differentiation  from 
cancer  may  be  impossible  except  by  ex- 
cision of  the  mass  and  histological  study. 

Hematoma:  A hematoma  of  the  breast 
may  form  a palpable  mass  which  will  de- 
mand surgical  exploration  for  definite  diag- 
nosis. Such  a mass  may  be  quite  difficult 
to  distinguish  from  cancer  of  the  breast. 
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The  history  of  a definite  injury,  presence 
or  history  or  superficial  bruising,  fluctua- 
tion and  aspiration  of  blood  will  in  most  in- 
stances lead  to  correct  diagnosis.  Addi- 
tional information  may  be  gained  from 
transillumination. 

Paraffinoma:  Most  texts  on  diseases  of 
the  breast  mention  paraffinoma  under  the 
heading  of  breasts  tumors.  Behan’s1 1 de- 
scription or  discussion  of  these  is  brief  and 
to  the  point.  He  states  that  various  sized 
tumors  may  develop  years  after  the  in- 
jection of  paraffin  in  and  around  the  breast 
for  cosmetic  purposes.  This  practice  of  in- 
jecting paraffin  into  the  breast  was  ap- 
parently common  around  the  first  part  of 
the  present  century,  but  is  not  done  at 
present.  The  paraffin  was  at  first  thought 
to  be  harmless,  but  is  now  known  to  cause 
irritation  and  tumor  formation.  These  tu- 
mors are  painless  and  hard.  They  may  be- 
come fixed  to  the  skin,  but  are  movable  on 
deep  pressure.  The  nipple  may  be  re- 
tracted. It  may  be  necessary  to  excise  the 
mass  and  study  it  microscopically  for 
diagnosis. 

Summary 

The  primary  purpose  of  this  paper  is  to 
make  a plea  for  the  early  diagnosis  of 
carcinoma  of  the  breast  and  especially  to 
discourage  the  practice  of  observing  a lump 
in  the  breast.  The  safest  procedure  is  to 
remove  the  lump  and  subject  it  to  micro- 
scopic examination  by  frozen  section  at  the 
time  of  removal  and  let  this  determine  the 
extent  of  surgery  to  be  done.  The  fact  that 
even  the  gross  appearance  of  the  tumor  at 
the  operating  table  cannot  be  relied  upon 
to  give  us  an  accurate  diagnosis  is  em- 
phasized. The  various  lesions  of  the  breast 
to  be  differentiated  from  cancer  are  con- 
sidered under  the  headings  of  inflammatory 
lesions,  hyperplastic  lesions,  neoplastic  le- 
sions, and  finally  miscellaneous  lesions.  The 
essential  diagnostic  points  in  all  of  these 
various  conditions  are  reviewed. 
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DISCUSSION 

DR.  CHARLES  C.  SMELTZER  (Knoxville): 
Mr.  Chairman,  members  of  the  Association,  and 
guests.  Dr.  Gillespie  has  given  us  a most  inter- 
esting and  instructive  discussion  of  the  differential 
aspects  of  lesions  of  the  breast.  I certainly  agree 
with  Dr.  Gillespie  and  Dr.  Millar,  whom  he  quoted, 
that  any  lesion  or  enlargement  of  the  breast  is  to 
be  considered  malignant  until  proven  otherwise, 
just  as  all  cases  of  post-menopausal  bleeding  are 
to  be  considered  malignant  until  proven  otherwise. 

The  enormous  amount  of  publicity  and  propa- 
ganda on  cancer,  appearing  in  the  literature  and 
publications,  at  the  present  time  unquestionably  is 
helping  to  create  a lot  of  neurotic  women,  but  at 
the  same  time  probably  some  good  will  come  out 
of  it. 

One  thing  it  is  doing  is  helping  these  women  to 
notice  diseases  of  the  breast  at  an  earlier  stage  of 
development,  and  also  a higher  percentage  of  these 
women  are  seeking  advice  from  their  family  physi- 
cians when  they  first  notice  disease  in  their  breasts. 
This  puts  the  burden  of  proof  directly  upon  the 
physician,  where  it  belongs. 

When  the  patient  consults  her  physician  with  a 
lesion  of  the  breast,  he  should  immediately  attempt 
to  classify  it  into  one  of  three  main  groups:  First, 
inflammatory  group,  which  Dr.  Gillespie  described; 
second,  the  so-called  benign  hyperplastic  group, 
which  includes  the  chronic  cystic  mastitis  as  we 
refer  to  it  mostly,  the  so-called  blue  dome  cyst  or 
Schimmelbusch’s  disease,  as  he  mentioned;  third, 
the  neoplastic  group,  which  includes  the  benign 
neoplasms  and  also  the  malignancies. 

If  the  doctor  believes  that  the  lesion  is  benign 
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in  that  it  falls  in  the  first  two  groups,  inflamma- 
tory or  benign  hyperplastic,  he  should  then  have 
the  patient  come  at  frequent,  definite  intervals  for 
observation  or  treatment,  until  all  doubt  is  cleared 
up  or  until  the  condition  itself  has  responded  to 
treatment.  If  he  feels  that  the  lesion  is  possibly 
a malignant  one,  or  if  it  is  neoplastic,  whether  he 
feels  it  is  malignant  or  not,  he  should  arrange 
immediately  for  the  patient  to  go  to  the  hospital, 
where  a frozen  section  and  biopsy  or  complete 
excision  of  the  diseased  ai'ea  may  be  done.  If  it 
proves  to  be  malignant,  the  patient  should  imme- 
diately have  appropriate  radical  surgery. 

There  is  an  old  surgical  axiom  that  I have  heard 
quoted,  and  I am  sure  you  have  too,  in  reference 
to  dealing  with  cancer,  that  the  earlier  the  diag- 
nosis, the  more  radical  the  surgery  should  be,  and 
more  cures  will  result.  In  other  words,  the  more 
favorable  your  chance  of  getting  a cure,  the  harder 
you  should  try. 

In  these  cases  with  minimal  axillary  involve- 
ment, I still  consider  them  operable,  and  I do  not 
hesitate  to  resect  as  much  as  two  or  three  inches 
of  the  axillary  vein,  and  I often  do  so. 

The  importance  of  this  paper  can  best  be  realized 
when  we  remember  that  practically  one-third  of 
all  the  carcinomas  that  occur  in  the  female  occur 
right  in  the  breast,  where  they  should  be  felt  at  an 
early  date. 

I have  enjoyed  Dr.  Gillespie’s  paper  very  much. 
(Applause.) 

DR.  RICHARD  V.  FLETCHER  (Chattanooga): 
Mr.  Chairman,  ladies,  and  gentlemen.  Dr.  Gillespie 
has  presented  in  a most  orderly  manner  very  sound 
advice  on  the  management  of  breast  tumors.  There 
are  two  or  three  points  that  I wish  to  emphasize, 
mainly  by  reiteration. 

The  removal  of  any  breast  lesion  is  a hospital 
operating  room  procedure  where  frozen  sections  can 
be  done  immediately.  The  whole  object  of  the 
frozen  section  is  to  make  an  accurate  diagnosis  and 
have  no  delay  in  any  adequate  treatment. 

In  instances  of  small,  benign  lesions  done  under 
local  anesthesia,  the  patient  usually  may  be  sent 
home  from  the  operating  room.  However,  when 
one  has  suspected  a benign  lesion,  and  a frozen 
section  proves  it  to  be  malignant,  radical  removal 
can  be  done  immediately.  Even  with  this  arrange- 
ment, sometimes  delay,  though  extremely  undesir- 
able, cannot  be  prevented. 

There  are  some  lesions  that  the  pathologist  may 
not  be  able  to  determine  accurately  on  the  frozen 
section  and  will  have  to  await  paraffin  section. 
When  this  happens,  do  not  be  too  hard  on  the 
pathologist.  It  would  be  well  for  anyone  doing 
breast  surgery  to  look  at  all  sections  with  the 
pathologist  and  become  familiar  with  his  problems, 
too. 

In  the  past  year  I have  been  impressed  with  the 
number  of  women  who  complain  of  mastodynia, 
and  who,  after  careful  examination,  are  found  to 
have  no  breast  pain  at  all,  but  aching  and  dis- 
comfort in  the  pectoral  muscles.  The  origin  of 


this  discomfort  has  been  a fibrositis  either  in  those 
muscles  or  else  the  pain  is  a referred  one  from 
fibrositis  of  the  posterior  shoulder  girdle  muscles. 
Although  I do  not  use  hormone  therapy  for  masto- 
dynia and  rely  on  properly  fitted  brassieres  and 
reassurance,  I mention  this  referred  pain  from 
myositis  or  fibrositis  to  those  who  do  use  hormones, 
so  that  the  treatment  may  be  directed  at  the  muscle 
lesions  rather  than  the  supposed  hormone  imbal- 
ance. 

The  last  thing  I want  to  call  attention  to  is 
incomplete  simple  mastectomy.  We  have  encoun- 
tered breast  carcinoma  in  cases  where  all  evidence 
indicated  that  the  simple  mastectomy  had  been 
done  prior  to  development  of  a tumor.  For  this 
reason  we  feel  more  care  should  be  exercised  to 
remove  all  the  breast  tissue  in  such  operations,  by 
making  thin  skin  flaps,  getting  a good  margin  about 
the  breast  proper,  and  paying  special  attention  to 
the  complete  removal  of  the  axillary  tail. 

Dr.  Gillespie,  you  have  given  us  a very  clear, 
sound  approach  to  the  problem  of  breast  lesions, 
and  I am  grateful  for  this  opportunity  of  discussing 
it.  (Applause.) 

DR.  N.  S.  SHOFNER  (Nashville):  I would  like 
to  ask  Dr.  Gillespie  one  question. 

He  referred  to  the  bloody  discharge  from  the 
nipple,  due  to  benign  intraductal  papilloma,  and  he 
spoke  of  the  difficulty  at  times  of  recognition  of 
such  a lesion. 

I have  encountered  difficulty,  and  I would  like 
to  know  how  he  solves  the  problem  when  he  cannot 
feel  any  lesion  or  transluminating  any  lesion. 

DR.  CLARENCE  E.  GILLESPIE  (Memphis): 
In  answer  to  Dr.  Shofner’s  question,  I have  to  say 
that  at  times  I don’t  know,  and  I think  that  is  gen- 
erally true,  but  I believe  if  a patient  has  a bloody 
discharge  from  the  nipple  and  you  study  that  pa- 
tient carefully  and  cannot  determine  what  the  cause 
of  it  is,  even  by  transillumination  and  careful  study, 
it  might  be  the  best  thing  to  go  ahead  and  do  a 
simple  mastectomy  in  a greater  percentage  of  those 
cases. 

I have  four  or  five  slides  that  I want  to  show 
very  quickly,  which  demonstrate  the  physical  exam- 
ination in  general  of  breast  lesions. 

(Slide)  This  is  an  example  of  the  patient  as 
she  is  at  rest.  The  arm  swings  down  at  the  side 
or  is  in  the  lap,  and  you  see  in  this  pai'ticular  case 
there  is  a tumor  in  the  right  breast,  as  evidenced 
by  the  visible  prominence. 

(Slide)  The  patient  now  raises  her  arms  over 
her  head,  which  is  an  important  thing.  She  car- 
ries the  skin  of  the  breast  up,  and  the  nipple  up. 
Notice  the  excursion  of  the  nipple  and  the  fixation 
of  the  skin.  You  can  see  the  very  earliest  fixation 
of  the  skin  if  you  have  a good  light,  with  this 
maneuver. 

(Slide)  Here  she  is,  bringing  her  hands  down 
to  her  side.  We  see  the  same  excursion  of  the  skin 
and  nipple  with  the  lagging  of  the  skin  due  to 
fixation. 

(Slide)  This  demonstrates  examination  of  the 
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In-east  with  the  patient  lying  down.  This  is  very 
important.  You  can’t  do  a thorough  and  complete 
examination  with  the  patient  sitting  up  in  a chah\ 

(Slide)  This  is  a continuation  of  the  examina- 
tion, feeling  the  lesion  with  the  finger  tips  instead 
of  with  the  flat  of  the  fingers,  as  we  did  a while 
ago. 

(Slide)  This  slide  shows  how  we  can  elicit  skin 


fixation  by  compressing  the  lesion  and  overlying 
skin  with  the  fingers. 

(Slide)  This  is  a photograph  of  a sarcoma  of  a 
breast,  which  1 took  from  a book  to  emphasize  the 
size  of  this  particular  lesion.  This  is  a very  large, 
massive  type  of  tumor. 

I want  to  take  this  opportunity  to  thank  both 
Dr.  Smeltzer  and  Dr.  Fletcher  for  their  discussions, 
and  to  thank  you  for  your  kind  attention,  and  for 
the  opportunity  of  speaking  to  you.  (Applause.) 
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In  a discussion  of  medical  school  educa- 
tion at  a meeting  of  the  Southern  Medical 
Association  several  years  ago,  the  esteemed 
Father  Schwitalla  said  that  the  only  person 
who  knows  what  has  been  taught  in  a given 
medical  school  during  any  four-year  period 
is  the  graduating  senior,  who  is  in  no  posi- 
tion to  judge  whether  or  not  he  has  been 
well  and  adequately  taught.  I believe  that 
those  of  you  present  in  the  audience  today 
will,  upon  careful  and  mature  thought, 
agree  with  Father  Schwitalla.  Since  I 
began  my  practice,  I have  had  associates 
who  are  recent  graduates  of  the  better  med- 
ical schools,  and  I have  helped  some  young 
men  to  become  established  in  practice. 
Through  these  years  it  has  become  more 
apparent  to  me  that  there  are  very  serious 
defects  in  the  training  of  physicians,  espe- 
cially if  they  are  to  become  general  practi- 
tioners. All  of  these  defects  in  training  are 
not  present  in  graduates  from  every  medical 
school,  nor  in  the  members  of  each  class  in 
a given  medical  school,  since  the  curriculum 
is  constantly  being  revised  in  an  effort  to 
meet  present-day  conditions. 

I wish  to  make  it  plain  that  the  views 
which  I am  expressing  today  are  personal ; 
and  they  do  not  represent  the  official  views 
of  the  Academy  of  General  Practice,  the 
Kentucky  State  Medical  Association,  or  the 
University  of  Louisville,  although  I have 
been  active  in  all  these  organizations  on 
behalf  of  the  general  practitioners,  and  I 
also  teach  a course  in  Rural  Medicine  and 
General  Practice  at  the  University  of  Louis- 
ville. To  present  such  a paper  as  this  al- 
lows me  to  express  a number  of  my  opinions 
that  will  give  rise  to  violent  disagreement 
by  many  of  you.  This  is  to  be  expected,  but 
I would  like  to  remind  you,  at  this  point, 
that  less  than  five  years  ago  the  possibility 
was  considered  preposterous  that  courses  in 
Rural  Medicine  and  General  Practice  might 
be  taught  in  any  medical  school,  that  there 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Chattanooga,  April  13,  1949. 

f Professor  of  General  Practice,  University  of 
Louisville  School  of  Medicine. 
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would  be  internships  and  residences  in 
general  practice  or  that  there  might 
be  such  an  organization  as  the  Acad- 
emy of  General  Practice.  While  I am  fully 
aware  that  I do  not  know  of  every  attempt 
to  meet  the  problem  of  training  more  and 
better  general  practitioners,  particularly  of 
those  individuals  who  will  go  to  rural  areas, 
I am  familiar  with  much  that  has  been  done 
along  this  line  during  the  last  ten  years.  I 
freely  acknowledge  also  that  I have  bor- 
rowed ideas  from  other  men  many  times 
without  now  being  able  to  give  the  original 
source  of  my  information. 

We  will  nearly  all  agree  that  the  educa- 
tion of  physicians  takes  too  many  years,  and 
that  most  men  are  between  twenty-five  and 
thirty  years  of  age  before  they  are  finan- 
cially able  to  support  themselves  and  a fam- 
ily. For  this  reason  any  proposal  to  add 
another  year,  or  even  two,  to  the  curriculum 
in  a medical  school  meets  with  violent  oppo- 
sition. Indeed,  the  dean  of  one  of  our 
American  medical  schools,  a graduate  of  a 
Canadian  school,  which  has  a six-year  cur- 
riculum, states  that  he  can  see  no  advan- 
tage in  the  longer  training  period  so  far  as 
he  is  concerned. 

It  is  my  proposal  that  the  education  of 
the  future  physician  begin  at  the  completion 
of  junior  high  school.  The  condition  of  our 
secondary  schools  is  a matter  of  great  con- 
cern for  all  in  the  United  States.  The  cur- 
riculum of  many  senior  high  schools  should 
be  so  strengthened  that  the  students  who 
will  be  directed  into  a scientific  course  will 
be  assured  of  a firm  foundation  in  mathe- 
matics and  science.  There  are  many  four- 
year  high  schools  that  give  only  one  year  of 
algebra  and  geometry  and  teach  no  biology, 
chemistry,  or  physics,  but  their  graduates 
are  sent  to  college  to  compete  in  premedical 
classes  with  boys  and  girls  who  have  had 
excellent  high  school  mathematics  and 
science  courses.  A number  of  our  high 
schools  are  so  deficient  in  their  training  in 
fundamentals  such  as  mathematics,  spelling, 
and  English  composition  that  some  colleges 
are  compelled  to  give  entrance  examinations 
and  to  require  a year  or  more  of  precollege 
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studies  between  high  school  and  the  usual 
college  courses.  It  is  quite  certain  that  a 
secondary  school  which  so  poorly  trains 
its  pupils  is  a liability  rather  than  an  asset 
in  the  education  of  potential  physicians. 
I am  certain  that  revision  of  our  high  school 
courses  can  and  will  remedy  this  deficiency 
in  basic  training  of  the  student  who  is  to 
take  medical  or  any  graduate  training  re- 
quiring mathematics  and  science  as  a basis. 
1 am  aware  that  many  high  school  students 
who  profess  an  interest  in  medicine  or  in 
one  of  the  allied  sciences  will  never  reach 
the  level  of  graduating  training,  but  we 
could  begin  with  these  high  school  students 
to  lay  sound  foundations  for  college  and 
later  graduate  training  so  as  to  save  much 
time  in  later  years  for  additional  clinical 
training  without  the  necessity  for  increasing 
the  total  number  of  years  in  school.  Apti- 
tude tests  of  well-established  merit  may  be 
used  to  help  to  determine  the  capabilities  of 
the  student  and  to  direct  him  into  the  proper 
courses  of  study.  These  aptitude  tests,  to- 
gether with  the  standard  tests  for  deter- 
mining the  intelligence  quotient,  will  help 
to  prevent  errors  in  selecting  students  who 
are  potential  physicians  and  to  eliminate 
those  who  are  inclined  toward  medicine  be- 
cause of  fancied  glamour,  mistaken  ideas 
of  the  social  or  financial  standing  of  physi- 
cians or  who  are  being  pushed  into  medical 
training  by  doting  parents.  Use  of  aptitude 
tests  and  proper  vocational  guidance  will 
help  to  direct  students  who  are  interested 
in  medical  science  but  who  are  not  mentally, 
psychologically,  or  emotionally  fitted  to 
practice  medicine  into  related  channels  such 
as  medical  research,  biochemistry,  nursing, 
or  medical  technology. 

In  the  colleges  in  the  United  States  today 
there  is  wide  disparity  in  the  quality  of  pre- 
medical training.  Acceptances  by  medical 
schools  of  their  first-year  students  show  that 
each  medical  school  usually  regards  the  col- 
lege or  university  with  which  it  is  associated 
as  training  the  best  premedical  students. 
For  that  reason,  I would  suggest  that  stu- 
dents be  tentatively  accepted  by  the  medical 
school  at  the  completion  of  their  high  school 
courses  and  that,  after  a college  entrance 
examination,  if  necessary,  the  student  enter 
the  university  with  which  the  medical  school 


is  associated  or  a college  giving  premedical 
training  as  directed  by  this  medical  school. 
Such  a system,  with  some  modifications,  has 
worked  well  in  Europe.  You  have  only  to 
talk  to  students  who  have  attended  various 
colleges  and  universities  to  discover  how 
widely  the  quality  of  premedical  training 
varies.  In  fact,  a chemistry  major  with 
only  a bachelor’s  degree  from  one  school 
almost  may  be  as  well  trained  as  one  with 
a master’s  degree  or  even  a doctor’s  degree 
from  another.  The  one  includes  physical 
chemistry  in  the  undergraduate  curriculum 
while  the  other  expects  the  student  to  learn 
physical  chemistry  either  in  medical  school 
or  on  his  own  during  the  summer  before  he 
matriculates  in  medicine.  One  school  may 
have  excellent  courses  in  embryology  and 
comparative  anatomy  while  another  offers 
neither.  Yet,  graduates  from  all  of  these 
colleges  begin  their  actual  medical  training 
in  the  same  class.  Those  with  deficiencies 
in  their  high  school  and  college  training  are 
handicapped  and  must  make  them  up  during 
the  first  two  years  of  formal  medical  educa- 
tion. So  well  does  one  college  train  its  pre- 
medical students  that  not  one  has  failed  in 
twenty-five  years  in  any  medical  school. 
You  realize,  of  course,  that  the  students  are 
carefully  selected  that  are  to  be  recommend- 
ed for  medical  schools. 

In  my  opinion,  one  correction  to  be  made 
in  our  present  system  of  educating  physi- 
cians is  to  give,  during  the  four  years  of 
premedical  training,  a portion  of  the  pre- 
clinical  work  now  included  in  the  medical 
school  curriculum.  It  is  my  contention  that 
this  would  allow  a great  deal  more  time  for 
teaching  during  the  four  years  of  medical 
school.  To  what  this  additional  time  should 
be  devoted  is  problematical.  Discussions 
with  a dean  or  faculty  committee  of  medical 
schools  always  bring  forth  the  fact  that 
each  department  and  division  of  a depart- 
ment is  constantly  crying  for  more  time  on 
the  teaching  schedule.  I feel  that  the  an- 
swer to  this  is  a thorough  revision  of  the 
teaching  program  of  our  medical  schools. 
As  nearly  as  I can  determine,  there  has  been 
no  adequate  and  comprehensive  survey  of 
medical  schools  and  their  curricula  since  the 
early  nineteen  hundreds.  It  seems  to  me 
that  it  would  be  well  to  resurvey  all  of  the 
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schools  and  to  make  extensive  revisions  in 
the  curricula.  There  is  now  such  a move- 
ment, and  I seriously  hope  that  it  material- 
izes into  a full-fledged  program.  The  schools, 
or  at  least  the  departments  in  each  school, 
must  find  some  way  of  adequately  surveying 
the  material  presented  to  the  students  in 
clinical  as  well  as  in  didactic  teaching. 
There  are  medical  schools  in  which  the 
lecture  material  for  a course  is  devised  by 
assigning  the  chapters  of  a given  text  to 
various  department  members.  There  are 
numerous  medical  schools  in  which  the  clin- 
ical material  presented  to  the  students  var- 
ies with  the  season  of  the  year  and  the 
weather  so  much  that  many  students  have 
no  opportunity  of  coming  in  contact  with 
or  examining  patients  suffering  from  the 
usual  infectious  diseases  of  childhood.  Such 
physicians  often  graduate,  complete  an  in- 
ternship, and  begin  to  practice  without 
knowing  the  differences  between  chicken 
pox  and  impetigo  or  between  any  of  the 
acute  ex-and  enanthems.  My  suggestion  to 
remedy  these  very  obvious  defects  in  the 
clinical  teaching  of  medical  students  is  to 
follow  the  suggested  survey  of  medical 
school  curricula  with  the  devising  of  a mini- 
mum score  sheet  for  each  student.  This  score 
sheet  will  list  the  number  of  cases  of  the  dis- 
eases, accidents,  etc.,  that  each  student  must 
see  before  earning  an  M.D.  It  is  well  recog- 
nized that  in  the  South  the  medical  student, 
on  a pediatrics  service  in  July,  August,  and 
September,  will  see  an  overwhelming 
amount  of  diarrhea  and  dysentery,  while  the 
student  who  serves  his  clinical  clerkship  in 
January,  February,  and  March,  will  see  an 
equally  large  number  of  respiratory  infec- 
tions accompanied  by  many  of  the  childhood 
diseases  such  as  measles,  chicken  pox, 
whooping  cough,  and  scarlet  fever,  but  few 
cases  of  dysentery.  The  student  theoretical- 
ly “on”  medicine  surgery,  gynecology,  or  pe- 
diatrics, who  has  not  seen  a case  of  measles, 
should  be  required  to  familiarize  himself 
with  the  disease,  its  diagnosis,  treatment, 
and  prognosis,  and  especially  its  sequellae 
at  whatever  time  such  a case  is  in  the  hos- 
pital. He  should  learn  to  see,  feel,  and 
smell  in  making  his  diagnosis.  The  use  of 
such  a score  sheet  with  a minimum  require- 


ment of  cases  is  feasible,  as  it  has  long  been 
the  practice  of  our  medical  schools  to  re- 
quire observation  and  participation  in  a 
minimum  number  of  deliveries  before  credit 
is  given  for  the  completion  of  the  course  in 
obstetrics.  It  is  very  apparent  that  the 
mere  seeing  or  attending  a number  of  deliv- 
eries does  not  prepare  the  young  physician 
for  obstetrics,  nor  will  the  average  intern- 
ship do  so.  There  is  little  or  no  provision 
in  many  medical  schools  and  hospitals  for 
the  student  or  intern  to  see  and  examine 
patients  who  are  having  abnormal  deliver- 
ies. Observing  twenty  deliveries  in  which 
the  patients  are  multipara  require  no  episi- 
otomy  or  perineal  repair,  with  all  deliveries 
in  occiput  anterior  will  not  prepare  a physi- 
cian for  delivering  a persistent  occiput  pos- 
terior. Many  young  physicians  begin  prac- 
tice without  observing,  much  less  caring  for, 
a case  of  breech  delivery,  a shoulder  or  an 
arm  presentation,  or  having  a patient  with 
post-partum  hemorrhage  and  controlling  it. 
In  mentioning  inadequate  obstetrical  teach- 
ing I do  not  mean  to  single  out  any  one 
department  of  medical  instruction,  but  use 
this  to  illustrate  common  inadequacies. 

In  the  field  of  clinical  instruction,  I 
strongly  feel  that  there  is  too  great  a ten- 
dency for  specialists  who  teach  to  stress 
what  the  young  physician  should  not  do 
and  to  do  little  to  teach  him  what  he  can 
do.  This  is  most  often  due  to  the  fact  that 
the  teacher  in  the  medical  school  fails  to 
appreciate  the  differences  between  practice 
in  the  hospital  and  in  the  home  or  office. 
This  may  be  illustrated  by  the  recent  con- 
ference initiated  by  the  College  of  Radiol- 
ogy, at  which  means  of  extending  better 
radiological  service  to  rural  areas  was  dis- 
cussed. The  same  radiologists  who  train 
high  school  graduates  to  be  their  technicians 
were  unwilling  to  admit  that  it  would  be 
possible  to  train  a medical  student  to  make 
satisfactory  X-ray  films.  I feel  that  no 
physician  should  ever  ask  a nurse  or  tech- 
nician to  do  any  procedure  that  he  cannot 
himself  do.  Such  training  of  medical  stu- 
dents will  require  more  effort  on  the  part 
of  the  teaching  personnel  and  will  result 
in  more  expense  from  spoiled  film,  etc.,  but 
will  result  in  the  production  of  better 
trained  physicians.  I feel  that  any  physi- 
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cian  who  cannot  make  his  own  X-ray  films, 
especially  for  fracture  work,  do  his  own 
emergency  blood  counts,  as  well  as  chemical 
tests,  should  return  to  school.  Yet,  I do 
not  think  that  the  medical  student  and  in- 
tern should  be  exploited.  There  is  a great 
difference  in  requiring  a student  to  do  a 
procedure  often  enough  so  that  he  does 
accurate  and  reasonably  fast  work  and  in 
requiring  him  to  do  laboratory  and  clerical 
work  in  an  effort  to.  reduce  the  expenses  of 
the  hospital.  At  the  other  extreme  there 
should  be  no  procedure  done  in  a teaching 
hospital  that  a student  or  intern  cannot  wit- 
ness or  participate  in,  unless  there  is  danger 
to  him  or  to  the  patient.  Forbidding  stu- 
dents to  see  many  procedures  in  teaching 
hospitals  should  cease.  I know  physicians 
who  have  graduated  from  medical  school 
and  completed  a year’s  internship  without 
ever  seeing  a fracture  reduced  or  a cast 
applied.  If  the  student  can  be  called  at 
night  for  deliveries  or  to  do  a white  count 
on  a patient  suspected  of  having  appendi- 
citis, he  can  be  called  to  observe  the  reduc- 
tion of  a fracture  and  the  application  of  the 
cast. 

A maximum  of  work  must  be  done  by  the 
student,  and  this  varies  so  much  in  various 
hospitals  and  medical  schools  that  it  is 
difficult  to  evaluate  properly  this  phase  of 
the  problem.  I have  been  in  hospitals  that 
allow  the  student  and  intern  to  do  anything 
that  is  reasonably  certain  not  to  kill  the 
patient,  and  often  with  no  supervision  but 
that  of  the  floor  nurse.  In  another,  the 
intern  must  be  there  twelve  months  before 
he  is  allowed  to  do  a rectal  or  vaginal  ex- 
amination. I think  that  it  is  advisable  for 
the  student  to  draw  the  blood  on  a comatose 
or  unconscious  patient,  and  to  take  it  to  the 
laboratory  where  he  can  determine  the  blood 
sugar  and  CO.,  combining  power  under  the 
supervision  of  the  technicians,  for  he  will 
want  this  type  of  information  some  day 
when  technical  help  is  not  available ; but  he 
should  not,  however,  perform  every  urine 
analysis  and  blood  sugar  determination  that 
is  necessary  before  a diabetic  is  regulated. 
It  will  be  more  profitable  for  him  to  learn 
how  a diabetic’s  toenails  should  be  cut,  or 
the  potential  harm  that  a hole  in  a sock  of 
a diabetic  can  produce. 


I am  very  certain  that  a student  and  an 
intern  should  be  taught  procedures  with 
the  use  of  a minimum  of  help  and  equip- 
ment; that,  in  teaching  hospitals,  there 
should  be  an  increased  use  of  local,  regional, 
and  topical  anesthesia  so  that  the  student 
will  observe  and  use  under  supervision  pro- 
cedures that  will  be  practical  in  home  and 
office  practice.  Personally  I prefer  local  or 
regional  anesthesia  to  a general  anesthesia 
even  if  a trained  anesthetist  and  gas  ma- 
chine is  available. 

For  more  than  ten  years  Bowman-Gray 
Medical  School  has  conducted  a course  in 
connection  with  the  Department  of  Medicine 
in  which  the  ordinary  complaints  and  dis- 
eases that  are  met  by  a physician  in  his 
office  and  home  practice  are  discussed,  and 
when  possible  these  are  illustrated  with 
patients.  It  is  my  opinion  that  such  a 
course  should  be  just  as  much  a part  of  the 
medical  school  curriculum  as  the  showing 
of  cases  of  tetralogy  of  Fallot  or  demon- 
strations in  the  amphitheater  of  the  elderly 
patient  whose  fractured  femur  has  been 
successfully  nailed.  It  is  very  interesting 
to  note  that  many  young  physicians  are  now 
graduated  who  have  never  percussed  or 
listened  to  the  chest  of  a patient  with  lobar 
pneumonia.  These  young  men  and  women 
are  totally  unable  to  diagnose  lobar  pneu- 
monia without  the  aid  of  X-ray.  Inquiry 
as  to  the  reason  for  the  very  small  number 
of  cases  of  lobar  pneumonia  admitted  to  the 
wards  of  a large  teaching  hospital  resulted 
in  the  information  that  all  patients  with 
lobar  pneumonia,  unless  they  were  cyanotic 
when  examined,  or  were  actually  moribund, 
were  seen  in  the  emergency  room,  given 
penicillin  and  a supply  of  sulfonamide,  and 
sent  home,  often  without  having  been  re- 
moved from  the  ambulance  cot.  Regardless 
of  our  lowered  mortality  from  lobar  pneu- 
monia, and  our  improvements  in  diagnosis 
of  broncho-pneumonia,  tracheo-bronchitis 
and  atypical  pneumonia,  the  incidence  of 
lobar  pneumonia  is  just  as  great  as  it  was 
fifteen  years  ago.  Indeed,  it  is  greater  be- 
cause many  patients  survive  after  an  attack 
that  would  formerly  have  been  fatal  and 
have  many  more  subsequent  attacks.  No  un- 
diagnosed patient  should  be  treated  with 
sulfonamide,  penicillin,  streptomycin,  and 


October,  1949 


EDUCATION  OF  THE  GENERAL  PRACTITIONER— Miller 


361 


aureomycin  on  the  theory  that  these  agents 
will  cure  most  febrile  diseases. 

It  is  my  firm  conviction  that  all  medical 
schools  should  follow  the  precedent  of  those 
schools  that  now  have  courses  in  General 
Practice  and  Rural  Medicine,  or  have  as  a 
part  of  their  curriculum  a course  in  which 
a physician  actually  engaged  in  general 
practice  in  a small  town  or  rural  area,  dis- 
cusses details  necessary  to  beginning  a prac- 
tice. Included  in  such  courses  are  a portion 
of  the  facts  embraced  by  lectures  on  medical 
jurisprudence  such  as  a discussion  of  the 
basic  laws  regarding  the  medical  practice. 

I think  that  the  services  of  a lawyer  and  a 
doctor  should  be  combined  to  teach  this 
course,  if  a specialist  in  medical  jurispru- 
dence is  not  available.  Emphasis  should  be 
placed  on  those  things  that  specifically  apply 
to  medical  practice.  An  example  is  the  nar- 
cotic act,  with  instructions  in  how  to  obtain 
a license  to  dispense  narcotics,  and  how  to 
obtain  narcotics  for  use  in  practice.  Few 
physicians  know  when  the  law  requires  a 
coroner,  and  when  a body  may  or  may  not 
legally  be  moved.  Especially  important  are 
the  local  laws  regarding  quarantine  and  iso- 
lation. Information  about  how  to  select  an 
office  location,  the  advantages  or  disadvan- 
tages of  a home  office,  of  solo  vs.  group 
practice,  and  the  keeping  of  records  should 
be  given.  The  best  way  to  sterilize  and 
pack  instruments  and  supplies  for  office  and 
home  practice  should  be  taught.  The  es- 
sentials of  how  to  accumulate  a good  work- 
ing library,  and  how  to  operate  a simplified 
bookkeeping  system  that  will  protect  the 
physician  from  loss  and  will  also  meet  with 
the  approval  of  the  tax  accountant  and  the 
Bureau  of  Internal  Revenue  should  be  given. 
There  is  much  that  should  be  done  to  teach 
the  students  about  the  accumulation  of  an 
estate;  the  type  of  insurance  he  should  or 
should  not  buy;  the  purchase  of  annuities 
and  information  regarding  the  various  types 
of  liability  insurance  that  will  give  to  him 
and  his  employees  the  greatest  protection 
for  the  least  money.  Somewhere  in  the 
young  physician’s  education  we  must  find 
a place  to  discuss  ethics,  not  only  the  code 
of  ethics  of  the  American  Medical  Associa- 
tion, or  his  respective  State  Medical  Society, 
but  the  finer  points  of  behavior  towards  his 


patients  and  fellow  physicians  that  are  em- 
braced by  the  Golden  Rule.  Emphasis 
should  be  placed  upon  the  duties  of  a phy- 
sician as  a citizen.  The  medical  student 
must  understand  that  leadership  in  all  civic 
matters  that  pertain  to  public  health,  nu- 
trition, and  the  general  welfare  of  his  pa- 
tients must  come  from  the  doctor. 

It  seems  to  me  that  a great  many  of  the 
practical  aspects  of  practice  that  I have 
attempted  to  emphasize  could  be  imparted 
to  the  young  physician  with  a minimum  of 
difficulty  by  placing  him  with  a carefully 
selected  preceptor.  There  are  a number  of 
halting  experiments  with  preceptors  being 
carried  out  at  the  present  time.  The  most 
satisfactory  method  that  has  been  used  thus 
far  is  to  place  the  student  who  has  com- 
pleted his  third  year  with  a good  general 
practitioner  who  is  willing  to  spare  some 
time  for  teaching  the  student,  but  who  does 
not  expect  to  make  a drudge  or  a laboratory 
assistant  out  of  a medical  student.  In  the 
state  in  which  this  was  tried  last  summer, 
nearly  every  student  in  this  year’s  third 
class  has  asked  for  an  opportunity  to  serve 
under  a preceptor  during  the  coming  sum- 
mer. These  students  receive  no  remunera- 
tion, nor  does  the  preceptor.  The  preceptor 
furnishes  the  student  board  and  room,  usu- 
ally in  his  own  home,  asks  that  the  student 
perform  no  duties  for  which  the  preceptor 
will  be  paid,  devotes  six  to  eight  weeks  to 
teaching  the  spirit  of  medicine  and  the  prac- 
tical aspects  of  a practice,  but  makes  no 
attempt  to  demonstrate  rare  and  unusual 
pathological  conditions. 

The  education  of  the  general  practitioner 
requires  an  internship  and/or  residency. 
Here  again  there  is  wide  divergence  of 
opinion,  but  of  all  the  plans  that  I have 
heard  discussed  during  the  past  five  years, 
the  best  is  the  one  developed  at  the  Uni- 
versity of  Rochester,  in  the  Strong  Memo- 
rial Hospital,  where  the  first  year  of  train- 
ing is  a straight  medical  internship  with 
adequate  psychiatry  and  psycho-biological 
training,  and  the  second  year  is  divided 
between  private  hospitals  in  the  Rochester 
area  so  that  the  student  receives  four 
months  each  of  intense  training  in  pediat- 
rics at  one  hospital,  obstetrics  at  another, 
and  surgery,  especially  industrial  and  trau- 
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matic,  at  the  third.  These  private  hospitals 
would  not  have  interns,  at  least  of  high 
caliber,  if  it  were  not  for  this  plan,  while 
the  rotation  between  hospitals  rendering 
specialized  services  gives  the  intern  or 
resident  a much  broader  experience.  There 
are  now  more  applications  for  the  two-year 
residences  than  there  are  places  available. 

A number  of  medical  schools  feel  that  the 
duty  of  the  school  does  not  cease  with  the 
awarding  of  a degree.  For  example,  the 
University  of  Kansas  has  enlarged  the  hos- 
pital and  teaching  facilities  so  that  training- 
in  the  hospital  in  new  procedures  or  re- 
fresher courses  can  be  offered  for  all  of 
their  physicians,  each  graduate  coming  back 
to  the  hospital  for  a period  of  residence  at 
least  once  every  five  years.  Some  states  are 
experimenting  with  the  idea  of  furnishing 
locum  tenens  for  the  general  practitioners 
who  wish  to  obtain  postgraduate  training. 
Other  states  pay  the  physician  a per  diem 


fee  to  attend  refresher  courses.  All  of 
these  plans,  together  with  your  Tennessee 
plan  of  taking  postgraduate  training  to  the 
physician  by  “circuit  riders,”  are  being 
closely  studied  and  are  helping  to  produce 
more  and  better-trained  general  practition- 
ers. I have  purposely  avoided  discussing 
many  things  which  are  entirely  experimen- 
tal, and  the  value  of  which  is  problemati- 
cal, but  I have  attempted  to  outline  changes 
that  I feel,  if  introduced  generally  into  our 
secondary,  college,  and  graduate  educational 
systems,  will  result  in  the  production  of 
more  and  better-trained  physicians,  espe- 
cially general  practitioners.  No  medical 
schools  or  states  have  all  of  these  sugges- 
tions in  operation,  but  each  idea  that  I have 
advanced  today  is  working  satisfactorily  in 
one  or  more  places,  and  I feel  that  with 
study  and  care  our  system  of  medical  edu- 
cation can  and  will  be  changed  so  as  to  train 
more  and  better  general  practitioners. 
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EDITORIAL 


“A  Hill  of  Beans” 

Your  editor  has  read  with  interest  a 
news  item  appearing  in  the  Chattanooga 
Times,  September  30,  1949.*  This  item  had 
reference  to  the  case  of  one  Fred  Reinhart, 
alias  Alexander  L.  Allen,  alias  Dr.  Allen. 
This  so-called  “Dr.”  was  charged  with  fel- 
onious possession  of  narcotics,  violating  the 
State  Healing  Arts  Act  and  practicing  med- 
icine without  a license.  When  this  case  was 
called  for  hearing,  it  was  “passed.”  The 
interesting  part  of  this  news  item  is  that 
this  was  the  fourteenth  time  that  the  case 
had  been  passed.  The  reason  given  by  Dis- 
trict Attorney  General  W.  C.  Smith  would 
seem  to  indicate  that  he  does  not  have  too 
high  a regard  for  the  laws  pertaining  to 
the  practice  of  the  healing  arts.  According 
to  the  Times,  these  are  Attorney  General 
Smith’s  words:  “The  State  probably  did 
not  have  a case  in  the  narcotics  charge  since 
Allen  has  already  been  freed  in  federal 
court.” 

Certainly  it  isn’t  the  business  of  your 
editor  to  pass  judgment  on  anyone  brought 
before  the  courts  of  our  state.  This  is  a 
responsibility  for  which  the  court  alone  is 
responsible.  We  feel  that  it  is  within  our 
province  to  wonder  how  seriously  the  Dis- 
trict Attorney  General  accepts  his  respon- 
sibility when  we  read  further  these  words: 


*See  “And  We  Quote.” 


“The  other  two  charges  are  just  misde- 
meanors and  don’t  amount  to  a hill  of 
beans.” 

According  to  our  information,  Allen  was 
charged  with  practicing  medicine  without 
the  formality  of  having  qualified  under  the 
laws  of  our  state.  He,  therefore,  had  not 
secured  a license  to  practice  a healing  art. 
Certainly  he  did  not  have  a license  to 
practice  medicine  which  we  have  been  led 
to  believe  is  a prerequisite  to  practice. 

To  our  friends  who  practice  a healing  art 
in  the  Chattanooga  area,  and  this  includes 
osteopaths,  chiropractors,  optometrists, 
dentists,  and  doctors  of  medicine,  may  we 
say  that  we  are  sorry  to  learn  that  your 
District  Attorney  General  holds  your  license 
in  such  low  esteem  and  from  his  statement 
appears  to  think  that  the  law  which  was 
passed  by  the  legislative  branch  of  our  gov- 
ernment in  an  attempt  to  protect  the  people 
against  self-styled  “doctors”  and  to  protect 
your  license  to  practice  your  chosen  pro- 
fession is  “not  worth  a hill  of  beans.” 

We  are  happy  to  say  that  the  attorney 
generals  in  most  of  the  districts  throughout 
the  state  have  taken  an  entirely  different 
view  of  such  violations  and  have  in  most 
instances  secured  convictions  of  violators. 


Who’s  Scared  of  Words?* 

We  are  always  glad  to  help  out  the  Presi- 
dent of  the  U.S.,  and  Mr.  Truman  needs 
help  with  his  serious  reading.  He  confessed 
last  week  that  he  just  can’t  find  satisfactory 
definitions  of  “the  welfare  state,”  “collec- 
tivism” and  “statism.”  In  fact,  he  said, 
they  are  “scare  words”  used  by  people  who 
don’t  know  and  don’t  care  what  they  mean. 
Such  terms  are  loosely  used  at  times.  But 
they  have  meanings,  they  have  been  defined 
in  words  which  should  not  scare  Mr.  Tru- 
man. Economist  Sumner  Slichter  has  a 
pretty  good  definition  of  The  Welfare  State: 
one  in  which  the  individual’s  income  is  de- 
termined by  need  rather  than  by  his  contri- 
bution to  society.  The  Dictionary  of  Mod- 
ern Economics  defines  Collectivism  as  fol- 
lows: “A  political  or  economic  doctrine 


*Life  Magazine,  September  19.  Reprinted  by 
permission. 
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which  maintains  that  the  ownership  of 
property,  especially  land  and  capital,  should 
reside  in  the  community  as  a whole  or  in  the 
state  as  the  designated  agent  of  the  people.” 
In  the  same  tone  Statism  is  defined:  “A 
theory  which  maintains  that  the  state 
should  control  the  major  phases  of  the  eco- 
nomic and  political  life  of  the  people.” 

By  coincidence  we  were  looking  all  this 
up  when  John  Foster  Dulles  of  New  York 
used  the  word  Statism  in  his  announcement 
that  he  is  willing  to  run  for  the  U.  S.  Senate 
(where  he  is  now  serving  by  appointment). 
So  we  asked  Senator  Dulles  what  Statism 
means  to  him.  His  reply  was  a humdinger 
and  should  impress  our  Baptist  President. 
Senator  Dulles  said,  “Statism  represents 
man’s  conceit  that  he  can  build  better  than 
God.  God  created  men  and  women  with 
great  moral  possibilities — industry,  thrift, 
creativeness,  self-control,  compassion,  love 
of  God  and  fellow  man.  These  qualities  are 
the  foundation  of  every  good  society;  and 
government  should  be  a way  to  give  these 
qualities  cooperative  expression.  But 
sometimes  those  in  power  lose  faith  in 
their  fellow  men.  So  they  take  more  and 
more  of  the  fruits  of  human  labor  so  that 
they  may,  as  they  think,  do  more  and  more 
for  human  welfare.  That  process  destroys 
the  individual’s  incentive  to  produce  and 
destroys  his  sense  of  social  responsibility. 
It  makes  human  beings  into  mere  cogs  in  a 
man-made  machine.” 

Okay,  Mr.  President? 


Democratic  National  Committeeman 
Protests  Committee  Support  of 
Compulsory  Health  Insurance 

The  Democratic  National  Committee  has 
been  severely  criticized  by  one  of  its  own 
members  for  “the  misuse  of  the  good  offices 
of  this  Committee  in  support  of  agitation 
for  Compulsory  Health  Insurance.” 

At  a meeting  of  the  National  Committee 
in  Washington  on  August  24,  a vigorous 
protest  was  presented  in  the  form  of  a 
statement  by  Dr.  R.  B.  Robins  of  Camden, 
Arkansas,  Democratic  National  Committee- 
man. 


Endorsement  of  Compulsory  Health  In- 
surance, Dr.  Robins  charged,  threatens  to 
“read  out”  of  the  Democratic  party  hun- 
dreds of  thousands  of  persons  now  on  rec- 
ord as  opposing  Government  control  of 
medicine. 

He  stated  further  that  agitation  for  so- 
cialized medicine  by  members  of  the  Com- 
mittee is  “reckless  and  unauthorized.” 

“The  Democratic  party,”  Dr.  Robins  ex- 
plained, “is  NOT  on  record  in  its  party 
platform  as  favoring  Compulsory  Health 
Insurance.  At  the  Philadelphia  convention 
last  year,  the  Democratic  party  announced 
support  of  a National  health  program  for 
expanded  medical  research,  medical  edu- 
cation and  hospital  and  clinic  facilities. 
This  does  not  constitute  endorsement  or 
recommendation  of  Compulsory  Health  In- 
surance. 

“The  Compulsory  Health  Insurance  issue 
is  a bad  penny  that  turns  up  every  few 
years.  It  has  never  obtained  sufficient  sup- 
port to  merit  incorporation  in  the  platforms 
of  either  of  the  major  political  parties.  It 
has  never  obtained  sufficient  support  to  be 
legislated  in  Congress. 

“The  reasons  for  its  weakness  are  ap- 
parent. In  every  large  Nation  where 
Government  medicine  has  been  attempted, 
there  has  been  a decline  in  the  quality  and 
quantity  of  medical  services  and  an  increase 
in  their  cost.  Only  borrowed  American 
dollars  prevent  its  utter  disintegration  in 
these  same  countries  today. 

“Admittedly,  some  way  must  be  found  to 
take  the  financial  shock  out  of  illness.  Vol- 
untary Health  Plans  are  one  answer.  The 
proof  of  this  is  the  rapid  growth  of  these 
plans.  More  than  60  million  Americans  are 
now  insured  against  the  expense  of  major 
illness  through  these  plans.  They  are  not 
yet  perfect,  but  they  are  being  improved  all 
the  time,  both  as  to  range  of  coverage  and 
benefits. 

“There  is  a wealth  of  factual  material,  in- 
cluding a study  by  the  impartial  Brookings 
Institution,  in  support  of  the  argument  that 
the  voluntary  way  is  the  best  way  to  meet 
the  need  for  budget-basis  medical  care. 

“Not  only  are  hundreds  of  thousands  of 
physicians  and  dentists  opposed  to  Govern- 
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ment-controlled  medicine,  but  there  are 
more  than  1500  civic,  service,  veteran  and 
other  organizations,  with  memberships  to- 
taling millions,  that  have  gone  on  record 
against  it. 

“Do  we  (the  Democratic  party)  want  to 
serve  notice  on  these  millions  that  they  are 
not  wanted  by  this  Party  because  they  have 
gone  on  record  against  socialized  medicine? 
Compulsory  Health  Insurance  is  repugnant 
to  the  ideals  and  convictions  of  the  Ameri- 
can people.” 


DEATHS 


Cobb  Pilcher,  M.D.,  Nashville;  Vander- 
bilt University  School  of  Medicine,  Nash- 
ville, 1927 ; aged  45 ; died  suddenly  Septem- 
ber 22,  1949. 


George  P.  Rawls,  M.D.,  Memphis;  Uni- 
versity of  Tennessee  School  of  Medicine, 
Memphis,  1916;  aged  60;  died  suddenly 
September  17,  1949. 


V.  Sumpter  Campbell,  M.D.,  Murfrees- 
boro; University  of  Nashville  School  of 
Medicine,  1905 ; aged  69 ; died  September 
17,  1949,  following  a long  illness. 


E.  Marvin  Alexander,  M.D.,  McKenzie, 
University  of  Tennessee  School  of  Medicine, 
Memphis,  1900;  aged  71;  died  September 
19,  1949. 


Ervin  Parks  Vaughan,  M.D.,  Manches- 
ter; Vanderbilt  University  School  of  Medi- 
cine, Nashville,  1892;  aged  80;  died  Sep- 
tember, 1949. 


James  Henry  Preas,  M.D.,  Johnson  City; 
Jefferson  Medical  College  of  Philadelphia, 
1886 ; aged  89 ; died  September  7,  1949. 


RESOLUTIONS 


The  Memphis  and  Shelby  County  Medical 
Society  regrets  the  loss  of  one  of  its  valu- 
able members,  Dr.  Court  Benjamin  Chaffee, 
who  died  on  June  21,  1949,  at  age  63. 


He  was  born  in  Wayne  County,  Indiana 
and  lived  in  Kansas  and  at  Corinth,  Missis- 
sippi before  coming  to  Memphis  to  live.  He 
received  his  medical  training  at  the  old 
Memphis  Medical  College. 

Dr.  Chaffee  had  been  a general  practi- 
tioner in  Memphis  for  nearly  40  years.  He 
had  been  in  poor  health  for  several  years 
but  continued  practice  until  about  two 
months  before  his  death. 

He  was  a member  of  the  Highland 
Heights  Methodist  Church,  the  Memphis 
and  Shelby  County  Medical  Society  and  the 
Macabees. 

We  extend  our  sympathy  to  the  loved 
ones  he  leaves,  his  wife,  Mrs.  Myrtle  Mc- 
Daniel Chaffee,  a daughter,  Miss  Patricia 
Chaffee,  a son,  C.  B.  Chaffee,  Jr.,  all  of 
Memphis;  six  brothers,  Dr.  C.  A.  Chaffee  of 
Cordova,  Dr.  C.  C.  Chaffee  of  Brunswick; 
J.  R.  Chaffee  and  Andrew  Chaffee  of  Elk- 
hart, Ind.,  the  Reverend  M.  C.  Chaffee  of 
Houston,  Texas  and  A.  H.  Chaffee  of  Leon- 
ardville,  Kansas,  and  a sister,  Mrs.  Matilda 
Belringer  of  Custer  City,  Oklahoma. 

Respectfully  submitted, 

John  Shea,  Chairman 
James  Wilson 
Ferrell  Varner, 

Memoirs  Committee. 

(Reprinted  from  the  Memphis  Medical 
Journal,  September,  1949.) 


AND  WE  QUOTE 


Dear  Dr.  Shofner: 

The  National  Guard  today  is  faced  with 
one  of  the  greatest  peacetime  recruiting 
problems  in  all  its  history.  We  are  now 
engaged  in  a campaign  to  increase  our  mem- 
bership in  the  Tennessee  National  Guard 
to  our  full  quota  of  15,000  members.  Pres- 
ent strength  is  approximately  11,000. 

Medical  Officers  who  are  members  of  our 
organization  are  unable  to  carry  this  added 
burden  of  physical  examinations,  and  we 
need  the  help  of  the  members  of  the  Ten- 
nessee Medical  Association  in  giving  the 
applicants  for  membership  the  necessary 
examination.  I feel  the  Doctors  of  Tennes- 
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see,  if  they  understand  their  cooperation  in 
this  matter  is  a distinct  aid  to  national  de- 
fense, will  be  willing  to  assist  in  this  mat- 
ter. As  you  probably  are  aware,  no  funds 
are  available,  either  Federal  or  State,  for 
this  work  and  it  is  done  on  a purely  volun- 
tary basis. 

It  is  requested  that  you  urge  the  members 
of  the  Tennessee  Medical  Association  to  co- 
operate, and  assist  us,  by  giving  the  neces- 
sary physical  examinations  which  is  a pre- 
requisite for  membership  in  the  National 
Guard,  thereby  contributing  in  a substan- 
tial manner  to  National  Defense. 

Your  assistance  is  needed. 

Sincerely  yours, 

Carl  A.  Anderson 
Brigadier  General,  Tenn.  NG 
The  Adjutant  General 


Reinhart's  Case  Passed  Fourteenth 
Time 

Attorney  General  States  He  Thinks  Nar- 
cotics Charge  Weak,  Others  Minor 

The  case  of  Fred  Reinhart,  alias  Alex- 
ander L.  Allen,  charged  with  felonious  pos- 
session of  narcotics,  violating  the  State 
Healing  Arts  Act  and  practicing  medicine 
without  a license,  were  passed  yesterday  in 
Judge  L.  D.  Miller’s  court  for  the  four- 
teenth time. 

Explaining  the  passing  of  the  cases  for 
the  fourteenth  time,  Attorney  General  W. 
Corry  Smith  said  yesterday  that  arrange- 
ments had  been  made  to  pass  them  about 
two  weeks  ago. 

The  Attorney  General  also  remarked  that 
the  state  probably  “did  not  have  a case  in 
the  narcotics  charge  since  Allen  has  already 
been  freed  in  federal  court”  on  a charge 
growing  out  of  the  same  set  of  facts. 

“ The  other  two  charges  are  just  misde- 
meanors and  don’t  amount  to  a hill  of 
beans,”  the  attorney  general  remarked. 

Allen  was  indicted  on  November  12,  1947, 
after  a raid  on  his  “hospital,”  consisting 
of  two  houses  on  Vine  Street. 

“They  were  on  the  docket  the  day  after 
the  Waldie  murder  trial,”  Smith  said.  “The 
Waldie  case  would  have  taken  two  days  at 
least  and  would  have  run  over  into  the 
time  for  the  Allen  cases.  Since  there  are 
many  out-of-town  and  out-of-state  witness- 


es on  both  sides,  we  | Attorney  Fletcher  R. 
Morgan  for  the  defense  and  Smith]  agreed 
to  pass  the  cases  again.” — Chattanoooga 
Times,  September  SO,  19  U9. 


NEWS  NOTES  AND  COMMENTS 


“The  Tennessee  Plan” 

The  Executive  Committee  of  the  Tennes- 
see Prepayment  Medical  Care  Plan  has  ac- 
cepted policies  issued  by  fifteen  companies. 
Some  of  these  companies  have  only  recently 
entered  this  field  and  their  sales  plans  have 
not  fully  matured.  Other  companies  have 
been  writing  these  policies  for  a part  of 
the  quarter,  which  closed  September  30. 
At  our  request,  each  company  was  asked 
to  report  progress  made  in  selling  this 
“Tennessee  Plan”  to  the  people  of  our  state. 
We  are  very  greatly  pleased  to  report  that 
as  of  September  30  there  were  25,786  per- 
sons insured  under  policies  issued  by  ap- 
proved companies. 

Each  quarter  the  approved  companies 
will  give  us  the  number  of  policies  issued 
and  persons  covered.  These  figures  will  be 
carried  in  the  Journal,  so  that  we  will  be 
able  to  know  the  public  acceptance  of  the 
plan  sponsored  by  the  Tennessee  State  Med- 
ical Association. 

There  are  over  1,500  doctors  on  the  list 
of  participating  physicians.  This  list 
should  be  increased,  and  we  will  be  glad  to 
add  any  doctor’s  name  to  the  list  upon  re- 
ceipt of  a letter  making  such  a request. 

For  the  sake  of  those  who  do  not  know 
the  policy  of  the  Association,  it  is  well  to 
add  that  every  licensed  physician  in  the 
state  of  Tennessee  (whether  a member  of 
the  Association  or  not)  is  invited  to  become 
a participating  physician.  Every  legally 
licensed  insurance  company  in  the  state  is 
invited  to  submit  a policy  for  the  approval 
of  the  Association. 


We  regret  to  record  the  sudden  death  of 
William  Ravgen  Foster,  aged  thirteen,  son 
of  Mr.  and  Mrs.  V.  0.  Foster,  as  the  result 
of  an  accident  on  October  6. 

Raygen  was  riding  a motor  bike  which 
was  in  collision  with  a station  wagon  on  the 
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corner  of  Woodmont  Boulevard  and  Lealand 
Lane. 

The  sympathy  of  the  whole  Association 
is  extended  to  the  parents  and  older  broth- 
er. 


Dr.  Jos.  G.  Burd  announces  the  associa- 
tion of  Dr.  John  M.  Higginbotham.  Prac- 
tice limited  to  Orthopaedic  Surgery.  Offices 
224  Bennie-Dillon  Building,  Nashville.  Dr. 
Higginbotham  was  formerly  associated 
with  Bagwell-Brashear  Clinic,  Knoxville, 
Tennessee. 


The  Acuff  Clinic  announces  the  associa- 
tion of  Aubrey  B.  Harwell,  M.D.,  in  the  De- 
partment of  Gastro-enterology  and  Internal 
Medicine,  514  West  Church  Avenue,  Knox- 
ville, Tennessee. 


The  Council  on  Industrial  Health  will 
hold  its  Tenth  Annual  .Congress  on  Indus- 
trial Health  at  the  Roosevelt  Hotel  in  New 
York  City,  February  20  and  21. 


Announcement  of  Van  Meter  Prize 
Award 

The  American  Goiter  Association  again 
offers  the  Van  Meter  Prize  Award  of  Three 
Hundred  Dollars  and  two  honorable  men- 
tions for  the  best  essays  submitted  concern- 
ing original  work  on  problems  related  to  the 
thyroid  gland.  The  Award  will  be  made  at 
the  annual  meeting  of  the  Association 
which  will  be  held  in  Houston,  Texas, 
March  9,  10,  11,  1950,  providing  essays  of 
sufficient  merit  are  presented  in  competi- 
tion. 

For  additional  information,  address  Cor- 
responding Secretary  Geo.  C.  Shivers,  M.D., 
Colorado  Springs,  Colo. 


Obstetrics  and  Gynecology 
Examination 

The  annual  meeting  of  the  Board  was 
held  in  Chicago,  Illinois,  from  May  8 to  14, 
1949,  at  which  time  236  candidates  were 
certified. 

New  bulletins,  incorporating  changes 


made  at  the  recent  meeting,  are  now  avail- 
able for  distribution  upon  application  and 
give  details  of  all  new  regulations. 

The  next  scheduled  examination  (Part 
I),  written  examination  and  review  of  case 
histories,  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and 
Canada  on  Friday,  February  3,  1950.  Ap- 
plication may  be  made  until  November  5, 
1949.  Application  forms  and  bulletins  are 
sent  upon  request  made  to 

American  Board  of  Obstetrics 
and  Gynecology 
1015  Highland  Building 
Pittsburgh  6,  Pennsylvania 


Dr.  J.  J.  Frey  announces  the  opening 
of  offices  at  324  Doctors  Building,  Nash- 
ville. 


WOMAN’S  AUXILIARY 

i 

The  Board  of  the  Woman’s  Auxiliary  to 
the  Tennessee  State  Medical  Association 
held  its  fall  meeting  in  Nashville  at  the 
Hermitage  Hotel  on  September  ninth,  with 
the  President,  Mrs.  Clyde  Croswell  of 
Memphis,  presiding.  Dr.  Charles  C.  Tra- 
bue  IV,  and  Dr.  Daugh  Smith  were  guest 
speakers  at  this  meeting.  That  evening 
the  board  members  enjoyed  a dinner  dance 
given  by  the  Nashville  Academy  of  Medi- 
cine and  Davidson  County  Medical  Society 
for  its  members  and  their  wives. 


The  Auxiliary  of  the  West  Tennessee 
Consolidated  Medical  Society  met  in  its  first 
regular  session  Tuesday,  Sept.  6,  at  6 :30  for 
a dinner  meeting,  at  the  New  Southern 
Hotel,  Jackson,  Tenn. 

This  Auxiliary  finances  the  training  of 
a student  nurse  as  a very  worthwhile  proj- 
ect, and  now  has  a young  lady  in  her  sec- 
ond year  training  at  the  Methodist  Hospital 
in  Memphis. 


The  Chattanooga  Auxiliary  assisted  in 
entertaining  out-of-town  guests  at  the  twen- 
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tieth  annual  Clinical  Congress  which  was 
held  September  28th  at  the  Chattanooga 
Golf  and  Country  Club  with  Mrs.  David 
Hickey,  president  of  the  Auxiliary,  as  Gen- 
eral Chairman.  There  was  a luncheon  and 
fashion  show  at  Fairyland  Club  and  a ban- 
quet with  the  husbands  at  the  Chattanooga 
Golf  Club.  Mr.  John  Temple  Graves  was 
the  speaker. 

The  Auxiliary  also  cooperated  with  the 
Medical  Society  in  distributing  literature  on 
government  controlled  medicine  at  the 
Hamilton  County  Fair.  They  had  a booth 
in  the  tent  of  the  Health  Council.  There 
was  a member  of  the  Auxiliary  on  duty  at 
all  times.  A movie  put  out  by  the  American 
Medical  Association  was  shown  on  Pre- 
natal and  Child  Care. 


MEDICAL  SOCIETIES 


Davidson  County: 

The  second  annual  Postgraduate  Medical 
Assembly  of  the  Nashville  Academy  of  Med- 
icine and  Davidson  County  Medical  Society 
was  held  October  5 and  6.  The  subjects  dis- 
cussed were  varied  and  the  speakers  were 
authorities  in  their  respective  fields. 

The  Program 

“Present  Status  of  the  Treatment  of 
Thyroid  Disease,”  by  George  Crile,  Jr., 

M. D.,  Cleveland,  Ohio. 

“The  Ophthalmoscopic  Signs  of  Constitu- 
tional Disease” — A Kodachrome  Demon- 
stration, by  Arthur  J.  Bedell,  M.D.,  Albany, 

N.  Y. 

“Management  of  Acute  Myocardial  In- 
farction,” by  G.  E.  Burch,  M.D.,  New  Or- 
leans, La. 

“The  Study  of  Vaginal  Secretions  in 
Gynecic  and  Endocrine  Disorders,”  by 
Robert  B.  Greenblatt,  M.D.,  Augusta,  Ga. 

“Pitfalls  in  the  Treatment  of  Fractures,” 
by  Robert  H.  Kennedy,  M.D.,  New  York. 

“A  Discussion  of  Some  Conditions  of  the 
Terminal  Portion  of  the  Colon,”  by  Louis 
A.  Buie,  M.D.,  Rochester,  Minn. 

“Fluid  Administration  in  Acute  Illness 
in  Infancy  and  Childhood,”  by  Katherine 
Dodd,  M.D.,  Cincinnati,  Ohio. 


“Certain  Fundamental  Aspects  in  the 
Treatment  of  Diabetes  Mellitus,”  by  James 
A.  Greene,  M.D.,  Dallas,  Texas. 

“Obstetric  Hemorrhage,  Diagnosis  and 
Management,”  by  Frank  R.  Lock,  M.D., 
Winston-Salem,  N.  C. 

“The  Indications  for  X-ray  Therapy,”  by 
Hugh  M.  Wilson,  M.D.,  St.  Louis,  Mo. 

“Problems  in  Treatment  of  Peripheral 
Vascular  Disorders,”  by  Harris  B.  Schu- 
macker,  Jr.,  M.D.,  Indianapolis,  Ind. 

“Allergy,”  by  Oscar  C.  Hansen-Pruss, 
M.D.,  Durham,  N.  C. 


September  9 : A dinner  meeting  was 
held  at  the  Maxwell  House,  which  was  a 
social  event  for  members  of  the  Academy, 
their  wives  and  guests. 

September  20 : “Diagnosis  and  Treatment 
of  the  More  Common  Skin  Diseases,”  by 
Dr.  Robert  Buchanan. 

October  4:  The  Nashville  Chapter  of  the 
American  Heart  Association  sponsored  a 
guest  speaker  who  was  Dr.  Harold  Myers 
Marvin,  Associate  Clinical  Professor  of 
Medicine  at  Yale,  and  President  of  the 
American  Heart  Association. 

Scheduled  for  October  18:  “Practical 
Aspects  of  Allergy,”  by  Dr.  Edna  Penning- 
ton, Dr.  C.  S.  Thomas  and  Dr.  J.  C.  Overall. 


Knox  County: 

September  27 : “Continuous  Spinal  Anes- 
thesia,” by  Dr.  R.  H.  Haralson,  Maryville. 

September  30 : The  Blount  County  Medi- 
cal Society  extended  an  invitation  to  mem- 
bers of  the  Academy  of  Medicine  to  attend 
a meeting  of  their  society.  The  meeting 
was  held  in  the  Blount  Memorial  Hospital 
and  the  guest  speaker  was  Dr.  Paul  Beeson, 
Professor  of  Medicine,  Emory  University 
School  of  Medicine.  His  subject  was  “The 
Antibiotics.” 


Hamilton  County: 

The  20th  Annual  Clinical  Congress  of 
the  Chattanooga  and  Hamilton  County 
Medical  Society  was  held  at  the  Golf  and 
Country  Club,  Wednesday,  September  28. 
The  program  was  as  follows: 
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Gynecology,  Obstetrics  and  Pediatrics 

“Pediatric  Allergies” — Jack  Tepper,  M.D. 

“Premature  Babies” — W.  E.  Van  Order, 
M.D. 

“Sterility  Problems” — Charles  Suggs, 
M.D. 

“Vaginal  Hysterectomy” — Cooper  Mc- 
Call, M.D. 

To  open  discussion:  E.  F.  Buchner,  M.D., 
and  A.  M.  Patterson,  M.D. 

Surgery 

“Surgery  of  the  Common  Bile  Duct” — 
James  M.  Higginbotham,  M.D. 

“Perforated  Peptic  Ulcer” — Gene  H. 
Kistler,  M.D. 

“Surgery  of  Alimentary  Obstruction  in 
the  New  Born” — Richard  Van  Fletcher, 
M.D. 

“Injuries  of  the  Elbow” — John  J.  Killef- 
fer,  M.D. 

To  open  discussion:  Edward  T.  Newell, 
Sr.,  M.D.,  and  William-J.  Sheridan,  M.D. 

Luncheon 

Medicine 

“Jaundice  in  Cardiac  Failure” — Julius  G. 
Parker,  M.D. 

“Hazards  of  Sodium  Depletion” — William 
B.  MacGuire,  M.D. 

“Treatment  of  Diabetic  Coma” — Albert 
S.  Easley,  M.D. 

“Obesity” — E.  White  Patton,  M.D. 

To  open  discussion : Charles  Roberts 
Thomas,  M.D.,  and  Harold  B.  Henning, 
M.D. 

Miscellaneous  Subjects 

“Unresolved  Pneumonia” — L.  Spires 
Whitaker,  M.D. 

“Diagnostic  Aid  of  Angiography” — J.  M. 
Higgason,  M.D. 

“Intracranial  Bleeding — Non  Traumatic” 
— Augustus  McCravey,  M.D. 

“Insitu  Carcinoma  of  Cervix” — John  W. 
Adams,  M.D. 

Scientific  Motion  Pictures 

“Pericardectomy  for  Chronic  Constrictive 
Pericarditis” — Guy  M.  Francis,  M.D. 

“Surgical  Pathology  of  the  Organs  of  the 
Female  Pelvis” — Cecil  E.  Newell,  M.D. 

Movie  on  Cancer  by  American  Cancer 
Society — S.  S.  Marchbanks,  M.D. 


Banquet 

Address:  “Party  Line  of  America” — Mr. 
John  Temple  Graves,  Distinguished  News- 
paper Columnist,  Birmingham,  Alabama. 

Papers  were  all  well  prepared.  The  at- 
tendance was  good.  Scientific  and  Commer- 
cial Exhibits  contributed  materially  to  the 
value  of  the  Congress.  The  visiting  doctors 
were  invited  to  bring  their  wives  and  the 
Chattanooga  Auxiliary  entertained  the 
visitors’  wives. 

At  the  banquet  the  Woman’s  Auxiliary 
and  their  guests  joined  with  the  Medical 
Society.  The  after-dinner  speaker  was  Mr. 
John  Temple  Graves,  whose  discussion, 
“Party  Line  of  America,”  was  the  climax  of 
the  day. 
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By  J Allen  Kennedy.  M.D. 
Bennie-Dillon  Building,  Nashville 


Recovery  from  Subacute  Bacterial  Endocarditis 

(Streptococcus  Fecalis).  Report  of  Two  Cases. 

Gordon  E.  Hein  and  Bruce  M.  Berg,  San  Fran- 
cisco, California.  American  Heart  Journal,  Vol. 

38,  No.  3,  pp.  433-437,  1949  (September). 

This  article  is  a report  of  two  cases  of  subacute 
bacterial  endocarditis  caused  by  an  unusual  oi'gani- 
ism  which  is  ordinarily  highly  resistant  to  treat- 
ment. 

The  treatment  of  patients  infected  with  strep- 
tococcus fecalis  has  remained  generally  unsatisfac- 
tory. Isolated  reports  of  cures  have  been  published 
and  various  substances,  including  penicillin,  strep- 
tomycin, neoarsphenamine,  bacteriophage,  have 
been  used. 

The  authors  believe  that  more  patients  can  be 
cured  of  infections  with  this  organism  if  sufficient 
amounts  of  penicillin  are  used. 

The  first  case  report  is  that  of  a 53-year-old 
white  man  who  had  a history  of  low  grade  fever 
and  blood  culture  positive  for  S fecalis.  He  was 
at  first  given  small  amounts  of  penicillin,  but  over 
a five-week  period  this  was  increased  until  he  was 
receiving  800  thousand  units  of  penicillin  every 
three  hours.  In  spite  of  this,  his  blood  cultures 
remained  positive;  and  he  continued  to  have  low 
grade  fever.  He  was  transferred  to  another  hos- 
pital where  penicillin  therapy  was  increased  until 
he  was  receiving  1.5  million  units  of  penicillin 
every  three  hours,  or  12  million  units  of  penicillin 
a day.  This  caused  disappearance  of  his  symptoms, 
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and  his  blood  culture  became  sterile.  He  received 
this  dosage  of  penicillin  for  60  days  of  therapy — 
a total  of  some  727  million  units  of  penicillin.  He 
has  remained  well  18  months  after  discharge  from 
the  hospital. 

Case  No.  2:  A 49-year-old  white  man  who  de- 
veloped what  was  probably  an  embolic  arteritis  six 
months  before  symptoms  of  bacterial  endocarditis. 
He  had  low  grade  fever,  and  blood  culture  showed 
a heavy  growth  of  streptococcus  fecalis.  The  or- 
ganisms were  found  to  be  insensitive  to  concentra- 
tion of  20  units  of  amorphous  penicillin  per  cubic 
centimeter,  but  were  sensitive  to  1.0  unit  of  strepto- 
mycin per  cubic  centimeter.  After  about  three 
weeks  of  streptomycin  therapy,  it  was  found  that 
the  organisms  had  increased  their  resistance  to  a 
point  where  they  were  no  longer  inhibited  by  25 
units  of  streptomycin  per  cubic  centimeter.  Strep- 
tomycin therapy  was  therefore  stopped.  Retest  of 
the  organisms  showed  that  they  were  sensitive  to 
from  1.5  to  2.0  units  of  crystalline  penicillin  G per 
cubic  centimeter.  Accordingly  treatment  was  be- 
gun using  2.5  million  units  of  crystalline  penicillin 
every  three  hours,  or  20  million  units  per  day.  He 
was  treated  for  60  days,  or  a total  dosage  of  1.2 
billion  units  of  penicillin;  and  he  has  been  well  for 
several  months  since  discharge  from  the  hospital. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


A Statistical  Study  of  Cancer  of  the  Corpus  Uteri. 
J.  P.  Palmer,  M.D.,  M.  C.  Reinhard,  M.A.,  M. 
G.  Sadugar,  M.D.,  and  H.  L.  Goltz,  B.S.,  Buffalo, 
New  York.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  58,  No.  3,  p.  467,  September, 
1949. 

Nine  hundred  fifty-seven  cases  of  corpus  cancer 
are  considered  and  end  results  are  given  for  the 
entire  group  and  for  each  clinical  classification.  It 
is  definitely  shown  that  total  hysterectomy  and 
bilateral  salpingo-oophorectomy  following  preoper- 
ative radiation  produce  the  best  cure  rate.  Various 
clinical  classifications  are  discussed,  none  of  which 
seems  entirely  satisfactory  and  it  is  thought  that 
some  clinical  classification  employing  all  of  the 
factors  which  influence  the  end  results  should  be 
adopted,  so  that  the  end  results  from  the  various 
clinics  could  be  compared  and  evaluated.  Com- 
ments are  made  on  the  high  incidence  of  diabetes, 
overweight,  late  menopause,  and  sterility  among 
corpus  cancer  patients,  and  the  low  incidence  of 
corpus  cancer  among  Jewish  and  Negro  women. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Pregnancy  and  Tuberculosis.  S.  Kobrinski.  Cana- 
dian Medical  Association  Journal,  Vol.  59:  pp. 
462-464,  (Nov.)  1948. 


This  writer  draws  attention  to  the  changing  con- 
cept of  the  relationship  of  pregnancy  and  tubercu- 
losis over  the  last  50  to  100  years.  With  modern 
methods  of  surgical  treatment  for  most  cases  of 
pulmonary  tuberculosis,  patients  can  be  brought 
through  pregnancy,  labor  and  the  puerperium  with 
the  statistics  for  mortality  and  morbidity  being 
practically  no  worse  than  those  shown  by  female 
patients  of  similar  age  and  similar  lesions  without 
pregnancy.  In  one  series  the  mortality  rate  was  36 
per  cent  in  tuberculosis  with  pregnancy  and  33 
per  cent  in  tuberculosis  alone.  Reactivation  of  the 
pulmonary  disease  is  the  most  serious  complica- 
tion encountered. 

The  author  presents  several  questions  which  are 
prone  to  arise  in  respect  to  these  two  conditions. 
The  first  of  these  questions  is,  should  the  arrested 
case,  or  the  one  who  has  had  successful  collapse 
therapy,  be  allowed  to  become  pregnant?  The 
author  feels  that  such  a woman  can  safely  go 
through  pregnancy  two  years  after  the  arrest  of 
the  disease,  or,  if  the  pregnancy  occurs  during  col- 
lapse therapy,  the  pneumothorax  should  be  con- 
tinued at  least  one  year  after  delivery.  The  second 
question  is,  should  pregnancy  be  interrupted  if 
tuberculosis  is  discovered  in  the  second  or  third 
trimester?  Here,  interruption  is  contraindicated 
in  the  great  majority  of  cases.  The  patient  should 
be  hospitalized  for  three  to  six  months  after  de- 
livery, the  pregnancy  should  not  be  allowed  to  go 
past  term  and  lactation  should  not  be  permitted. 
Hqw  should  labor  be  conducted  when  the  patient 
is  at,  or  nearly  at,  full  term?  As  soon  as  the 
cervix  is  dilated  2 to  3 cm.,  scopolamine  and  demerol 
should  be  given.  The  first  stage  should  be  com- 
pleted without  interruption  but  as  soon  as  dilata- 
tion is  completed,  the  membranes  should  be  rup- 
tured and  the  second  stage  should  be  completed 
as  rapidly  as  possible.  Either  local  or  gas  oxygen 
anesthesia  may  be  used.  One  must  keep  in  mind 
the  possibility  of  excessive  postpartum  bleeding 
which  is  more  prone  to  occur  in  the  tuberculous 
patient.  If  interruption  of  pregnancy  is  necessary 
in  the  second  or  third  trimester,  hysterectomy 
should  be  performed.  In  regard  to  the  question  of 
sterilization,  if  the  patient  is  a nullipara,  con- 
servatism is  the  rule.  However,  in  a patient  who 
already  has  her  family,  sterilization  is  the  proper 
approach.  The  prognosis  for  the  baby  is  usually 
good.  In  a series  of  23,000  children  born  to  tuber- 
culous mothers  and  then  separated  from  them,  only 
seven  developed  tuberculosis. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Retrolental  Fibroplasia.  A.  C.  Unsworth.  Ameri- 
can Journal  of  Ophthalmology,  August,  1949. 

In  observing  the  eyes  of  premature  infants  from 
birth,  the  author  rarely  saw  remnants  of  the  hyaloid 
artery  but  they  appeared  shortly.  Of  30  premature 
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infants  none  was  born  with  a retrolental  mem- 
brane. In  two  infants  that  he  saw  shortly  after 
birth  without  evidence  of  ocular  abnormality, 
retrolental  fibroplasia  has  since  developed.  He 
believes  that  retrolental  fibroplasia  as  it  is  usually 
known  is  not  congenital.  In  one  case,  at  least,  the 
mechanism  of  its  formation  was  seen  to  be  leakage 
of  blood  from  the  retinal  vessels  into  the  vitreous, 
followed  by  vascularization  of  the  hemorrhage  in 
the  vitreous  from  the  retinal  vessels.  Remnants 
of  the  hyaloid  artery  were  not  persistent  in  any 
of  these  cases  and  certainly  played  no  part  in  the 
formation  of  the  angioplasia  of  the  vitreous.  He 
feels  sure  that  this  condition,  if  untreated,  will 
become  a typical  retrolental  fibroplasia  by  spread- 


ing over  the  posterior  surface  of  the  lens.  This 
formation  seems  to  be  akin  to  the  formation  of 
granulation  tissue  elsewhere  in  the  body,  to  retinitis 
proliferans  or  to  the  syndrome  of  von  Hippel’s 
angiomatosis.  The  anemia  of  prematurity  in  itself 
may  be  a factor  in  the  causation  of  retrolental 
fibroplasia.  There  seems  to  be  two  main  types.  The 
first  develops  from  the  proliferation  of  vascular 
tissue  from  the  retinal  vessels  of  the  posterior 
portion  of  the  fundus  into  abnormal  vitreous.  The 
second  is  the  result  of  failure  of  development  or 
condensation  of  the  secondary  vitreous  at  the  an- 
terior periphery,  with  proliferation  into  it  of  retinal 
vessels  from  the  unattached  peripheral  portion  of 
the  retina. 


A Distinctive  Sani- 
tarium For  Diagnosis 
and  Treatment  of  Ner- 
vous and  Mental  Dis- 
orders. . . .Alcoholism. 
Narcotic  and  Barbitu- 
rate Addiction. . . Rest 
and  Convalescence. 


EDGEWOOD 

ORANGEBURG,  SOUTH  CAROLINA 


Edgewood  offers  all  approved  therapeutic  aids.  Complete  bath  depart- 
ments. Living  accommodations  private  and  commodious.  Excellent  climate 
year  'round.  Unusual  recreational  and  physical  rehabilitation  facilities. 
Occupational  therapy.  Specialize  in  electro-shock  and  insulin  therapy. 
Separate  department  alcoholism,  narcotic,  barbiturate  addiction.  Gradual 
reduction  method.  Full  time  Fsychiatrists,  nurses,  and  aides  assure 
individual  care  and  treatment.  For  detailed  information  write 

EDGEWOOD  • ORANGEBURG,  S.  C. 

Orin  R.  Yost,  M.  D.  Psych  atrist-ln-Chie 


The  Tom  C.  Sharp  Drug  Company  of  Nashville 
has  developed  a combination  of  two  drugs  that 
is  proving  effective  in  the  treatment  of  arthritis, 
bursitis  and  neuritis. 

Several  doctors  in  the  Nashville  area  are  pre- 
scribing them  with  better  than  average  success. 

The  combination  is  of  gelsemium  and  thiamin 
hydrochloride  in  10  mg.  doses  in  each  capsule. 
The  preparation  is  called  thia-gell  capsules  and  is 
available  to  the  profession  in  their  practice  as  a 
prescription  item.  Any  druggist  can  obtain  them 
from 

THE  TOM  C.  SHARP  DRUG  COMPANY 
3401  Gallatin  Road 
NASHVILLE,  TENNESSEE 
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INTERESTING  VASCULAR  LESIONS* 

JAMES  B.  ELY,  M.D.,  Knoxville 

Slides  and  Histories:  To  be  given  ex- 
temporaneously as  slides  are  shown. 

You  will  notice  that  these  cases  have  all 
been  examples  of  inclusive  vascular  dis- 
ease, of  a more  severe  type.  It  is  this 
type  of  lesion  that  this  paper  will  attempt 
a more  clarified  approach. 

Thrombophlebitis  and  its  sequela  (the 
post  thrombotic  syndrome)  should  be  of  in- 
terest to  the  medical  man,  the  obstetrician, 
the  surgeon,  the  general  practitioner  and 
the  orthopedic  surgeon.  It  is  the  most  fre- 
quent complication  of  all  bed  patients,  re- 
gardless of  the  etiology  of  their  illness.  Ap- 
proximately 50%  of  all  thrombophlebitis  oc- 
curs in  medical  patients,  of  the  remaining 
50%,  35%  occurs  in  traumatic  lesions,  the 
remainder  comprises  postoperative  and 
postpartum  compl'cations. 

This  condition,  particularly,  its  preven- 
tion, should  be  of  the  greatest  importance 
from  a financial  standpoint  to  the  patient. 
Every  day  we  see  prolonged  and  expensive 
hospitalization  because  of  this  complication, 
not  to  mention  loss  of  earning  power,  forced 
upon  the  patient.  It  would  be  an  astonish- 
ing figure  if  we  were  able  to  compute  in 
dollars  the  money  lost  in  treating  this  pre- 
ventable complication  and  the  money  lost 
in  its  power  to  incapacitate  an  otherwise 
self-sustaining  individual. 

In  spite  of  the  tremendous  number  of 
articles  filling  the  literature  today,  we  con- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Chattanooga,  April  12,  1949. 


stantly  see  doctors  disregarding  warning 
signs  of  its  prevention,  not  to  mention  the 
large  number  still  using  the  old  time  worn 
treatment  of  elevation  and  heat.  Penicillin 
is  often  uselessly  administered  because  of 
ignorance.  A large  number  of  these 
patients  are  needlessly  bedridden  for  an 
average  of  two  to  six  weeks  and  then  are 
condemned  to  carry  a large  edematous  ex- 
tremity incased  in  some  form  of  elastic 
compression  bandage,  for  the  rest  of  their 
lives. 

Under  our  present-day  regime  of  therapy, 
the  stay  in  bed  need  not  be  long,  nor  hos- 
pitalization increased,  nor  that  the  patient 
suffer  from  the  old  phlegmasia  alba  dolens. 
If  we  are  to  practice  good  medicine,  it 
should  first  be  prevented,  if  not  recog- 
nized early  and  the  appropriate  treatment 
promptly  instituted. 

Too  much  has  been  written  regarding  its 
etiology  for  us  to  discuss  it  here,  suffice  it 
to  say  that  stasis  is  the  main  precipitating 
factor.  We  are  all  familiar  with  the  early 
signs  and  symptoms,  such  as  pain,  fever, 
coldness,  blanching,  and  leukocytosis,  (ede- 
ma being  only  a manifestation  of  a process 
already  extended  beyond  the  early  stage 
and  reminding  us  that  we  should  have  rec- 
ognized its  early  signs). 

In  order  for  better  understanding  of  the 
different  types  of  therapy,  according  to 
stages,  let  us  first  consider  the  pathological 
physiology.  DeBakey  and  Ochsner1  were 
some  of  the  first  investigators  to  clarify  this 
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process,  publishing  their  work  in  1939. 
Leniche  was  first  credited  with  demonstrat- 
ing peripheral  vascular  spasm  as  a result 
of  venous  occlusion  and  its  relief  by  sympa- 
thetic block.  Kniseley-  a later  investigator 
described  the  early  process  of  venous  stasis 
and  very  appropriately  applied  the  term 
“sludge.” 

This  is  a microscopic  agglutination  of 
the  blood  cells  due  to  stasis  whether  arterial 
or  venous.  Laufman  Martin  and  Tuell  of 
Chicago  have  recently  published  work  defi- 
nitely showing  that  vasospasm  accompanies 
main  vascular  occlusion.  From  these  ex- 
cellent works  it  has  been  generally  conceded 
that  regardless  of  other  factors  we  have 
stasis  as  the  precipitating  one.  There  is 
first  microscopic  sludge  rapidly  propagat- 
ing with  clot  formation.  It  is  not  the 
writer’s  intention  to  discuss  the  differentia- 
tion of  thrombophlebitis  or  phlebothrom- 
bosis  at  this  time,  as  it  is  his  opinion  that 
these  are  only  different. stages  in  the  same 
process.  When  the  clot  is  first  formed  it  may 
or  may  not  be  adherent,  but  the  presence 
of  clot  formation  produces  arteriospasm 
and  its  accompanying  capillary  dilatation. 
As  a result  of  capillary  dilatation,  there  is 
resulting  petechial  hemorrhage  and  tissue 
edema.  As  the  clot  progresses,  we  observe 
the  typical  clinical  signs  of  pain,  tempera- 
ture and  lastly,  edema.  At  any  time  in  this 
early  stage  before  an  organized  clot  has 
formed  and  become  adherent  to  the  vessel 
wall,  it  may  separate,  producing  embolism. 
Later  on  in  the  postthrombotic  stage,  if  no 
treatment  or  inadequate  treatment  has 
been  used,  a recanalization  of  the  vessels 
will  result  and  again  acts  as  a stimulus 
producing  arterio  and  venous  spasm  result- 
ing in  the  late  sequela  of  thrombosis.  This 
is  characterized  by  persistent  phlebitis, 
phlebitic  edema,  varicosities  of  superficial 
veins,  postphlebitic  ulceration,  and  recur- 
rent infection.  Venous  thrombosis  regard- 
less of  duration  produces  morphological 
changes  that  affect  the  physiology  of  the 
vascular  bed  of  the  involved  extremity. 
This  is  the  disabling  end  result. 

As  to  treatment  let  us  first  consider  the 
prophylaxis.  As  stated  above  this  should 
be  carefully  noted  by  all  practitioners  of 
medicine  regardless  of  their  field.  In  those 


patients  whose  treatment  consists  of  com- 
plete bedrest,  regardless  whether  they  are 
medical  or  surgical,  venous  stasis  of  the 
lower  extremities  should  be  constantly 
borne  in  mind.  Unnecessary  maintained 
flexion  of  the  extremities  should  be  avoided. 
The  surgical  patient,  preferably  in  the 
prone  position,  with  the  feet  slightly  ele- 
vated. Roth  active  and  passive  motion 
should  be  instituted  early,  combined  with 
massage.  Postoperatively  Dr.  Ochsner  has 
suggested  the  compression  of  superficial 
veins  in  patients  over  40  years  of  age  by 
the  application  of  ace  bandages  to  both 
lower  extremities.  Deep  inspiration  should 
be  encouraged  as  this  increases  the  negative 
pressure  within  the  thorax,  thereby,  facili- 
tating the  venous  flow.  Prevention  of 
venous  stasis  is  one  of  the  main  arguments 
for  early  ambulation.  The  best  possible 
circulatory  state  should  be  obtained  in 
patients  with  cardiovascular  disease.  Vari- 
ous blood  dyscrasias  should  be  ruled  out 
and  corrected  if  present.  Reduction  of 
weight  is  an  important  factor  in  both  medi- 
cal and  surgical  patients.  It  has  been  rec- 
commended  that  patients  refrain  from 
smoking  for  varying  periods  prior  t:> 
surgery.  Lastly,  the  avoidance  of  unneces- 
sary trauma  should  always  be  the  aim  of 
the  better  surgeon. 

Dicumarol  has  been  used  for  sometime  in 
surgery  as  a prophylactic  measure.  This 
is  usually  instituted  on  the  third  or  fourth 
day.  Reports  are  now  being  published  in 
large  series  of  cases  showing  a definite 
lowering  of  morbidity,  but  still  this  method 
is  not  routinely  accepted.  It  is  alarming 
to  note  in  one  controlled  group  of  678 
patients  who  did  not  receive  anticoagulant 
therapy  postoperative  297  or  43.8%  suffered 
subsequent  venous  thrombosis,  pulmonary 
embolism,  or  infarction,  after  surgical  op- 
eration and  124  or  18.3%  had  a fatal  pul- 
monary emboli.  Heparin  has  also  been 
used  as  a drug  from  prophylaxis  but  here 
again  has  not  been  routinely  accepted  nor 
is  it  recommended  by  the  author.  Its  main 
disadvantage  being  in  control  and  the  de- 
termination of  the  prothrombin  presents 
too  many  difficulties  for  its  routine  use  in 
prophylactic  therapy. 

Anticoagulant  therapy  seems  particularly 
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the  preventive  method  of  choice  in  cases  in 
which  thrombosis  has  occurred  previously 
and  a recurrence  is  a definite  probability. 

The  active  treatment  of  thrombophlebitis 
may  be  divided  into  three  periods.  The 
immediate,  the  early,  and  the  late.  Before 
any  form  of  therapy  can  be  instituted,  one 
must  first  determine  the  definite  location 
of  the  pathology,  its  extent,  and  etiology. 
The  immediate  treatment  as  generally  ap- 
plied throughout  the  country,  may  consist 
of  the  conservative  or  non-surgical  treat- 
ment, or  the  surgical  treatment.  Both 
methods  are  uniformly  accepted  as  adequate 
and  in  a large  series  reported  apparently 
are  producing  approximately  the  same  re- 
sults. The  immediate  treatment  refers  to 
those  patients  treated  within  twelve  to 
twenty-four  hours  from  time  of  onset  of 
their  first  symptom.  This  may  consist  of 
anticoagulant  therapy  which  in  itself  in 
some  cases  appears  sufficient  and  is  uni- 
formly reported  with  excellent  results,  or 
it  may  consist  of  anticoagulant  therapy  in 
combination  with  the  lumbar  sympathetic 
novocaine  block  (some  feel  that  the  latter 
is  unnecessary).  The  anticoagulant  ther- 
apy that  shows  the  greatest  promise  of 
future  use  because  of  its  ease  in  controlling 
and  administering  is  heparin  combined  with 
Pitkin’s  menstruum.  This,  as  you  know,  is 
a gelatin  glucose  solution  that  retards  ab- 
sorption. 300  m.g.  of  heparin  in  Pitkins 
menstruum  is  sufficient  for  the  average 
patient  for  a period  of  forty-eight  to  seven- 
ty-two hours,  following  one  injection.  This 
medication  alone  has  aborted  a number  of 
very  early  cases  of  phlebitis.  But  there  are 
a large  number  of  men  who  feel  that  it 
should  be  combined  with  venous  ligation  be- 
cause of  the  danger  of  pulmonary  embolism. 

The  period  of  early  therapy,  that  time 
during  which  the  clot  has  shown  clinical 
evidence  of  extension  with  its  acute  symp- 
toms, may  extend  from  the  first  few  days 
up  to  a few  weeks.  It  is  here  that  ligation 
is  indicated  with  its  help  in  relieving  vaso- 
spasm. It  is  uniformly  agreed  that  ligation 
should  be  high.  It  has  been  the  author’s 
experience  that  the  higher  the  ligation  the 
less  the  immediate  but  temporary  residual 
edema.  It  is  in  this  period  that  lumbar 
sympathetic  block  is  indicated.  This  pro- 


cedure gives  immediate  relief  of  vascular 
spasm,  thereby  relieving  the  pain,  edema 
and  fever.  It  has  been  my  experience  oc- 
casionally that  a single  or  maybe  repeat 
block  permanently  relieves  the  process. 
Of  a few  hundred  sympathetic  blocks  per- 
formed I have  never  seen  pulmonary  em- 
bolism follow  the  procedure. 

Let  us  pause  for  a minute  to  consider  the 
procedure  of  sympathetic  lumbar  block. 
First  it  is  specific  in  its  effect,  simple  in  pro- 
cedure, and  carries  no  mortality.  It  is  a 
procedure  that  may  be  done  in  the  home 
or  hospital  room.  It  is  not  or  should  not 
be  confined  to  the  surgeon.  There  is  no 
more  useful  procedure  to  the  medical  man 
in  differential  diagnosis  of  vascular  disease 
nor  one  more  useful  to  the  general  prac- 
titioner in  his  varied  practice. 

Recently  drugs  have  been  tried  clinically 
as  substitutes,  such  as  etamon,  priscol,  etc., 
but  none  give  the  desired  intensive  local 
effects.  The  details  of  the  procedure  need 
not  be  given  here,  but  I strongly  recommend 
its  more  liberal  use.  Its  one  disadvantage, 
that  of  short  duration,  may  be  overcome  by 
the  use  of  an  anesthetic  solution  in  oil.  By 
this  method  local  elevation  of  temperature 
may  be  maintained  for  as  long  as  three 
weeks. 

The  late  period  of  treatment  or  the  treat- 
ment of  the  post-thrombotic  syndrome  such 
as  the  last  few  slides  shown,  consists  of 
that  period  of  a few  months  to  years  fol- 
lowing thrombosis.  This  post-thrombotic 
syndrome  has  been  divided  by  Homans  into 
five  groups:  (1)  marked  edema  of  the  ex- 
tremity; (2)  pigmentation,  induration  and 
ulceration;  (3)  pain;  (4)  venous  congest- 
ion, and  (5)  recurrent  thrombosis.  It 
has  been  the  author’s  experience  that  some 
cases  of  group  (1)  and  (3)  (edema  and 
pain)  may  be  permanently  relieved  by  mul- 
tiple lumbar  blocks  and  compression  band- 
age of  the  leg.  This  may  even  be  instituted 
while  the  patient  is  ambulatory.  Groups 
(2),  (4),  and  (5)  or  a combination  of  all 
groups  necessitate  lumbar  sympathectomy 
and  rarely  a combination  of  sympathectomy 
and  vein  ligation. 

In  the  treatment  of  all  stages  of  throm- 
bosis in  spite  of  considerable  recent  ad- 
vances, there  still  exists  confusion  and  con- 
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troversy  as  to  the  point  of  ligation  and  as 
to  the  merits  of  ligation  or  anticoagulant 
therapy.  This  argument  appears  to  be  a 
result  of  the  time  factor  and  the  effects  of 
anticoagulant  drugs  on  the  soft  propagating 
clot.  Until  further  knowledge  is  gained  let 
me  state  that  I have  never  seen  embolism 
follow  lumbar  sympathetic  blocks  and  in- 
variably there  is  some  relief  of  symptoms. 
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DISCUSSION 

DR.  JACK  GREENFIELD  (Memphis):  It  is  an 
honor  indeed  to  be  asked  to  discuss  this  paper. 

I would  like  to  separate  the  thromboembolic 
venous  phenomena  into  three  different  categories: 
First,  the  phlebothrombosis  or  the  bland  clot,  de- 
scribed by  Ochsner  and  DeBakey;  second,  the  sup- 
purative type  of  thrombophlebitis;  third,  the  acute 
thrombophlebitis  with  which  we  are  all  familiar  in 
deliveries  and  after  certain  operations  that  occur  in 
certain  people  with  infected  feet,  and  so  on. 

So  much  has  been  written  and  said  about  phle- 
bothrombosis of  recent  years  that  I will  not  say 
much  about  it,  except  that  if  untreated  (and 
should  it  not  prove  to  be  fatal,  as  may  occur  from 
pulmonary  embolism),  this  type  of  disturbance  of 
the  venous  system  will  frequently  convert  to  chronic 
thrombophlebitis,  and  then  will  give  the  same 
signs  and  symptoms  that  thrombophlebitis  itself 
will  give. 

The  suppurative  type  is  rare;  we  don’t  all  see  it. 
I have  seen  very  few  cases  myself,  although  I admit 
I am  rather  an  amateur  in  this  field.  Those  cases 
usually  following  suppurative  disease  of  the  pelvis 
or  suppurative  disease  in  the  extremities,  requiring 
emergency  measures,  frequently  prove  fatal  from 
abscesses  and  sepsis,  and  I will  not  include  it  in 
this  discussion  because  it  would  take  us  far  afield. 

The  third  type,  thrombophlebitis,  Dr.  Ely  has 
described,  concerning  signs  and  symptoms.  We  all 
know  them — fever,  pain,  with  swelling  later,  and 
tenderness.  If  treated  early,  according  to  the 
method  Dr.  Ely  has  outlined — block — it  isn’t  too 
wrong  to  give  some  of  the  antibiotics  if  you  know 
the  patient  has  an  infection,  or  an  elastic  bandage 
on  the  extremities  and  have  the  patient  walk  about, 
because  on  top  of  the  phlebitic  process  there  can 


form  a bland  clot  which  can  separate  if  the  patient 
lies  around  in  bed  and  stasis  is  continued. 

These  clots,  if  they  break  off,  do  not  cause  the 
fatal  pulmonary  emboli  that  we  see  from  the  long 
clots  that  occur  from  phlebothrombosis.  However, 
they  not  infrenquently  produce  in  the  pulmonary 
embolic  area,  in  the  infarcted  area  in  the  lung,  a 
lung  abscess  which  has  its  sequellae  and  chronicity, 
and  so  on. 

In  the  cases  of  thrombophlebitis  that  are  not 
treated  early  and  are  allowed  to  persist,  three 
things  may  occur:  They  may  have  chronic  edema, 

they  may  have  ulceration,  or  they  may  have  re- 
current streptococcic  infection,  which  is  rare. 

The  edema  occurs  on  three  different  bases  in  these 
cases:  About  90  per  cent  occur  on  the  basis  of 
chronic  vasospasm,  as  Dr.  Ely  has  mentioned; 
about  10  per  cent  have  a greater  element  of  some- 
thing else.  The  second  type,  which  is  usually  as- 
sociated with  ulceration,  is  due  to  a deficiency  of 
the  valves  of  the  deep  veins,  due  to  the  previous  in- 
fection. The  veins  perhaps  have  become  recan- 
alized, but  the  valves  are  not  functioning.  Also, 
the  communicating  veins  in  these  cases  have  absent 
valves  due  to  malfunction.  As  a result  there  is 
edema  due  to  stasis. 

The  third  type  is  due  to  the  fact  that  a cicatrix 
forms  around  in  the  vessels,  usually  in  the  femoro- 
iliac  region,  and  does  not  allow  any  blood  to  flow, 
nor  does  it  allow  the  lymphatics  to  regenerate  and 
form  new  channels,  and  so  the  edema  is  present 
on  that  basis. 

We  find  out  whether  the  edema  is  due  to  spasm 
by  doing  the  block  that  Dr.  Ely  mentioned;  if  it 
shows  a response  by  decreased  edema  and  by  ability 
to  walk  a long  distance,  then  without  doubt  the 
lumbar  sympathectomy  is  the  treatment  and  will 
give  good  results  immediately. 

Should  the  sympathetic  block  fail  to  give  us  re- 
sults, it  may  be  that  we  did  not  do  the  block  cor- 
l'ectly,  and  so  we  should  repeat  it  and  see  if  we  get 
the  result.  If,  after  repeated  block,  we  do  not  get 
the  result,  then  one  must  resort  to  phlebography. 
Phlebograms  are  done  using  diodrast;  70  per  cent 
diodrast  will  give  a better  picture  than  35  per  cent. 
One  has  to  test  these  people  first  by  putting  a drop 
of  the  material  on  their  tongues,  perhaps,  and  wait- 
ing fifteen  minutes  to  see  whether  they  are  sensi- 
tive. 

We  do  a venogram,  and  if  the  deep  veins  are 
patent  then  it  is  most  probably  because  of  absent 
and  deficient  valves.  None  of  us  has  a great  deal 
of  experience  with  the  treatment  for  this  but  Ho- 
mans in  Boston  has  done  it,  Dr.  Ochsner  has  done 
it,  I have  tried  it  on  occasion.  Ligate  the  super- 
ficial femoral  vein  and  ligate  the  communicating 
veins  subfascially.  These  are  the  cases  that  fre- 
quently have  the  ulcers  associated  with  them.  If 
you  can  correct  the  edema  the  ulcer  usually  will 
heal  if  it  has  not  been  present  for  too  long  a time. 

In  the  third  type,  in  which  the  deep  veins  are 
not  patent  on  phlebography,  the  treatment  which 
has  been  used  is  the  section  of  the  scar  from  around 
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the  femoro-iliac  vessels,  freeing  them  up,  a sort 
of  unbridling  of  these  vessels;  this  also  permits 
new  lymphatic  channels  to  form,  and  will  fre- 
quently give  good  results. 

As  far  as  the  ulcerated  lesion  is  concerned,  in 
these  chronic  thrombophlebitics,  one  should  do  a 
biopsy  in  such  cases.  Occasionally  malignant 
changes  can  occur  in  these  ulcers,  the  same  as  in 
burns,  and  once  you  get  the  biopsy  there  is  nothing- 
wrong  with  doing  a Wassermann  at  the  same  time, 
and  treating  the  man  for  syphilis  if  he  has  that 
disease. 

Treat  the  underlying  cause  of  the  edema  either 
by  sympathectomy  or  unbridling  or  ligation  of  the 
veins;  and  occasionally,  because  of  the  persistent 
scarring  in  the  area,  and  the  deepness  of  the  scar, 
it  is  necessary  to  dissect  out  the  whole  area,  ulcer, 
scar  and  all,  down  to  the  sheath  of  the  muscle,  and 
graft  the  area  to  allow  healing.  This  is  often  aided 
in  healing  by  a sympathectomy,  which  will  improve 
the  circulation  in  the  area. 

Lastly,  recurrent  streptococcal  infection  usually 
is  of  an  erysipeloid  type  and  is  due  to  secondary 
infection.  The  best  way  to  control  the  epidermo- 
phytosis is  to  do  a sympathectomy  for  reduction  of 
anhidrosis,  to  dry  up  the  part  involved.  Use  good 
foot  hygiene  and  then  correct  the  edema.  If  the 
edema  was  on  the  basis  of  sympathetic  spasm,  that 
will  do  the  trick  itself,  otherwise  we  may  have  to 
do  venous  ligation,  and  so  on. 

Thank  you  very  much.  (Applause) 

DISCUSSION 

DR.  FAY  B.  MURPHY  (Chattanooga):  Mr. 

Chairman,  ladies  and  gentlemen : The  ramifications 
of  this  subject  are  many,  and  we  could  discuss  the 
many  phases  and  aspects  for  several  hours. 

The  author  has  stated  that  before  treatment 
can  be  initiated  for  peripheral  vein  disease  it  is  im- 
portant to  determine  the  site  of  the  pathology.  He 
is  entirely  correct,  but  frequently  this  is  impossible. 

To  quote  a few  statistics,  Moran  found  that  45 
per  cent  of  all  male  patients  who  died  with  fatal 
pulmonary  emboli  had  it  at  the  site  of  the  throm- 
bus in  the  prostatic  plexus.  In  96  per  cent  of  all 
patients  who  died  of  massive  emboli,  Cohn  and 
Wasch  found  thrombi  as  follows:  In  31  the  thrombi 
were  in  the  branches  of  the  femoral  or  iliac  veins; 
in  20  in  the  pelvic  veins,  and  14  of  these  were  peri- 
prostatic; four  were  in  the  pubic  areas  of  the 
superior  vena  cava,  and  7 on  the  right  side  of  the 
heart;  in  37  no  thrombi  were  found  at  all. 

In  Newhoff’s  series,  primary  thrombus  was  not 
found  in  over  50  per  cent  of  his  cases,  so  that  as 
far  as  ligation  is  concerned  it  is  frequently  impos- 
sible to  know  where  to  ligate.  Some  of  you  prob- 
ably guess  that  I am  an  internist.  I am  taking 
the  other  side  of  the  picture. 

In  a series  of  cases  recently  reported  by  Den- 
ninger  and  Riemenschneider  from  New  England 
Deaconess  Hospital,  they  divided  their  seventy-four 
cases  as  follows:  Fifteen  cases  in  which  femoral 
vein  ligation  was  helpful,  that  is,  the  thrombus 


was  found  below  the  inguinal  ligament.  In  the 
second  group  of  fifteen  cases  the  femoral  vein 
ligation  was  valueless  because  the  thrombus  was 
either  in  the  tributaries  or  the  hypogastric  veins 
or  from  the  right  side  of  the  heart,  and  in  nine  of 
these,  ligation  of  the  inferior  vena  cava  would 
probably  have  prevented  the  fatal  pulmonary  em- 
boli. 

In  the  third  group  of  forty-four  cases  the  pro- 
cedure of  ligation  might  have  been  helpful  if  per- 
formed early  enough.  This  included  cases  in 
which  thrombus  was  found  in  veins  collecting  blood 
from  the  external  iliac,  common  iliac  and  inferior 
vena  cava,  and  in  twenty-five  cases  no  primary 
site  of  thrombus  was  found. 

Therefore,  from  an  over-all  picture  it  appears  to 
us  here  that  anticoagulant  therapy  is  possibly  the 
safest  over-all  therapy.  We  believe  in  using  heparin 
immediately,  as  soon  as  the  diagnosis  is  made,  for 
its  effect  on  the  coagulation  of  the  blood,  and  fol- 
lowing it  promptly  with  dicumarol,  which  effect  is 
more  prolonged  and  gradual  in  appearance,  and 
carrying  on  from  there.  This  necessitates  labora- 
tory control  so  that  for  the  fellow  who  hasn’t  his 
patient  in  the  hospital.  Pitkin’s  menstruum  at  the 
present  time  is  probably  the  best  for  us  generally. 

As  far  as  the  autopsy  incidence  of  fatal  cases 
of  pulmonary  embolus  is  concerned  there  has  been 
no  very  significant  decline  in  spite  of  all  of  the 
literature  that  has  been  written  on  thromboemboli- 
tic  disease,  and  the  use  of  our  current  therapy. 
Denninger  and  Riemenschneider  found  that  in  the 
period  from  1931  to  1941  and  1941  to  1948  the  in- 
cidence of  fatal  cases  of  pulmonary  emboli  au- 
topsied  had  changed  from  only  7.5  to  6.7  per  cent. 
Hiey  also  found  it  to  be  true  that  in  only  five  of 
their  seventy-four  cases  had  any  definitive  treat- 
ment been  instituted  prior  to  death. 

The  difficulty  lies  in  the  diagnosis  of  thrombo- 
embolitic  disease.  Anyone  can  diagnose  an  out-and- 
out  full-bloom  thrombophlebitis,  but  the  fellow  who 
has  only  a slight  elevation  of  temperature  and  little 
acceleration  of  his  pulse,  who  is  perhaps  a little 
more  apprehensive  than  he  should  be  at  bed  rest, 
is  the  man  who  is  in  danger. 

Of  course,  the  incidence  of  pulmonary  emboli  of 
the  febrile  from  thrombophlebitis  is  very  much 
less  than  it  is  in  the  bland  thrombus,  so  we  go  back 
to  the  same  primary  principle,  the  early  diagnosis 
of  thromboembolic  disease.  Pain  may  never  occur. 
Calf  tenderness  may  be  present.  Homan’s  sign  may 
or  may  not  be  positive.  Temperature  may  be 
slightly  elevated,  from  0.5  to  0.75  degree,  and  the 
pulse  faster  than  the  patient’s  condition  warrants. 
Apprehension,  a slieht  dilitation  of  the  superficial 
veins  of  the  foot  or  extremity,  a little  difference 
in  the  measurements  of  the  calves  and  the  thighs, 
are  the  things  we  must  be  ever  watchful  for,  as  well 
as  preoperative  or  premedical  consideration  of  the 
patient  as  a candidate  for  this  disease. 

The  incidence  gradually  increases  with  age.  It 
is  higher  in  cardiacs.  We  think  that  all  patients 
who  are  to  be  bedfast  for  any  period  of  time, 
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cardiac,  medical  or  otherwise,  who  have  superficial 
varices,  should  have  them  ligated  before  bedrest  is 
enforced. 

Our  problem  is  still  a great  one,  in  spite  of  what 
is  written  in  the  literature  today,  and  it  goes  back 
to  the  difficulty  in  making  an  early  diagnosis.  The 
results  of  the  late  sequellae  of  thrombophlebitis 
shown  by  Dr.  Ely  are  excellent.  The  paper  is  a 
fine  one,  and  I appreciate  the  opportunity  of  dis- 
cussing it.  (Applause) 

DISCUSSION 

DR.  EDWARD  NEWELL,  JR.  (Chattanooga) : 
Members  of  the  Association,  I want  to  re-emphasize 
one  thing  that  Dr.  Ely  has  brought  to  us,  both  in  his 
talk  and  in  the  beautiful  colored  photographs. 

I think  we  are  all  very  interested  in  and  are 
acutely  aware  of  acute  thrombophlebitis  happening 
after  medical  diseases  and  surgical  diseases  and 
after  trauma,  but  there  are  still  too  many  people 
with  chronic  post-phlebitic  phenomena  walking 
around  completely  or  partially  incapacitated,  and  in 
many  of  these  cases  lumbar  sympathectomy  will 
return  these  people  to  better  health  and  to  work. 

We  see  such  cases  often,  two,  five  and  ten  years 
after  the  original  disease.  They  don’t  all  respond 
to  lumbar  sympathectomy  but  we  have  a very  good 
diagnostic  test  by  one  or  two  lumbar  novacaine  in- 
jections to  find  out. 

Along  the  line  Dr.  Ely  has  mentioned,  there  is  an 
excellent  article  reported  during  the  war  series  of 


Dr.  Sehumaker,  whose  uncle  is  a doctor  here  and 
whom  we  all  know,  appearing  in  the  April  issue 
of  S G & 0,  wherein  he  reports  114  selected  cases 
with  very  beautiful  pictures  and  very  lovely  re- 
sults. 

I have  brought  along  a colored  slide  that  is  a bit 
off  the  topic,  but  it  shows  a rare  vascular  lesion 
that  comes  under  the  title  of  Dr.  Ely’s  paper  and 
I think  you  will  be  interested  in  it. 

(Slide)  This  happens  to  be  a congenital  cavern- 
ous hemangioma  of  the  small  intestine  in  a twenty- 
year-old  man,  causing  intestinal  obstruction  which 
was  resected,  with  an  end-to-end  anastomosis  and 
recovery.  It  is  the  only  one  I have  been  able  to 
find  in  the  literature  that  is  photographed  in  color. 
In  fact,  it  is  the  only  colored  photograph  I have 
seen.  This  is  the  ileum  here,  and  rising  from  the 
walls  are  these  large  cavernous  hemangiomas. 

DR.  JAMES  B.  ELY  (Knoxville):  Mr.  President, 
may  I take  this  opportunity  to  thank  Dr.  Green- 
field, Dr.  Murphy  and  Dr.  Newell  for  their  dis- 
cussions? 

This  has  been  quite  a problem  in  our  local  hos- 
pital. We  have  realized  the  cost  of  hospitalization, 
the  number  of  days  lost  by  a patient  with  post- 
thrombotic  syndrome,  and  for  that  reason  I have 
asked  that  the  condition  be  recognized  early.  This 
would  save  us  some  of  the  backbreaking  work  on 
the  charity  service,  since  we  see  most  of  this  type 
of  thing  in  the  charity  hospitals. 

Thank  you.  (Applause) 
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In  recent  years  knowledge  of  liver  and 
biliary  tract  diseases  has  grown  so  rapidly 
that  most  of  us  have  difficulty  in  reading 
the  numerous  reports.  Many  of  these  re- 
ports concerned  with  diagnosis  deal  with 
various  liver  function  tests  only,  and  to- 
tally ignore  or  minimize  the  important  part 
which  a careful  history,  physical  examina- 
tion, and  fundamental  knowledge  of  pa- 
thology plays  in  the  diagnosis  of  these  dis- 
eases. No  single  liver  function  test  so  far 
developed  has  been  pathognomic.  More 
than  one  cynical  clinician  has  said  that  the 
chief  value  of  liver  function  tests  is  that 
the  time  it  takes  for  their  completion  allows 
a thorough  history  and  physical  examina- 
tion of  the  patient.  It  is  a mistake  to  rely 
on  one  or  more  liver  function  tests  for  a 
quick  and  easy  diagnosis  of  jaundice.  By 
so  doing  many  mistakes  will  be  made.  Even 
with  a careful  history,  physical  examina- 
tion, and  all  available  laboratory  tests,  the 
probable  error  is  5 to  15  per  cent.  Dr. 
Snell1  of  the  Mayo  Clinic  has  aptly  said : 
“The  family  physician  can  take  comfort  in 
the  thought  that  many  diagnoses  in  cases 
of  jaundice  have  been  made  in  the  past  on 
the  basis  of  purely  clinical  data,  and  that 
in  the  last  analysis  such  clincal  data  plus 
sound  judgment  should  always  outweigh 
any  combination  of  laboratory  findings.” 

Several  conditions  simulate  jaundice  and 
should  be  considered  in  anyone  with  yellow 
discoloration  of  the  skin  or  sclera.  A list 
of  these  is  presented  in  Table  I.  In  these 
conditions  the  tissues  are  stained,  but  the 
serum  does  not  contain  an  excess  of  biliru- 
bin and  consequently  jaundice  can  be  ex- 
cluded by  a total  serum  bilirubin  determi- 
nation. 

Several  classifications  of  jaundice  have 
been  proposed.  Jaundice  may  be  caused  by 
disease  before  the  liver,  in  the  liver,  or  after 
the  liver.  The  most  recent  classification  of 
jaundice  by  Ducci'-’  seems  to  be  the  simplest 
and  most  applicable  to  clinical  problems. 
This  classification  is  shown  in  Table  II. 

The  clinician  seldom  has  trouble  differ- 
entiating hemolytic  jaundice  from  the  other 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Chattanooga,  April  10,  1949. 


types.  In  hemolytic  jaundice  liver  func- 
tion tests  are  normal  and  there  is  no  bile 
in  the  urine,  hence  the  name  acholic  jaun- 
dice. In  congenital  hemolytic  jaundice  the 
icterus  index  is  usually  about  23  and  aver- 
ages 15  to  30  over  long  periods  of  time. 
Splenomegaly  is  usually  present,  and  at 
some  time  the  blood  shows  anemia,  sphero- 
cytosis, reticulocytosis,  and  increased  fra- 
gility of  red  cells.  Cholelithiasis  occurs  in 
about  60  per  cent  of  these  cases  and  may 
complicate  the  picture  at  times. 

Hemolytic  jaundice  may  be  due  to  a va- 
riety of  conditions,  the  most  important  of 
which  are  listed  in  Table  III. 

If  hemolytic  jaundice  is  suspected,  the 
urine  should  be  tested  for  bile.  If  bile  is 
present,  it  is  not  hemolytic  jaundice.  If 
bile  is  not  present,  look  for  evidences  of 
hemolysis.  All  types  of  hemolytic  jaundice 
comprise  less  than  5 per  cent  of  cases  of 
jaundice. 

Prehepatic  nonhemolytic  jaundice  called 
“familial  nonhemolytic  jaundice”  by  Dame- 
shek:;  is  characterized  by  hyperbilirubine- 
mia not  derived  from  increased  destruction 
of  blood.  Hepatic  function  tests  and  his- 
tologic examination  show  no  abnormality. 
The  condition  may  be  differentiated  from 
familial  hemolytic  jaundice  by  the  absence 
of  anemia,  splenomegaly,  spherocytosis,  re- 
ticulocytosis, and  by  the  presence  of  normal 
fragility  of  red  cells  in  hypotonic  saline. 
There  is  simply  a rise  of  the  bilirubin  ex- 
cretory threshold  of  the  liver  (constitutional 
hepatic  dysfunction)  which  causes  this  type 
of  acholic  jaundice. 

The  usual  clinical  problem  is  whether 
there  is  primary  liver  disease  or  obstruc- 
tion of  the  extrahepatic  bile  passages.  In 
other  words,  the  clinician  must  decide 
whether  the  jaundice  is  hepatic  (medical) 
or  posthepatic  (surgical).  If  it  is  post- 
hepatic,  he  should  try  to  decide  if  the  jaun- 
dice is  caused  by  gallstones  or  tumor. 

If  the  jaundice  is  due  to  hepatitis,  oper- 
ation may  increase  liver  cell  damage  and 
even  precipitate  death.  If  jaundice  is  due 
to  cancer,  early  operation  is  indicated;  and 
if  due  to  a stone,  frequently  it  is  best  to 
delay  and  see  if  the  jaundice  will  recede 
before  operation. 
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In  the  differential  diagnosis  between  in- 
trahepatic  (medical)  and  posthepatic  (sur- 
gical or  extrabiliary  obstruction)  jaundice 
a careful  history  is  the  single,  most  impor- 
tant part  of  the  diagnosis. 

History 

Age.  About  80  per  cent  of  medical  cases 
of  jaundice  are  under  40  years  of  age; 
whereas  malignancy  and  stones  predomi- 
nate in  older  age  groups  and  about  80  per 
cent  of  those  above  40  years  of  age  are  cases 
of  surgical  jaundice. 

Mode  of  Onset.  Of  course  a long  history 
of  flatulent  indigestion  suggests  presence 
of  stones  or  inflammatory  disease.  Pan- 
creatic cancer  may  also  begin  with  poorly 
defined  abdominal  symptoms.  The  pain  in 
pancreatic  neoplasm  usually  does  not  have 
the  characteristics  of  biliary  colic,  but  is 
more  of  a continuous  pain  frequently  re- 
ferred to  the  back  and  worse  at  night. 
There  is  a high  incidence  of  phlebothrom- 
bosis  in  pancreatic  cancer.  The  onset  of 
hepatitis  is  usually  fairly  abrupt  with  nau- 
sea. anorexia,  vomiting,  fever,  and  malaise. 
In  a few  cases  there  may  be  fairly  severe 
discomfort  in  the  upper  part  of  the  abdo- 
men. 

The  type  and  severity  of  abdominal  pain 
is  very  difficult  to  evaluate  and  may  not 
be  as  important  in  the  differential  diagnosis 
of  jaundice  as  was  once  believed.  It  is  now 
known  that  most  any  type  of  jaundice  may 
begin  with  pain,  but  in  general  intermittent 
colic  is  more  likely  to  be  present  with  biliary 
obstruction  by  stones. 

Exposure  to  Specific  Hepatic  Toxins.  A 
careful  questioning  regarding  exposure  to 
hepatotoxic  agents  is  always  an  important 
part  in  taking  the  history  of  a jaundiced 
patient.  A list  of  the  most  important  of 
these  is  shown  in  Table  IV.  Very  careful 
questioning  concerning  the  consumption  of 
alcohol  with  its  usually  associated  deficient 
diet  and  the  use  of  blood  or  blood  products, 
or  even  of  other  parenteral  treatment  with- 
in two  to  four  months  of  the  onset  of  jaun- 
dice, often  yields  valuable  information. 

It  is  now  generally  known  that  from  four 
to  five  per  cent  of  patients  receiving  pooled 
plasma  will  have  virus  hepatitis  within  two 
to  four  months.  The  incidence  following- 
blood  transfusion  is,  of  course,  definitely 
less. 


Physical  Examination 

On  physical  examination  special  atten- 
tion must  be  given  to  the  skin,  liver,  gall 
bladder,  and  spleen. 

Skin.  The  golden  orange  color  of  jaun- 
dice associated  with  hepatitis  may  be  con- 
trasted to  the  blackish  or  greenish  hue  of 
obstructive  jaundice. 

Vascular  Spiders.  These  pulsating  an- 
giomas located  in  the  skin  have  a central 
artery  with  arterial  legs.  They  usually  oc- 
cur in  the  distribution  of  the  superior  vena 
cava.  They  may  appear  rapidly  like  ar- 
teries of  the  endometrium  and  are  probably 
associated  with  abnormality  of  estrogen 
metabolism.  They  rarely  occur  in  other 
conditions  (ie.,  pregnancy,  vitamin  defi- 
ciency, and  menopause).  Their  presence 
indicates  diffuse  liver  damage. 

Liver.  The  liver  is  usually  smooth  in 
medical  jaundice  but  is  frequently  nodular 
and  hard  in  surgical  jaundice.  A careful 
search  should  always  be  made  for  tumors 
elsewhere  in  the  body.  It  is  not  uncommon 
for  a patient  with  an  artificial  eye  or  an 
old  radical  mastectomy  scar  to  appear  with 
a large  firm  liver  and  jaundice. 

Spleen.  The  spleen  is  palpable  in  about 
50  per  cent  of  medical  cases  of  jaundice, 
and  it  is  not  palpable  in  surgical  cases  with 
three  extremely  rare  exceptions.  These  ex- 
ceptions are  : (1)  obstruction  of  bile  lasting 
long  enough  to  produce  biliary  cirrhosis; 
(2)  empyema  of  gall  bladder  with  septic 
tumor  of  spleen;  and  (3)  cancer  invading 
and  blocking  the  splenic  vein. 

Palpable  Gall  Bladder.  A special  effort 
should  always  be  made  to  determine  the 
presence  of  an  enlarged  gall  bladder  which 
is  often  due  to  neoplastic  disease  of  the 
biliary  system  and  pancreas.  (Courvoi- 
sier’s  rule.) 

Prominent  collateral  veins  and  ascites  are 
often  present  in  the  jaundice  associated 
with  cirrhosis  of  liver. 

Edema.  Edema  occurring  early  in  a case 
of  jaundice  is  strong  evidence  in  favor  of 
serious  injury  to  the  parenchyma  of  the 
liver.  This  is  due  to  a rapidly  developing 
hypoproteinemia. 

Laboratory  Aids  in  the  Differential 
Diagnosis  of  Jaundice 

There  are  numerous  laboratory  proce- 
dures which  may  be  helpful  in  the  differen- 
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tial  diagnosis  of  jaundice.  A list  of  the 
most  important  of  these  is  given  in  Table 
V.  It  is  not  practical  or  necessary  to  run 
all  of  these  procedures  in  any  single  case. 
A few  remarks  about  several  of  the  more 
important  of  these  tests  seems  indicated. 

Icterus  Index.  A stone  in  common  duct 
usually  causes  a fluctuating  icterus  index. 
In  such  a case  the  icterus  index  is  usually 
a hundred  or  less.  An  icterus  index  of  a 
hundred  or  more  which  is  persistent  indi- 
cates complete  neoplastic  obstruction,  se- 
vere necrotic  hepatitis,  or  marked  hepato- 
canalicular  damage  as  in  biliary  cirrhosis. 

Bile  in  Urine.  If  Harrison’s  spot  test  for 
bile  is  positive,  it  excludes  prehepatic  jaun- 
dice and  indicates  hepatic  or  posthepatic 
jaundice. 

Fecal  and  Urinary  Urobilinogen.  If  the 
icterus  index  exceeds  100,  it  becomes  neces- 
sary to  determine  the  patency  of  the  Idle 
ducts.  Probably  the  most  constant  single 
sign  of  neoplastic  obstruction  to  the  bile 
passages  is  complete  exclusion  of  bile  from 
the  duodenum  as  determined  by  passing  a 
stomach  tube  into  the  duodenum  and  ob- 
taining drainage  material.  The  presence 
of  bile  even  in  rather  small  quantities  is 
sufficient  proof  that  the  ducts  are  not  com- 
pletely obstructed.  Objections  have  been 
raised  to  this  method  because  of  the  diffi- 
culty of  being  certain  that  a proper  speci- 
men had  been  collected  even  when  the  tube 
is  guided  by  fluoroscopy.  If  laboratory 
facilities  are  available,  fecal  and  urinary 
urobilinogen  determinations  by  Watson’s 
method  is  undoubtedly  most  satisfactory. 
Such  tests  are,  however,  of  little  value  un- 
less they  are  done  meticulously.  Except  in 
rare  instances,  gross  examination  of  the 
stool  and  the  usual  urine  urobilinogen  test 
(Wallace  and  Diamond)  will  give  fairly 
accurate  information  when  combined  with 
all  of  the  other  findings.  In  doing  the  urine 
urobilinogen,  it  is  important  to  test  a sample 
from  a 24-hour  specimen. 

Floccidation  Tests.  All  of  these  tests  in- 
dicate certain  phenomena  associated  with 
plasma  protein.  The  cephalin  flocculation 
test  is  very  reliable  and,  when  read  as 
a three  or  four  plus,  indicates  liver  damage. 
The  thymol  turbidity  test  is  also  a very 
reliable  test  and  is  said  to  remain  positive 
in  cases  of  hepatitis  even  after  the  cephalin 
flocculation  test  has  become  negative. 


Prothrombin  Determination.  If  the  pro- 
thrombin time  is  prolonged,  Vitamin  K may 
be  given.  A marked  reduction  in  prothrom- 
bin time  after  administration  of  Vitamin  K 
is  the  rule  in  biliary  obstruction,  whereas  in 
primary  hepatic  injury  little  or  no  response 
is  noted. 

Serum  Alkaline  Phosphatase.  This  sub- 
stance is  usually  excreted  in  part  in  the 
bile,  and  when  obstructive  jaundice  occurs 
it  is  usually  elevated,  whereas  the  value  is 
either  normal  or  reduced  in  primary  hepatic 
injury. 

In  the  rare  case  of  hemolytic  jaundice 
associated  with  gallstones  (about  60  per 
cent  of  such  cases  have  stones)  the  labora- 
tory findings  referable  to  jaundice  may  be 
somewhat  altered  by  the  presence  of  a 
stone  in  the  common  duct.  In  such  a case 
the  fragility  test  and  blood  smears  for  sphe- 
rocytosis remain  the  best  aids  to  diagnosis 
of  hemolytic  jaundice  when  stones  are  pres- 
ent. 

X-ray  of  the  gall  bladder  after  the  admin- 
istration of  dye  has  little  to  offer  in  the 
jaundiced  patient.  A simple  X-ray  of  the 
upper  part  of  the  abdomen  may  reveal  cal- 
cified stones  either  in  the  gall  bladder  or 
pancreas.  X-rays  of  the  esophagus,  stom- 
ach, and  duodenum  may  be  helpful  in  ex- 
cluding primary  malignant  lesions  in  these 
organs.  They  may  also  bring  out  two  other 
important  bits  of  evidence — namely,  varices 
in  the  esophagus  which  are  proof  of  cirrho- 
sis of  long  standing,  and  also  widening  and 
distortion  of  the  duodenal  loop  which  may 
point  to  a cancer  in  the  head  of  the  pan- 
creas. 

It  is  important  to  realize  that  in  all  liver 
function  tests  there  may  be  overlapping  of 
positive  results  as  the  disease  progresses; 
therefore  it  is  a great  help  to  perform  these 
tests  as  early  in  the  disease  as  possible. 

We  would  call  your  attention  to  No.  13. 
Dr.  Kunkel  of  the  Rockefeller  Institute  de- 
vised this  technic  and  published  his  results 
in  Gastroenterology  in  October,  1948.  Dr. 
Snell  of  the  Mayo  Clinic,  speaking  in  Feb- 
ruary, 1949,  stated  this  method  is  likely  to 
replace  our  present  flocculation  procedures. 

Summary 

With  increasing  knowledge  of  liver  and 
biliary  tract  diseases  jaundice  and  its  dif- 
ferential diagnosis  presents  a challenge.  In 
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recent  years  the  Whipple  operation  for  ma- 
lignancy of  the  pancreas  and  ampulla  and 
newer  knowledge  of  treating  hepatitis  and 
cirrhosis  makes  accurate  and  early  differ- 
ential diagnosis  of  jaundice  even  more  im- 
portant than  in  the  past. 

In  the  final  analysis  a careful  history  and 
physical  examination  remain  the  most  im- 
portant factors  in  arriving  at  a correct 
etiological  diagnosis  of  jaundice. 
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TABLE  I 

Conditions  Causing  Yellow  Discoloration 
of  Skin  or  Sclera  Which  May 
Simulate  Jaundice 

1.  Fat — Deposits  in  sclera. 

2.  Atabrine — Stains  skin  and  sometimes  sclera. 
Yellow  tint  fades  toward  periphery  of  sclera. 

3.  Carotenemia — The  yellow  pigment  of  carrots 
stains  skin  but  not  sclera,  especially  in  dia- 
betics. 

4.  Trinitrotoluene — Used  in  ammunition  facto- 
ries, causes  discoloration  of  skin  and  not 
sclera. 

5.  Picric  Acid — Used  in  treatment  of  burns,  dis- 
colors skin. 

TABLE  II 

Classification  of  Jaundice 
Prehepatic 

Hemolytic — Evidence  of  increased  bilirubin  and 
blood  destruction. 

Non-hemolytic — Evidence  of  increased  bilirubin 
without  blood  destruction.  Apparently  an  in- 
creased liver  threshold  for  bilirubin  is  present 
in  this  rare  disease  described  by  Dameshek. 
Hepatic 

Hepatocellular — Evidence  of  damage  of  paren- 
chymal cells  of  liver. 

Hepatocanalicular — Evidence  of  damage  in  bile 
canaliculi  and  normal  or  relatively  normal 
parenchymal  cells. 

Posthepatic 

Complete  Obstruction — Malignancy  of  pancreas, 
ampulla,  or  biliary  system. 

Incomplete  Obstruction — Stone  in  common  duct. 

TABLE  III 

Hemolytic  Jaundice  May  Be  Due  to: 

1.  Hemolytic  icterus  (a)  acquired;  (b)  congeni- 
tal. 

2.  Miss-matched  transfusion  (lower  nephron  dis- 
ease). 


3.  Pernicious  anemia. 

4.  Sickle  cell  anemia. 

5.  Purpura  hemorrhagic  with  reabsorption  of 
blood. 

6.  Passive  congestion  with  pulmonary  infarct. 

7.  Hemothorax. 

8.  Hemolytic  sepsis. 

9.  Lobar  pneumonia. 

10.  Subacute  bacterial  endocarditis. 

TABLE  IV 

The  Most  Common  Causes  of  Hepatic 
Jaundice 

1.  Infections  due  to  certain  viruses,  protozoa,  and 
bacteria. 

a.  Viral — Epidemic  infectious  hepatitis,  homo- 
logous serum  jaundice,  yellow  fever,  infectious 
mononucleosis,  and  primary  atypical  pneu- 
monia. 

b.  Protozoal — Weil’s  disease,  malaria,  amoebia- 
sis. 

c.  Bacterial — Pneumonia,  typhoid  fever,  and  va- 
rious infections  of  the  liver  such  as  tubercu- 
losis, Boeck’s  sarcoid,  and  suppurative  proc- 
esses. 

2.  Chemicals  and  drugs. 

a.  Alcohol. 

b.  Chloroform. 

c.  Arsenic. 

d.  Cinchopen. 

e.  Sulfonamides. 

f.  Thiouracil. 

g.  Others  such  as  cai’bon  tetrachloride,  phos- 
phorus, gold,  etc. 

3.  Miscellaneous  systemic  reactions  such  as  severe 
toxemia  of  pregnancy,  nutritional  deficiencies, 
and  severe  burns. 

4.  Injuries  of  unknown  etiology  such  as  in  pro- 
gressive Laennec’s  cirrhosis,  periarteritis  nodosa, 
etc. 

TABLE  V 

Procedures  Aiding  in  the  Differential 
Diagnosis  of  Jaundice 

1.  Serum  bilirubin  or  icterus  index. 

2.  Bile  in  urine  (Harrison  Spot  test). 

3.  Urobilinogen  in  urine  and  feces. 

4.  Cephaline  flocculation. 

5.  Thymol  turbidity. 

6.  Prothrombin  determination  and  response  to 
Vitamin  K. 

7.  Serum  alkaline  phosphatase. 

8.  Van  den  Bergh. 

9.  Serum  Protein  with  A/G  ratio. 

10.  Total  cholesterol  and  cholesterol  esters. 

11.  Hippuric  acid  test. 

12.  Galactose  tolerance  test. 

13.  Kunkel’s  zinc  sulfate  technique  for  estimation 
of  gamma  globulin. 

14.  Bromsulfalein  test  for  liver  function  without 
jaundice. 

15.  Liver  biopsy. 

16.  Duodenal  drainage. 

17.  X-ray  evidence  of  esophageal  varices. 

18.  X-ray  evidence  of  widened  and/or  distorted 
duodenal  loop  in  carcinoma  of  head  of  pan- 
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Granuloma 


G.  ALLEN  LAWRENCE,  M.D.,  Nashville 

A variety  of  space-taking  lesions  may  in- 
vade the  orbit.  In  1941,  A.  B.  Reese1  re- 
ported the  statistics  of  the  orbital  tumors 
collected  at  The  Institute  of  Ophthalmology 
in  New  York  City  during  the  preceding 
seven  years.  In  174  cases  he  found  over 
thirty  different  pathologic  types.  The  most 
common  tumors  encountered  were  hemangi- 
omata, pseudo-tumors,  lesions  extending 
from  the  nasopharynx  and  paranasal 
sinuses,  meningiomata.  dermoid  and  epi- 
dermoid cysts,  various  sarcomata,  neuro- 
genic tumors  and  tumors  of  the  lacrimal 
gland.  Other  types  were  less  frequent. 

The  symptoms  and  objective  findings 
associated  with  tumors  of  the  orbit  are 
frequently  similar.  The  usual  symptoms 
are  exophthalmos,  displacement  of  the 
globe,  impaired  motility  and  diplopia.  Or- 
bital or  ocular  pain  and  disturbance  of 
central  or  peripheral  vision  are  not  gener- 
ally early  manifestations. 

Certain  types  of  tumors  may  have  their 
own  particular  characteristics.  Hemangi- 
omas, for  example,  less  often  disturb  the 
ocular  rotations  and  the  exophthalmos  may 
vary  with  the  venous  pressure. 

It  has  been  found  important  to  arrive 
at  a pathologic  diagnosis,  if  possible,  be- 
fore the  type  of  treatment  is  advised.  There 
are  two  special  methods  of  investigation 
which  may  be  used  to  aid  in  this  diagnosis : 
X-ray  visualization  of  the  orbit  and  the  per- 
formance of  a tissue  biopsy.  Certain  lim- 
itations are  placed  upon  the  latter  method 
and  there  are  times  when  it  is  not  neces- 
sary, but  it  should  be  considered  in  every 
patient. 

Surgical  excision  of  an  orbital  tumor  is 
suggested  when  it  is:  (1)  malignant  and 
not  radiosensitive,  (2)  benign  but  increas- 
ing in  size  or  impairing  normal  ocular  fqnc- 


*Read  before  the  Academy  of  Ophthalmology 
and  Otolaryngology,  Chattanooga,  April  11,  1949. 


tion  by  reason  of  its  location,  (3)  deforming 
in  appearance. 

Surgical  excision  is  not  advocated  when 
the  tumor  is:  (1)  inflammatory,  (2)  metas- 
tatic, (3)  radiosensitive,  (4)  or  when  the 
swelling  results  from  metabolic  disease. 
With  regard  to  the  latter,  it  is  well  to  re- 
member that  exophthalmos  can  occur  as  a 
thyrotoxic  or  thyrotropic  manifestation  and 
that  a normal  or  low  B.M.R.  does  not  rule 
out  thyrotropic  exophthalmos.2 

The  two  case  reports  to  follow  are  pre- 
sented in  order  to  demonstrate  the  methods 
used  in  their  diagnosis  and  treatment.  Both 
patients  showed  displacement  of  the  globe 
due  to  pressure  from  an  orbital  mass.  The 
choice  between  surgical  and  non-surgical 
treatment  was  made  subsequent  to  the  his- 
tologic examination  of  a biopsy  specimen. 
The  X-ray  examination  was  particularly 
useful  in  the  case  of  the  epidermoid  tumor. 
Report  of  Cases 

Case  1.  Epidermoid  Tumor  (Primary 
Cholesteatoma)  of  Orbit. 

History. — B.  J.  J.,  a white  male,  age  16, 
was  first  seen  September  26,  1947.  He  com- 
plained  of  having  noted  progressive  pro- 
trusion of  the  right  eye  for  the  preceding 
six  months.  He  had  no  pain  or  diplopia. 
No  significant  facts  were  obtained  from* 
past  medical  or  family  history. 

Ophthalmologic  Examination — (Slide  No. 
1.)  Vision  in  the  right  eye  was  20/20,  J-l. 


Figure  1 

Vision  in  the  left  eye  was  20/30,  J-l.  The 
right  eye  was  proptosed,  the  exophthalmo- 
metric  readings  being  24  mm.  in  the  right 
eye  and  16  mm.  in  the  left  eye.  No  bruit 
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was  heard.  There  was  no  lateral  displace- 
ment. In  the  right  eye,  there  was  mild 
conjunctival  injection,  a normal  cornea  and 
normal  pupillary  reactions.  The  external 
examination  of  the  left  eye  was  normal.  The 
extraocular  muscles  and  the  optic  fundi 
were  normal.  The  bilateral  intraocular  pres- 
sure was  18  mm.  Hg.  Schiotz.  The  periph- 
eral and  central  visual  fields  were  normal 
in  all  isopters.  A diagnosis  of  a right  orbital 
tumor  was  made. 

Medical  and  Neurological  Examinations. 
— There  was  no  evidence  of  any  systemic 
disease.  Blood  and  urine  tests  were  normal. 

X-ray  Examination. — (Slide  No.  2.)  On 
October  15,  1947,  the  films  were  reported: 
“Right  orbit  shows  definite  increase  in  the 
soft  tissue  density  when  compared  with  the 
left.  There  is  irregularity  of  the  bony 
margin  on  the  lateral  aspect  of  right  orbit 
which  appears  to  be  partially  destroyed. 
There  is  more  increase  in  the  soft  tissue 
density  in  the  inferior  portion  of  right  orbit 
than  elsewhere.  Impression  gained  from 
this  examination  is  that  there  is  an  intra- 
orbital  lesion  which  involves  bone  particu- 
larly on  the  lateral  aspect.  Skull  films  indi- 
cate that  the  bones  of  the  calvarium  are 
normal.  The  optic  foramena  are  normal. 


The  sella  turcica  is  normal  and  there  is  no 
intracranial  calcification.” 

Course  of  Disease. — From  the  history  of 
progression  in  the  size  of  the  tumor  and 
from  the  X-ray  appearance,  it  was  felt 
that  an  exploration  of  the  right  orbit  and, 
if  possible,  excision  of  the  tumor  should  be 
attempted.  If  the  tumor  could  not  be  re- 
moved, a biopsy  might  be  performed,  pro- 
vided there  were  no  contraindications  from 
the  gross  appearance  of  the  tumor. 

On  December  3,  1947,  an  exploration  of 
the  right  orbit  was  performed.  A mass  was 
located  on  the  lateral  bony  wall  about  half 
the  distance  between  the  lateral  rim  and 
apex  of  the  orbit.  The  mass  was  long  and 
finger-like.  Its  innermost  extension  could 
not  be  determined.  A piece  of  tumor  was 
removed.  It  appeared  to  have  a capsule 
with  a white  caseous  necrotic  center. 

The  recovery  from  this  procedure  was  un- 
eventful. The  ophthalmologic  examination 
on  December  31,  1947,  revealed  that  the 
vision  in  the  right  eye  was  reduced  to  20/ 
100,  J-l,  corrected  to  20/20,  J-l  by  a -1.00 
sphere  -0.50  cylinder  axis  60.  The  extraoc- 
ular muscles  showed  no  deviation  in  the 
primary  position.  There  was  now  a vertical 
diplopia  elicited  with  the  red  glass  when 


Figure  2 
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the  gaze  was  directed  upward  and  to  the 
right.  The  image  of  the  right  eye  was 
higher.  The  cover  comitance  test  and 
monocular  rotations  also  indicated  impaired 
motility  of  the  right  eye  in  this  direction 
of  gaze.  There  was  no  change  in  the  fundus 
or  field  examinations. 

The  histologic  report  of  the  material  tak- 
en at  biopsy  revealed  that  it  was  a cyst 
composed  of  a capsule  of  stratified  squamous 
epithelium  on  a narrow  connective  tissue 
base.  It  was  found  to  contain  cholesterol 
crystals.  The  criteria  for  the  diagnosis 
of  an  epidermoid  tumor  (primary  choles- 
teatoma) as  described  by  Birch-Hirschfeld 
and  reported  by  Constans3  are:  namely, 
“(1)  true  cholesteatoma  possesses  no  in- 
flammatory wall,  (2)  it  is  located  sub- 
periosteally  in  the  orbit,  (3)  it  contains 
cholesterol.”  (Slide  3.) 


Figure  3 

Another  neuro-surgical  consultation  was 
requested.  It  was  decided  that  due  to  the 
location  and  the  destructive  characteristic 
of  this  type  of  tumor,  a transfrontal  ap- 
proach to  the  orbit  was  indicated.  This  was 
performed  on  June  18,  1948. 

The  ophthalmologic  and  X-ray  examina- 
tion immediately  prior  to  surgery  showed 


that  no  great  change  had  occurred.  The 
only  difference  noted  was  an  increase  in 
the  astigmatic  error  of  refraction. 

The  neuro-surgical  report  is  of  interest  in 
that  it  describes  the  typical  gross  appear- 
ance of  this  tumor.  (Slide  4.)  “A  small 
right  frontal  flap  was  made  and  root  of 
orbit  exposed.  Upon  penetration  of  the 
orbital  roof,  the  contents  of  the  cholestea- 
toma cyst  began  to  extrude.  Evidently  its 
capsule  was  extremely  thin  and  adherent  to 
bone  of  orbital  roof.  The  lateral  portion 
of  orbital  roof  was  removed  and  a large 
amount  of  white,  flaky,  epithelial  debris  re- 
moved by  suction,  currettage  and  gentle 
dissection.  The  very  thin  cyst  capsule  was 
stripped  away  in  fragments  from  orbital 
periosteum.” 

The  post-operative  course  was  unevent- 
ful and  the  patient  was  dismissed  on  the 
twelfth  day.  The  day  of  discharge  the 
ophthalmologic  examination  revealed  that 
the  vision  and  refractive  error  were  as  be- 
fore. The  vertical  diplopia  had  complete- 
ly disappeared.  The  exophthalmos  had  re- 
ceded from  24  mm.  to  19  mm.  in  the  right 
eye.  The  left  remained  16  mm.  The  visual 
fields  were  normal. 

The  patient  was  re-examined  at  one 
month  and  three  months  with  no  further 
change.  After  six  months,  the  patient  re- 
turned with  an  abscess  pointing  at  the  right 
external  canthus.  This  was  incised  and 
about  2 cc.  purulent  exudate  was  drained. 
It  apparently  extended  for  a short  distance 
along  the  lateral  orbital  wall.  Antibiotic 
therapy  was  instituted.  The  abscess  healed 
satisfactorily  and  has  not  recurred. 

Comment. — The  pathologist  called  this 
tumor  an  epidermoid  tumor  or  primary 
cholesteatoma  of  the  orbit.  In  other  recent 
reports3,4  it  has  been  pointed  out  that  this 
is  a primary  congenital  tumor  originating 
in  the  flat  bones  of  the  skull,  probably  from 
ectodermal  cell  rests  which  become  isolated 
from  the  epidermal  layers  for  which  they 
had  been  destined.  Attention  has  been 
called  to  the  confusion  in  terpiinology.  It 
is  not  the  same  lesion  as  the  acquired 
cholesteatoma  seen  following  infections  and 
trauma  of  the  ear.  The  latter  is  composed 
of  cells  which  are  continuous  with  surface 


388 


DIAGNOSIS  AND  TREATMENT  OF  TUMOR  OF  THE  ORBIT— Lawrence 


November,  1949 


■x>C,  * 


Figure  4 


epithelium.  They  both  tend  to  erode  bone. 
The  primary  type  characteristically  tends 
to  grow  at  the  time  of  puberty  but  is  actually 
a developmental  abnormality  involving  the 
ectodermal  and  mesodermal  layers.5  The 
location  is  most  frequently  in  the  supero- 
temporal  aspect  of  the  orbit.  It  closely 
resembles  a dermoid  cyst  but  lacks  the 
deeper  ectodermal  structures  which  result 
in  the  formation  of  hair  and  teeth. 

Case  2.  Pseudo-Tumor : Granuloma  of  the 
Orbit. 

History. — Mrs.  R.  P.,  a white  female,  age 
54,  was  first  examined  on  August  20,  1948. 
She  stated  that  since  June,  1948,  she  had 
had  swelling  of  face  about  both  eyes.  This 
was  first  noted  around  the  left  eye  and 
after  one  month  began  in  the  right  eye. 
Following  the  onset  of  swelling,  she  also 
suffered  from  double  vision,  inability  to 
rotate  her  eyes  and  outward  displacement 
of  the  left  eye.  She  was  first  referred  by 
her  family  physician  to  a dermatologist  be- 
cause it  was  felt  that  she  had  a dermatitis 
of  the  lids. 

The  patient  had  no  other  symptoms  ex- 


cept “nervousness”  and  insomnia.  No  sig- 
nificant facts  were  obtained  from  her  own 
past  medical  history.  Her  first  husband 
had  died  as  a result  of  pulmonary  tuber- 
culosis. 


Figure  5 

Ophthalmologic  Examination. — (Slide  5 
k.)  Vision  with  her  present  correction  in 
the  right  eye  was  20/30,  J-l ; the  left  eye 
was  20/25,  J-l.  External  examination  re- 
vealed bilateral  edema  of  the  lids  and  face 
below  both  eyes.  Moderately  hard,  discrete 
nodules,  approximately  1 cm.  in  diameter, 
could  be  palpated  in  both  orbits  infero- 
latei’ally  and  supero-medially.  The  con- 
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junctival  vessels  were  slightly  injected.  The 
cornea,  anterior  chambers,  iris  and  pupil- 
lary reactions  were  normal.  Examination 
of  the  extraocular  muscles  was  significant. 
A left  exotropia  of  30  prism  diopters  was 
present.  There  was  complete  absence  of 
convergence  and  upward  rotation.  Lateral 
rotation  and  depressor  action  was  intact. 
There  was  a horizontal  crossed  diplopia  in- 
creasing both  to  right  and  left  lateral  posi- 
tion of  gaze.  The  recording  with  the  ex- 
ophthalmometer was  19  mm.  in  both  eyes. 
Ophthalmoscopic  examination  was  normal. 
The  central  and  peripheral  fields  were 
normal  in  all  istopters.  A clinical  diagnosis 
of  pseudo-tumor  of  the  orbit  was  made. 

Medical  Consultation. — No  systemic  dis- 
ease was  found  either  upon  general  physical 
examination  or  from  laboratory  studies. 
There  was  no  evidence  of  active  tubercu- 
losis or  syphilis.  The  B.M.R.  and  blood 
cholesterol  were  normal.  The  medical  con- 
sultant suggested  that  the  orbital  nodules 
might  be  metastatic  neoplasms,  although  he 
detected  no  primary  lesion. 

X-ray  Examination. — The  films  of  orbits, 
skull,  sinuses  and  teeth  were  normal. 

Course  of  Disease. — The  patient  was  re- 
examined on  August  25,  1948,  following 
completion  of  the  consultations.  No  change 
was  found  in  her  ocular  status.  It  was  felt 
that  if  a biopsy  could  be  performed  safely 
from  one  of  the  superficial  nodules,  an  exact 
diagnosis  should  be  made.  This  was  per- 
formed on  September  1,  1948.  A skin  in- 
cision was  made  over  the  right  infero- 
lateral  swelling.  It  was  gray  in  color,  had 
no  definite  capsule  and  was  moderately 
dense  in  consistency  with  no  large  super- 
ficial blood  vessels.  It  was  not  adherent  to 
the  skin.  There  was  a prolongation  extend- 
ing toward  the  apex  of  the  orbit  which  was 
adjacent  to  the  extraocular  muscles.  It 
could  not  be  determined  whether  they  were 
actually  invaded  by  the  tumor.  A section 
of  approximately  5 mm.  diameter  was  ex- 
cised from  the  superficial  portion  of  the 
nodule.  It  cut  easily  and  was  not  grossly 
fibrous. 

The  histologic  report  showed  the  tumor 
to  be  composed  of  chronic  granulomatous 
inflammatory  tissue.  (Slide  6.)  There  were 


Figure  6 

lymphocytes,  plasma  cells,  epithelioid  cells 
and  Giant  cells  arranged  in  tubercle-like 
formation.  There  was  slight  amount  of 
fibroblastic  reaction.  Special  staining  failed 
to  show  the  presence  of  tubercle  bacilli. 
The  diagnosis  was  “pseudo-tumor:  gran- 
uloma” of  the  orbit. 

The  patient  recovered  rapidly  from  the 
biopsy.  On  September  11,  1948,  she  was 
given  one  prescription  of  mercury  bichloride 
and  potassium  iodide  and  another  of  thera- 
peutic dosage  of  vitamins  A,  B Complex^ 
C and  D. 

On  September  27,  sixteen  days  later,  the 
patient  was  re-examined  and  it  was  noted 
that  the  edema  of  the  lids  was  subsiding; 
there  was  now  some  ability  to  rotate  the 
eyes  upward  and  the  discrete  masses  at  the 
orbital  margins  were  decreasing  in  size. 

On  November  27,  1948,  eleven  weeks 
after  beginning  treatment  and  five  months 
after  she  first  noted  ocular  symptoms,  the 
eyes  were  again  normal.  The  edema  had 
disappeared,  the  rotations  and  conver- 
gence were  normal  and  the  nodular  masses 
could  not  be  palpated.  Treatment  was  dis- 
continued. 

On  February  5,  1949,  there  had  been  no 
recurrence.  Her  vision  was  20/50,  cor- 
rected to  20/15,  J-l  in  the  right  eye  and 
20/30,  corrected  to  20/20  plus,  J-l  in  the 
left  eye.  The  fundi  and  visual  fields  were 
normal.  Measurement  of  the  heterophoria 
showed  6 A exophoria  at  1/3  m.  and  1A 
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exophoria  at  6 m.  There  was  no  hyper- 
phoria. No  diplopia  could  be  elicited.  Ro- 
tations were  normal.  (Slide  7.) 


1 J 


Figure  7 

Comment. — The  diagnosis  of  this  type  of 
orbital  lesion  was  suspected  from  the  orig- 
inal examination  and  history  and  verified  by 
the  histological  examination.  The  clinical 
features  which  are  particularly  character- 
istic of  this  pseudo-tumor  are  the  edema  of 
the  lids,  the  palpation  of  orbital  masses, 
the  limitation  of  rotation,  the  absence  of 
X-ray  changes  and  the  rapid  onset  of  these 
symptoms  involving  both  eyes  of  a middle 
age  patient.1  The  regression  of  the  tumors 
in  a period  of  six  months  to  a year  from 
their  onset  is  also  the  usual  course  which 
can  be  expected  whether  treatment  is  in- 
stituted or  not. 

The  histologic  sections  showed  nothing 
but  a chronic  granulomatous  inflammatory 
process  of  the  orbit.  No  muscle  tissue  was 
taken  at  the  time  of  biopsy.  Dunnington 
and  Berke1'  have  warned  against  taking 
muscle  tissue  to  avoid  permanent  impair- 
ment of  muscle  function  and  to  prevent 
stimulating  the  progression  of  the  inflam- 
matory reaction.  However,  it  is  quite  pos- 
sible from  the  symptoms  present  that  this 
inflammation  also  affected  the  extraocular 
muscles  and  could  thus  be  called  chronic 
orbital  myositis  or  as  McGavic7  suggests, 
“pseudo-tumor:  myositis.”  This  case  was 
classified  as  “pseudo-tumor : granuloma”  in- 
asmuch as  there  was  no  positive  evidence 
that  the  orbital  granulomatous  process  was 
also  present  in  the  muscle  tissue.  It  is  pos- 
sible that  the  impaired  rotation  was  due  to 
compression  by  the  masses  upon  the  muscles 
and  the  globe. 


Whatever  the  technical  difference  might 
be,  the  biopsy  was  of  value  in  that  it  ruled 
out  neoplastic  disease  thus  permitting  the 
patient  to  recover  from  her  orbital  tumors 
without  surgical  interference.  The  exact 
etiology  of  this  inflammation  has  not  been 
determined. 

Summary 

Two  cases  of  orbital  space-taking  lesions 
have  been  presented  in  order  to  demonstrate 
the  methods  employed  in  their  diagnosis  and 
treatment.  The  diagnosis  in  the  first  case 
of  orbital  epidermoid  or  primary  cholestea- 
toma was  made  with  the  aid  of  X-ray  vis- 
ualization and  biopsy.  The  treatment  re- 
quired was  excision  from  a supra-orbital 
approach.  The  second  case  of  pseudo- 
tumor : granuloma  of  the  orbit  was  sus- 
pected clinically  and  verified  at  biopsy.  The 
treatment  was  nonsurgical. 
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DISCUSSION 

PHILIP  MERIWETHER  LEWIS,  M.D.,  (Mem- 
phis) : Tumors  of  the  orbit  are  always  interesting 
and  often  tax  the  ability  of  the  ophthalmologist  to 
the  utmost,  in  spite  of  all  possible  aid  from  the 
radiologist,  rhinologist,  neurosurgeon  and  pathol- 
ogist. Many  orbits  have  been  explored  with  nega- 
tive results  and  many  have  been  exenterated  un- 
necessarily. In  1934  Reese  analyzed  30  cases  of 
inflammatory  pseudo-tumors,  15,  or  50  percent  of 
which  had  exenteration  of  the  orbit  performed 
for  suspected  malignancy. 

There  are  about  75  causes  of  unilateral 
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exophthalmus,  many  of  which  consist  of  the  various 
types  of  orbital  tumors.  Dr.  Lawrence  has  listed 
the  most  important  of  these,  with  their  symptoms 
and  the  approved  methods  of  diagnosis.  He  has 
stressed  the  importance  of  the  histologic  study 
of  biopsy  specimens  and  of  X-ray  examinations. 
With  this  I thoroughly  agree,  but  must  warn  you 
that  neither  one  is  infallible. 

First,  to  illustrate  how  one  may  be  misled  by 
X-ray  reports,  I submit  the  slides  of  a patient 
having  an  enormous  mucocele.  The  X-ray  depart- 
ment of  one  of  our  large  hospitals  reported  that 
this  patient’s  sinuses  were  entirely  normal  and 
that  he  did  not  have  a mucocele.  Operation  gave 
a completely  satisfactory  result,  except  for  a 
slight  enophthalmus. 

Second,  to  illustrate  how  the  report  of  a compe- 
tent pathologist  may  mislead  the  clinician,  I wish 
to  show  the  slides  of  a patient  with  a pseudo- 
tumor and  relate  the  varying  reports  obtained  on 
the  tissue.  The  patient  was  a colored  man  of  40 
who  had  a rapidly  increasing  unilateral  exophthal- 
mus. A mass  could  be  felt  between  the  eyeball 
and  the  orbital  floor.  An  exploratory  operation  was 
done  with  the  idea  of  obtaining  biopsy  material  and 
of  removing  the  entire  growth  if  found  feasible. 
Removal  of  a large,  firm  tumor  was  accomplished 
without  too  much  difficulty.  There  was  some  doubt 
among  our  local  pathologists  as  to  the  nature 


of  this  mass.  A part  of  the  tumor  and  some  slides 
were  therefore  sent  to  the  chief  pathologist  of  one 
of  our  most  famous  medical  centers.  He  reported 
it  a highly  malignant  neoplasm,  probably  a grade 
4 carcinoma  of  the  adeno  type,  which  was  largely 
veiled  by  inflammation.  The  report  from  the 
Army  Institute  of  Pathology  stated  that  it  was 
an  inflammatory  pseudo-tumor,  which  was  correct. 
This  patient  made  a complete  recovery  except  for 
some  enophthalmus  and  limitation  of  motion  down- 
wards. Perhaps  he  would  have  been  better  off 
without  surgery,  but  it  would  certainly  have  taken 
a long  time  for  so  large  a tumor  (22x17x9  mm.)  to 
disappear. 

Dr.  Lawrence’s  cases  are  both  very  interesting 
especially  the  very  rare  epidermoid  and  I wish 
to  congratulate  him  on  his  management  of  them 
and  on  the  results  obtained.  He  was  very  wise 
not  to  attempt  the  complete  removal  of  the  epider- 
moid tumor  by  the  anterior  route  as  it  undoubtedly 
would  have  seriously  damaged  vital  orbital  struc- 
tures. The  splendid  result  obtained  by  the  neuro- 
surgeon suggests  that  the  transfrontal  approach 
was  probably  the  best  in  that  case.  I agree 
heartily  with  whoever  it  was  that  said — “if  you 
can’t  palpate  a definite  mass  with  your  finger  don’t 
explore  an  orbit.” 

I wish  to  thank  Dr.  Lawrence  for  permitting 
me  to  read  and  discuss  his  excellent  paper. 
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There  is  a real  good  opening  here  in  Memphis, 
equipment  and  all,  for  an  Allergist  or  a young 
doctor  who  would  like  to  take  up  Allergy. 

This  opening  was  made  very  recently  by  per- 
manent sickness,  a Hemiplegia,  involving  face 
also. 

If  you  know  of  anyone,  or  hear  of  anyone  whom 
you  think  might  be  interested,  please  have  him 
communicate  with 

J.  H.  H. 

c/o  Tenn.  Medical  Journal 

508  Doctors  Bldg. 

Nashville,  Tenn. 

P.S. — It  will  not  take  much  capital  to  take  over 
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fBusy  doctors! 

Save  Time  With 

SANISEAL  SUCKERS 

3 lbs.  of  pure,  colorful  lollipops  in 
4 flavors— DELIVERED  DIRECT  TO  YOUR 
OFFICE  FOR  $2.00  A BOX. 

These  (young)  patient-pleasing  pops  have: 

• Safety  paper  stick  and  candy  antiseptically 
sealed  in  moisture  proof  cellophane. 

• They  can  be  carried  in  your  kit  without  fear 
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Send  $ 2.00  today  for  big  S lb.  box  and  details  of 
our  monthly  service  plan. 
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October  10,  1949 

Dr.  W.  M.  Hardy,  Secretary-Editor 
Tennessee  State  Medical  Association 
Doctors  Building 
Nashville,  Tennessee 
Dear  Dr.  Hardy : 

I notice  in  the  September  issue  of  The 
Journal  that  an  open  letter  to  me  was  pub- 
lished as  an  editorial.  I feel,  in  justice  to 
my  position,  that  you  should  publish  my 
letter  of  explanation  to  you. 

Several  days  ago,  I received  a letter  from 
Dr.  Henry  B.  Gotten,  in  which  he  said  that 
my  letter  to  him  was  read  before  the  meet- 
ing of  the  House  of  Delegates  of  the  Mem- 
phis and  Shelby  County  Medical  Society 
and  that  the  physicians  were  very  much 
interested  in  hearing  my  position.  I feel 
that  by  publishing  my  letter  in  The  Jour- 
nal, it  will  give  all  the  doctors  in  Tennessee 
an  opportunity  to  consider  it. 

I shall  appreciate  hearing  from  you. 

Sincerely, 

Estes  Kefauver 


August  29,  1949 

Dr.  W.  M.  Hardy,  Secretary-Editor 
Tennessee  State  Medical  Association 
Doctors  Building 
Nashville,  Tennessee 
Dear  Dr.  Hardy : 

I am  hastening  to  reply  to  your  further 


letter  of  August  17  with  reference  to  my 
opposition  vote  to  the  Eulbright  Resolu- 
tion which  would  have  rejected  Reorganiza- 
tion Plan  Number  One. 

I am  fully  aware  that  the  American  Med- 
ical Association  and  the  Tennessee  State 
Medical  Association  were  of  the  opinion 
that  this  plan  should  have  been  rejected  and 
that  many  doctors  and  some  Senators  were 
of  the  sincere  opinion  that  the  institution 
of  Reorganization  Plan  Number  One  would 
have  resulted  in  socialized  medicine. 

I voted  against  this  Resolution  because, 
in  my  opinion,  the  adoption  of  this  part  of 
the  Hoover  Commission  recommendations 
would  not  have  resulted  in  socialized  medi- 
cine. The  thing  that  I have  been  concerned 
about  all  along  is  that  the  confidence  and 
professional  relationship  between  doctor 
and  patient  must  always  be  maintained.  I 
shall  oppose  any  legislation  which  would 
destroy  this  relationship  and  prevent  pa- 
tients from  choosing  their  own  physicians, 
and  at  the  same  time  prevent  physicians 
from  maintaining  their  private  and  con- 
tractual relationship  with  their  patients. 

There  is  a great  and  growing  demand 
that  we  practice  greater  economy  in  our 
governmental  operations.  The  Members  of 
Congress  and  Senators  are  equally  anxious 
to  institute  economy  measures.  This  is  dif- 
ficult because  those  affected  directly  and  in- 
directly by  drastic  economy  moves  suggest 
that  we  economize  somewhere  else  when 
an  effort  is  made  which  concerns  them. 
The  whole  idea  of  the  Hoover  Commission 
Reports  is  to  economize  by  bringing  about 
greater  efficiency  in  government.  Certain- 
ly, no  one  would  argue  that  former  Presi- 
dent Hoover  and  the  other  members  of  his 
Commission  were  undertaking  to  institute 
socialized  medicine  when  they  recommended 
the  procedure  resulting  in  the  submission 
of  Reorganization  Plan  Number  One. 

It  was  and  is  my  honest  opinion  that  this 
Plan  was  not  a step  in  the  direction  of 
socialized  medicine.  From  the  debate  that 
I heard  on  the  floor  of  the  Senate,  it  occurs 
to  me  that  the  opposition  was  not  to  the 
plan  itself  but  to  the  possibility  that  Oscar 
Ewing  might  be  made  Secretary  of  the  new 
Department.  So  far  as  I was  concerned,  I 
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could  only  vote  on  the  principle  and  not  on 
the  personalities  involved. 

1 have  reread  my  campaign  speeches  and 
my  speech  prepared  for  the  Hamilton 
County-Chattanooga  Medical  Association 
which  you  so  kindly  caused  to  be  reprinted 
in  your  Journal.  I can  find  therein  nothing 
that  is  inconsistent  with  the  vote  that  I 
cast  in  the  Senate. 

I do  not  ask  that  you  agree  with  my 
conclusions,  but  I do  ask  that  you  credit 
me  with  honest  motivation. 

With  all  good  wishes, 

Sincerely, 

Estes  Kefauver 


October  19,  1949 

Hon.  Estes  Kefauver 
Senate  Office  Building 
Washington,  D.  C. 

Dear  Senator  Kefauver: 

I have  your  letter  of  October  10th  in 
which  you  request  the  publication  of  your 
letter  of  August  29th  in  reply  to  my  letter 
of  August  17th.  I will  comply  with  your 
request  and  also  publish  this  letter  at  the 
same  time. 

In  the  second  paragraph  of  your  letter 
you  state  that  you  are  fully  aware  that  the 
Fulbright  Resolution  had  the  support  of 
the  American  Medical  Association  and  the 
Tennessee  State  Medical  Association.  Here 
you  state  that  you  placed  your  judgment 
against  the  highest  medical  authorities  in 
America,  and  the  desire  of  the  doctors  of 
Tennessee,  many  of  whom  were  your  very 
ardent  supporters  during  the  campaign. 

In  the  third  paragraph  of  your  letter  you 
say  you  defended  the  Hoover  Commission 
recommendations.  In  this  you  disregarded 
the  press  reports  that  Mr.  Hoover  himself 
stated  that  his  recommendation  did  not  in- 
clude health,  with  welfare  and  social  secur- 
ity. Probably,  Mr.  Hoover  did  not  know 
what  he  was  talking  about  when  he  said 
that,  or  probably  you  did  not  see  the  state- 
ment, or  hear  it  on  the  floor  of  the  Senate. 

Reports  of  the  debate  said  that  Reorgan- 
ization Plan  No.  1 would  not  result  in  any 
appreciable  reduction  in  expenditures,  but 
you  sav  in  your  third  paragraph  that  you 


voted  for  Plan  No.  1,  as  an  economy  meas- 
ure. In  this  same  paragraph  you  justify 
your  vote  on  the  grounds  that  the  Reorgan- 
ization Plan  would  reduce  expenditures.  I 
cannot  see  how  you  could  arrive  at  such  a 
conclusion  after  the  economists  failed  to 
make  such  claims  for  the  bill. 

In  the  fourth  paragraph  of  your  letter 
you  say  that  the  opposition  seemed  to  be 
more  opposed  to  Oscar  Ewing  than  to  the 
Reorganization  Plan.  It  seems  to  me  that 
it  was  much  easier  for  the  Senate  to  pre- 
vent Mr.  Ewing  becoming  a Cabinet  mem- 
ber than  to  fight  his  confirmation  after  the 
Plan  became  effective. 

In  medicine,  we  all  realize  the  very  im- 
portant part  which  prevention  plays  in  the 
health  of  the  nation.  Probably  the  idea 
of  prevention  in  politics  has  entered  the 
Senate  on  several  occasions.  The  vote  on 
August  16th  prevented  another  fight  against 
confirming  a person  who  had  incurred  the 
displeasure  of  many  of  the  Senators. 

From  the  above,  it  is  evident  that  you 
have  placed  yourself  in  opposition  to 
the  medical  profession.  You  have  disre- 
garded Mr.  Hoover’s  Reorganization  Plan. 
You  have  found  economy  in  a measure 
where  no  one  else  suspected  its  existence. 
You  were  in  favor  of  exposing  Mr.  Ewing 
to  failure  to  be  confirmed  when  nominated 
by  the  President. 

Your  following  your  own  inclination  in 
opposing  the  above  factors  was,  I thought, 
very  well  answered  by  the  vote  of  the  Sen- 
ate. Therefore,  I did  not  take  the  trouble 
to  answer  your  letter  before  this  time,  nor 
to  publish  it  to  the  medical  profession.  This 
answer  and  this  publication  is  at  your  own 
request.  As  I do  not  think  that  it  will 
benefit  you  in  the  least,  I have  delayed  in 
answering. 

We  have  discussed  several  points  of  dis- 
agreement. I do  not  like  to  close  a letter  in 
that  attitude,  and  therefore,  I hope  that  you 
will  agree  with  me  that  this  letter  was  both 
unnecessary  and  futile. 

Yours  very  truly, 

W.  M.  Hardy,  M.D. 
Secretary-Editor 
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October  27,  1949 

Dr.  W.  M.  Hardy 
Secretary-Editor 

Tennessee  State  Medical  Association 
510  Doctors  Building 
Nashville  3,  Tennessee 
Dear  Doctor  Hardy: 

I appreciate  your  letter  of  October  19, 
1949,  and  1 think  two  things  should  be 
cleared  up. 

Mr.  Hoover  sent  a telegram  to  Senator 
Ellender  during  the  course  of  the  debate 
on  the  Reorganization  Plan,  saying  it  was 
in  line  with  his  recommendation  and  that 
he  would  support  it.  You  will  find  this 
telegram  in  the  Congressional  Record. 

The  second  point  is  that  the  only  testi- 
mony available  on  the  matter  of  saving 
under  the  Plan  was  that  during  the  next 
Fiscal  Year  it  would  save  about  $525,000 
and  probably  one  million  thereafter.  The 
saving  will  be  accomplished  by  a consolida- 
tion of  files,  stenographic  pools,  etc. 

I shall  be  glad  to  see  you  sometime  and 
discuss  any  further  matter  in  this  con- 
nection. 

Sincerely, 

Estes  Kefauver 


November  1,  1949 

Hon.  Estes  Kefauver 
Senate  Office  Building 
Washington,  D.  C. 

Dear  Senator  Kefauver: 

Thanks  for  your  letter  of  the  27th  in 
which  you  say  that  “two  things  should  be 
cleared  up.” 

My  authority  for  the  statement  that  Mr. 
Hoover  did  not  support  the  plan  is  from 
newspapers  and  the  speech  of  Senator 
Lester  Hunt.  Of  course,  the  newspapers 
may  be  inaccurate,  but  Senator  Hunt’s 
speech  is  in  Congressional  Record. 

As  for  the  matter  of  economy,  other 
newspaper  reports  stated  that  economy  was 
not  being  considered,  as  the  savings  would 
be  small,  or  none.  Senator  Hunt  also  men- 
tioned -this. 

In  view  of  the  conflicting  reports  and 
authorities,  probably  we  can  agree  that 
each  of  us  is  justified  in  thinking  what  we 


please  to  think  regardless  of  evidence  on 
the  other  side. 

Respectively  yours, 

W.  M.  Hardy,  M.D. 
Secretary-Editor 
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William  S.  Rude,  M.D. 

William  S.  Rude,  M.D.,  Ridgetop;  Vander- 
bilt School  of  Medicine,  Nashville,  1913; 
aged  60;  died  October  15,  1949,  following 
a long  illness. 


David  Hampton  Bryan,  M.D. 

David  Hampton  Bryan,  M.D.,  Monteagle ; 
University  of  Tennessee  School  of  Medicine, 
1890;  aged  91;  died  October  19,  1949. 


J.  B.  Hibbitts,  M.D. 

J.  B.  Hibbitts,  Sr.,  M.D.,  Nashville;  Belle- 
vue Hospital  Medical  College,  New  York, 
1889;  aged  86;  died  September  30,  1949. 


RESOLUTIONS 


Resolutions  on  the  life  of  Dr.  Hermon 
Hawkins  at  the  regular  meeting  of  the  Con- 
solidated Medical  Assembly  of  West  Ten- 
nessee, October  4,  1949. 

The  medical  profession  of  Tennessee,  and 
particularly  the  members  of  the  Consoli- 
dated Medical  Assembly  of  West  Tennessee, 
have  lost  perhaps  their  oldest  active  mem- 
ber in  the  death  of  our  beloved  Dr.  Hermon 
Hawkins.  In  commenting  on  the  life  of  this 
exemplary  citizen  and  conscientious  physi- 
cian one  is  reminded  of  the  beautiful  story 
of  Dr.  William  McClure  in  “The  Bonnie 
Brier  Bush.” 

Although  taking  up  the  profession  late  in 
life,  at  nearly  forty  years  of  age,  Doctor 
Hawkins  revealed  a unique  interest  in  med- 
icine because  it  is  rather  unusual  for  one 
who  has  been  a successful  business  man  to 
take  up  the  medical  profession  in  mid-life. 
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The  lure  of  medicine  must  have  been  ex- 
ceedingly strong  in  his  case,  and  his  suc- 
cess proved  that  his  decision  was  a most 
sound  one  for  him  and  for  those  whom  he 
served. 

Devoted  to  his  profession  and  ever  ready 
to  respond  to  its  insistent  calls  he,  never- 
theless, found  time  for  much  reading  and 
for  a large  contribution  to  the  social,  civic 
and  intellectual  and  religious  life  of  his  com- 
munity. Up  until  his  final  illness  he  was 
physically  sound  enough  to  pursue  the  ar- 
duous duties  of  his  profession,  and  men- 
tally alert  to  the  problems  of  the  world.  He 
never  lost  contact  with  his  fellowmen  and 
never  lost  interest  in  their  problems. 

It  is  indeed  a wonderful  inspiration  to  the 
members  of  our  profession  to  have  known 
Doctor  Hawkins,  and  to  have  watched  him 
continue  actively  in  our  noble  profession 
until  he  was  ninety  years  of  age.  I be- 
lieve that  we  can  truly  say  that  in  his  life 
and  character  he  exemplified  the  noblest 
ideals  of  our  profession,  and  that  he  was 
an  exponent  of  some  of  its  finest  attain- 
ments. 

Jere  L.  Crook,  M.D., 

Chairman 

G.  B.  Hubbard,  M.D. 

Chas.  F.  Webb,  M.D. 

Committee 


Tribute 

“The  boast  of  heraldry,  the  pomp  of  power 
And  all  that  beauty,  all  that  wealth  e’er 
gave 

Awaits  like  the  inevitable  hour: 

The  paths  of  glory  lead  but  to  the  grave.” 
Entered  into  Fellowship  Eternal 
Dr.  Hugh  C.  Chance 
August  14,  1949 — Age  77 
When  God  in  His  infinite  mercy  deems  it 
wise  to  take  one  of  our  number  unto  Him- 
self, the  passing  is  greatly  mourned.  When 
that  one  was  such  a stalwart,  courageous 
servant  whose  influence  for  good  reached 
far  and  wide,  his  passing  becomes  more 
poignant.  Such  a one  was  Doctor  Hugh  C. 
Chance.  He  was  truly  one  of  God’s  chosen 
servants.  His  whole  life  was  devoted  to  the 
healing  art  and  to  the  alleviation  of  suffer- 
ing and  pain.  Throughout  his  long  tenure 


as  a physician  he  wrought  a good  and  in- 
spiring influence  over  all  he  touched.  To 
those  of  us  who  knew  him,  Doctor  Chance 
was  a Christian  gentleman  and  a highly 
skilled  physician.  We  learned  to  rely  on 
him  as  a steadying  influence,  a guiding  light, 
and  a certain  help  in  problems  that  con- 
fronted us  as  a group  and  as  individuals. 
This  blessed  physician  sought  not  the  large 
cities  with  their  glittering  lights  and  gilded 
palaces  but  rather  chose  a small  community 
through  which  he  could  make  his  contacts 
with  his  fellow  man  appealing  and  personal. 
He  was  a true  friend,  counselor,  and  de- 
fender of  that  great  mass  known  as  the 
common  man.  His  skill  in  his  profession 
was  known  far  and  wide,  and  the  plaudits 
of  his  fellow  physicians  were  many.  Yet 
he  never  lost  the  common  touch.  Could  the 
untold  hundreds  of  people  that  he  benefitted 
raise  their  voices  in  praise  of  this  great 
physician,  the  ovation  would  be  thunder- 
ous. Some  have  gone  before,  some  are  soon 
to  follow,  and  some  are  left  to  share  and 
to  radiate  the  kindliness,  faith,  hope,  and 
courage  imparted  to  them  through  the  in- 
fluence of  Doctor  Chance.  May  we  all  be 
worthy  of  this  honor. 

Therefore,  we  of  the  Anderson-Campbell 
Medical  Society  do  hereby  in  our  own  small 
way  endeavor  to  express  our  deepest  and 
sincerest  sympathy  to  those  loved  ones  who 
have  suffered  a great  loss  at  the  passing 
of  Doctor  Chance  and  do  hereby  relate  that 
we  as  a group  and  as  individuals  sorrow  at 
his  going.  We  feel  that  we  could  in  no 
better  way  eulogize  Doctor  Chance  than 
that  of  carrying  on  those  principles  by 
which  he  lived  and  by  redoubling  our  efforts 
to  ease  the  suffering  of  humanity,  the  task 
which  Doctor  Chance  so  greatly  and  nobly 
dispatched.  Let  it  here  be  said  that  he 
was  truly  a great  man. 

“There  is  no  death;  The  stars  go  down 
To  rise  upon  some  fairer  shore, 

And  bright  in  heaven’s  jeweled  crown 
They  shine  for  evermore." 

Committee  on  Resolutions: 

J.  M.  Cox,  M.D. 

G.  B.  Brown,  M.D. 

R.  C.  Pryse,  M.D.,  Secretary 
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The  Robertson  Medical  Society  regrets 
the  loss  of  one  of  its  valuable  members,  Dr. 
William  S.  Rude,  who  died  October  15,  1949 
at  age  of  60. 

Dr.  Rude  was  a native  of  Coleman,  Texas 
and  was  educated  in  the  public  schools  there 
and  later  attended  Texas  A.  & M.  before 
enrolling  in  the  Medical  College  of  the  Uni- 
versity of  Nashville  from  which  he  received 
his  M.D.  degree  in  1913. 

From  the  time  of  his  graduation  until 
World  War  I he  was  active  in  the  public 
health  work  for  the  City  of  Nashville.  Dur- 
ing that  time  he  served  as  residing  physi- 
cian at  the  old  powder  plant  in  Old  Hickory. 

He  served  as  head  of  the  Watauga  Tuber- 
culosis Sanitarium  for  twenty-five  years 
until  it  closed  some  eight  years  ago.  After 
this  Dr.  Rude  constructed  his  own  clinic 
in  Ridgetop  where  he  carried  on  his  pri- 
vate practice  until  his  health  failed. 

The  well-known  physician  was  president 
of  the  Robertson  County  Medical  Associa- 
tion, past  president  of  the  Middle  Tennes- 
see Medical  Society ; past  vice-president  of 
the  Tennessee  Medical  Association  and  a 
member  of  the  Southern  and  American  Med- 
ical Association.  He  was  also  a member  of 
a number  of  honorary  medical  fraternities. 

Whereas,  we  his  associates  in  the  practice 
of  medicine  keenly  feel  his  loss, 

Therefore  be  it  resolved  that  we  publicly 
pay  this  tribute  of  homage  to  his  memory, 
That  we  offer  our  profound  sympathy 
and  condolence  to  his  bereaved  daughter, 
Mrs.  E.  J.  Murray  and  her  family  and  to 
his  brothers  and  sisters  and, 

That  these  resolutions  be  recorded  upon 
our  minutes,  copies  sent  to  the  family  and 
to  the  Journal. 

John  S.  Freeman,  M.D., 

Chairman 

A.  R.  Kempf,  M.D. 

W.  P.  Stone,  M.  D. 

Memoirs  Committee 


AND  WE  QUOTE 


Washington — State  and  territorial  health 
officers  in  conference  here  today  adopted 
* a resolution  of  opposition  to  the  Adminis- 


tration’s proposed  compulsory  health  in- 
surance program. 

The  health  officers  were  against  the 
scheme  because  it  “does  not  include  ade- 
quate provision  for  preventive  medicine 
and  future  developments  in  modern  public 
health  service.” — Copied  from  Chattanooga 
Daily  Times. 


SECRETARY'S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
.•ijMEElCAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  Street,  Chicago  10.  Illinois 


Dear  Doctor: 

Seventy  scientific  exhibits  will  hold  the 
attention  of  physicians  who  attend  the 
Clinical  Session  of  the  American  Medical 
Association  in  Washington,  December  6-9. 

The  scientific  exhibit  will  be  located  in 
Drill  Hall,  National  Guard  Armory,  adja- 
cent to  the  technical  exhibit  and  presenta- 
tion rooms. 

The  exhibits,  all  directed  to  interest  the 
general  practitioner,  will  cover  cancer, 
diabetes,  physical  medicine,  surgical  pro- 
cedures and  various  other  subjects,  and 
will  be  correlated  with  the  clinical  presenta- 
tions as  far  as  possible. 

Outstanding  features  include  special  dem- 
onstrations on  fractures  of  the  spine,  lower 
end  of  the  radius,  and  the  ankle ; demonstra- 
tions on  laboratory  procedures,  including 
bacteriology  in  the  office  of  the  general 
practitioner,  and  demonstrations  on  dif- 
ferent aspects  of  speech  rehabilitaU.on — 
cleft  palate,  cerebral  palsy,  articulation  and 
stuttering. 

Thirteen  motion  pictures  have  been  select- 
ed for  their  particular  interest  to  the  gen- 
eral practitioner  and  will  be  shown  in  the 
motion  picture  theater  adjacent  to  the 
scientific  exhibit  continuously  throughout 
the  week. 

MAIL  FOLDERS  TO  PROMOTE  CLIN- 
ICAL SESSION.  An  eight-page  folder, 
describing  some  of  the  outstanding  features 
of  the  A.M.A.  Clinical  Session  in  Washing- 
ton, has  been  mailed  to  more  than  46,000 
general  practitioners  residing  within  a 500- 
mile  radius  of  the  nation’s  capital. 
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An  additional  mailing,  all  aimed  at  pro- 
moting the  session,  is  planned  for  the 
second  week  in  November,  and  Robert 
Lyon,  assistant  to  Business  Manager 
Thomas  R.  Gardiner,  says  it  will  contain 
a complete  list  of  the  papers  to  be  presented 
at  the  scientific  sessions,  along  with  descrip- 
tive material  on  other  features. 

Several  state  medical  societies  have  re- 
quested copies  of  the  folders  and  are  mail- 
ing them  to  their  members. 

ATTENTION  PRIVATE  SECRETA- 
RIES! The  next  time  your  phvsician-boss 
receives  any  mail  from  the  A.M.A.,  please 
don’t  toss  it  in  the  waste  basket;  make 
sure  the  doctor  gets  it. 

I bring  this  to  your  attention  because  of 
an  incident  at  a small  private  dinner  party 
a few  nights  ago.  There  were  five  out- 
standing medical  men  and  their  wives  from 
various  parts  of  the  country  present,  and 
one  of  the  ladies  remarked  that  she  read 
the  wonderful  A.M.A.  article  in  Look 
magazine  in  a beauty  shop  while  waiting 
for  her  hair  to  dry.  She  said  she  didn’t 
know  the  article  was  coming  out  and,  worse 
still,  none  of  the  five  doctors  had  ever 
heard  of  it. 

This  is  all  a bit  exasperating  since  the 
A.M.A.  spent  more  than  $2,500  to  promote 
the  article  before  it  appeared  on  the  news- 
stands September  27.  Post  cards,  calling 
the  doctors’  attention  to  “a  comprehensive 
six-page  feature  entitled  ‘What  is  the 
A.M.A.?’”  were  mailed  to  more  than 
177,000  physicians.  We  thought  every 
doctor  would  know  about  the  article  as  a 
result  of  this  huge  mailing,  but,  judging 
from  the  comments  of  the  five  at  the  dinner 
party,  the  cards  never  reached  their  desks. 

Can  all  the  blame  be  placed  on  the  poor 
secretaries?  We  don’t  know  exactly,  but 
we  enlist  your  help  in  seeing  hereafter  that 
your  doctor-boss  gets  a chance  to  see  the 
mail  he  receives  from  A.M.A.  headquarters. 

AN  EDITORIAL  WITH  A PUNCH.  An 
editorial  entitled  “Your  Doctor — Friend  or 
Foe”  appeared  in  a recent  issue  of  the  May- 
nard News,  a small  Minnesota  newspaper 
published  by  Fay  George  Child. 

Editors  often  say  that  some  of  the  best 


writing  hs  done  on  small  town  newspapers 
and  Mr.  Child’s  editorial  certainly  supports 
this  age-old  maxim. 

The  editorial  told  in  glowing  terms  how 
Mr.  Average  American  feels  about  his  doc- 
tor, and  then  added: 

“There  are  a FEW  Americans  who  are 
envious  of  the  dollars  the  doctor  can  scrape 
together  to  invest  in  a good  home  or  a 
shiny  car.  They  picture  the  doctor  as  a 
parasite  on  society,  rolling  in  wealth  and 
completely  indifferent  to  the  health  and 
welfare  of  his  clients  and  neighbors. 

“Among  these  FEW  Americans  are  those 
who  would  have  compulsory  health  insur- 
ance, with  federal  participation  in  supply- 
ing more  and  cheaper  medical  aid  to  every- 
one. They  don’t  all  say  so,  but  their  ob- 
jective is  to  get  a toe  in  the  door  with  THIS 
program,  so  that  the  British  type  of  social- 
ized medicine  can  become  a reality  in  Amer- 
ica. 

“In  order  to  accomplish  their  immediate 
and  ulterior  objectives,  they  have  embarked 
upon  a campaign  to  teach  Mr.  Average 
American  to  distrust,  envy  and  hate  the 
doctor  of  his  community. 

“They  intimate  that  he  refuses  to  heal 
unless  the  patient  is  well  able  to  pay. 

“They  picture  him  living  off  the  fat  of 
the  land,  acquiring  tans  on  golf  courses, 
swimming  in  champagne,  and  generally 
living  the  life  of  Reilly  while  the  masses 
wallow  in  pain  and  poverty. 

“They  picture  him  as  a scheming  poli- 
tician who  connives  to  deprive  the  common 
people  of  medical  services. 

“He  is  in  their  minds  the  personification 
of  a decadent  society,  which  will  and  must 
give  way  to  a welfare  state.” 

The  editorial  told  of  the  unscrupulous  at- 
tacks being  made  against  the  medical  pro- 
fession by  “the  self-appointed  Committees 
for  the  Nation’s  Health.”  It  listed  the 
committee’s  board  of  directors,  told  how 
these  people  were  associated  with  “left- 
of-center”  political  activities,  and  then 
listed  the  $38,888.91  in  contributions  which 
have  helped  to  finance  the  committee’s  work. 

“That  makes  a total  of  $38,888.91 — most 
of  which  comes  from  one  family.  What  are 
their  objectives?  What  do  they  hope  to 


398 


NEWS  NOTES  AND  COMMENTS 


November,  I 949 


gain?  What  does  Mr.  Average  American 
stand  to  lose? 

“Those  are  questions  that  we  would  like 
to  have  answered,”  the  editorial  said,  clos- 
ing with  an  appeal  for  readers  to  write 
their  Congressmen  and  Senators,  “stating 
in  no  uncertain  terms  that  you  are  against 
the  compulsory  health  program  being  pro- 
moted by  the  CIO  professional  politicians, 
muddle-headed  ‘do-gooders’  and  subver- 
sives. Do  it  now  before  it  is  too  late !” 

RALPH  EDWARDS  TO  BROADCAST 
AT  A.M.A.  MEETING.  Doctors,  their 
wives  and  guests,  who  plan  to  attend  the 
A.M.A.  Clinical  Session  in  Washington, 
December  6-9,  will  be  able  to  sit  in  on  a 
nationwide  broadcast  devoted  to  the  life  of 
a doctor. 

The  program,  which  will  be  aired  from 
8 to  8:30  P.M.,  Eastern  Standard  Time, 
Wednesday,  December  7,  will  be  conducted 
by  genial  Ralph  Edwards,  star  of  the  Philip 
Morris  NBC  “This  Is  Your  Life”  program. 

It  will  be  a regular  part  of  the  Wednes- 
day night  series  of  programs  Edwards  has 
devoted  to  dramatizing  the  lives  of  Amer- 
icans who  have  contributed  to  national  and 
community  well-being. 

The  radio  program  is  unique  in  format 
and  presentation.  The  name  of  the  honored 
guest  for  the  evening  is  never  revealed  be- 
fore the  broadcast.  The  honored  guest 
never  knows  up  to  actual  broadcast  time 
that  it  is  his  life  that  is  being  dramatized. 
All  of  the  basic  information  about  his  life 
and  associates  is  obtained  beforehand. 

Tickets  to  the  broadcast  will  be  given  to 
doctors  as  they  register  at  the  meeting.  The 
hall  capacity  is  limited. 

HENDERSON  NEW  PRESIDENT- 
ELECT OF  WORLD  MEDICAL  ASSOCI- 
ATION. Dr.  Elmer  Henderson,  Louisville 
president-elect  of  the  American  Medical 
Association,  was  distinctly  honored  recently 
when  delegates  from  30  countries  selected 
him  as  president-elect  of  the  World  Medical 
Association  at  the  Third  General  Assembly, 
held  in  London. 

Dr.  Henderson  will  take  over  the  A.M.A. 
presidency  at  the  San  Francisco  session  in 
June,  and  the  presidency  of  the  World  Med- 


ical Association  when  the  assembly  meets  in 
New  York  in  October. 

Dr.  Henderson  will  succeed  Dr.  Charles 
Hill,  of  the  British  Medical  Association,  who 
became  president  at  the  recent  London  ses- 
sion. 

Dr.  R.  L.  Sensenich,  South  Bend,  past- 
president  of  the  A.M.A.,  was  elected  to 
suceed  Dr.  Henderson  as  a member  of  the 
Council  of  the  World  Medical  Association. 

Officers  and  members  of  the  American 
Medical  Association  have  been  very  active 
in  the  organization  of  the  world  group.  Dr. 
Louis  H.  Bauer,  Hempstead,  N.  Y.,  chair- 
man of  the  A.M.A.  Board  of  Trustees,  was 
a member  of  the  Organizing  Committee  of 
the  World  Medical  Association  in  1947;  a 
member  of  the  council,  1947-48;  and  since 
that  time  has  been  its  Secretary-General. 
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Resolution  of  Appreciation 
to 

Association  President  Dr.  Robert 
H.  Hutcheson 

Whereas,  We  pause  a moment  at  the 
close  of  another  annual  conference  to  record 
our  appreciation  of  the  services  of  our  dis- 
tinguished President,  and 

Whereas,  We  wish  to  recognize  the 
special  ability  of  our  President  in  the  su- 
perlative use  of  his  powers  of  communica- 
tion as  a story  teller  par  excellence,  and 
Whereas,  The  exceptional  and  agreeable 
flavor  of  Tennessee  mountain  water  as  it 
is  improved  by  maple  sugar,  charcoal,  and 
the  exti'act  of  certain  cereals  grown  on  the 
rolling  fields  of  Tennessee,  has  been  at- 
tested to  by  members  of  this  Association, 
and 

Whereas,  The  application  of  his  time, 
energy  and  unselfish  devotion  to  the  inter- 
ests of  this  Association  has  strengthened 
and  dignified  our  relationships  with  Fed- 
eral and  other  agencies,  and 

Whereas,  His  infectious  smile  and  spon- 
taneous humor  coupled  with  his  unimpeach- 
able parliamentary  decorum  has  carried  the 
Association  safely  over  shoals  of  sharp  dis- 
agreement, and 
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Whereas,  His  progressive  leadership  and 
outstanding  services  to  the  Association 
leaves  us  with  a feeling  of  pride  and  com- 
radeship as  we  endeavor  to  serve  our  fellow 
men ; now,  therefore,  be  it 

Resolved,  That  the  Secretary  of  the 
Association  of  State  and  Territorial  Health 
Officers  now  assembled  in  the  City  of  Wash- 
ington, on  this  22nd  day  of  October,  1949  is 
hereby  ordered  to  have  a gavel  made  from 
one  of  the  native  woods  of  Tennessee  with 
a gold  band  suitably  inscribed  recording 
the  services  of  Dr.  Robert  H.  Hutcheson  as 
President  of  this  Association,  and  that  this 
gavel  be  presented  to  our  distinguished 
President  at  the  next  annual  conference ; 
and  let  it  be  further  known  that  the  spirit 
of  brotherly  affection  and  comradeship  be 
everlastingly  expressed  through  this  token 
of  our  highest  esteem. 


Child  Health  Programs 
At  the  Atlantic  City  Session  of  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation the  following  resolution  presented  by 
Dr.  William  Weston,  delegate  of  the  Sec- 
tion on  Pediatrics,  was  adopted : 

Whereas,  The  Academy  of  Pediatrics 
has  a particular  interest  in  the  field  of 
child  health ; and 

Whereas,  It  is  recognized  that  certain 
deficiencies  exist  in  this  field ; and 

Whereas,  It  is  desirable  that  definite 
programs  be  set  up  on  the  state  and  local 
level  to  correct  these  deficiencies  where 
they  exist ; and 

Whereas,  The  Academy  of  Pediatrics 
has  gone  on  record  as  opposed  to  Senate 
Bill  5,  or  any  similar  bill  proposing  to 
establish  a system  of  socialized  medicine ; 
therefore  be  it 

Resolved,  That  the  American  Medical 
Association  favor  the  development  of 
sound  child  health  programs  on  the  state 
and  local  level  by  pediatric  groups  work- 
ing in  cooperation  with  the  several  state 
medical  associations  and  local  component 
county  societies  and  in  conformity  with 
the  Principles  of  Medical  Ethics  as  laid 
down  by  the  American  Medical  Associa- 
tion. 


At  the  suggestion  of  a member  of  the 
American  Medical  Association’s  Liaison 
Committee  with  the  American  Academy  of 
Pediatrics,  this  resolution  is  being  distrib- 
uted to  all  constituent  associations  for  such 
implementation  as  may  be  possible. 


Chicago  — Advance  registrations  and 
hotel  reservations  are  now  being  received 
for  the  1949  Clinical  Session — the  third 
annual  mid-year  meeting  of  the  A.M.A. — 
to  be  held  in  Washington,  December  6-9. 

Attention  to  those  details  at  this  time 
will  assure  physicians  a wide  choice  of 
hotel  accommodations  and  will  eliminate 
all  delay  in  registering  at  the  National 
Guard  Armory  upon  arrival  in  Washing- 
ton. Requests  for  reservations  should  be 
made  before  November  9 and  sent  to  the 
Chairman  of  the  Subcommittee  on  Hotels, 
American  Medical  Association,  Hotel  Reser- 
vation Bureau,  Star  Building,  Washington 
4,  D.  C. 

The  Clinical  Session  will  provide  a full- 
scale  scientific  program  specifically  designed 
for  the  general  practitioner.  Outstanding 
physicians  will  discuss  such  subjects  as 
diabetes,  pediatrics,  laboratory  diagnosis, 
physical  medicine  and  rehabilitation,  arth- 
ritis, dermatology,  X-ray  diagnosis,  cancer, 
poliomyelitis  and  other  topics. 

Typical  of  the  complete  coverage  which 
will  be  given  medicine  in  the  fields  in 
which  the  general  practitioner  is  interested 
is  the  program  covering  pediatrics.  In  ses- 
sions beginning  on  the  afternoon  of  Decem- 
ber 6 and  continuing  through  the  morning 
of  December  9,  approximately  35  papers 
will  be  presented  by  leading  specialists  from 
all  parts  of  the  country. 

In  another  section,  about  the  same  num- 
ber of  papers  will  deal  with  the  problems 
of  delivery  alone.  More  than  20  physi- 
cians will  present  their  findings  and  views 
on  diabetes. 

One  of  the  features  of  the  section  deal- 
ing with  arthritis  will  be  a report  on  the 
present  status  of  cortisone  and  ACTH,  two 
compounds  which  have  opened  new  ap- 
proaches to  the  treatment  of  rheumatoid 
arthritis. 


400 


MEDICAL  SOCIETIES 


November,  1949 


Coordinated  with  this  outstanding  scien- 
tific program  will  be  approximately  100 
scientific  exhibits  which  will  present  orig- 
inal work  on  the  subjects  discussed. 

The  newest  offerings  of  125  manufac- 
turing firms  will  comprise  the  Technical 
Exposition.  Here  will  be  found  the  latest 
developments  in  scientific  medical  research, 
drugs  and  equipment. 

The  clinical  sessions  and  the  exhibits  will 
be  held  in  the  National  Guard  Armory,  Cap- 
itol Avenue  and  East  19th  Street.  The  ex- 
hibit hall  will  be  open  throughout  the  meet- 
ing, 8:30  a.m.  to  6 p.m.,  giving  ample  op- 
portunity to  study  the  latest  additions  to 
modern  medical  practice. 

Televised  surgical  and  clinical  procedures, 
similar  to  those  shown  in  color  at  the 
A.M. A.  annual  session  in  Atlantic  City  last 
June,  will  be  presented  at  the  Washington 
meeting.  The  demonstrations  will  originate 
in  the  Johns  Hopkins  Hospital  and  will  be 
shown  on  screens  in  the  armory.  The  tele- 
vision schedule  will  be  spread  over  four 
days. 

The  House  of  Delegates  will  meet  at  the 
Hotel  Statler  during  this  session.  One  of 
the  first  orders  of  business  will  be  the 
annual  selection  of  the  general  practitioner 
who  has  made  an  exceptional  service  con- 
tribution to  his  community.  A gold  medal 
will  go  with  the  honor. 

An  entertainment  program  for  attending 
doctors  and  their  wives  is  being  developed. 
The  highlight  of  this  will  be  on  Wednesday 
evening,  December  7,  when  Philip  Morris 
will  originate  its  “This  Is  Your  Life”  broad- 
cast from  the  Hotel  Statler.  The  radio 
program  will  be  followed  by  a stage  show 
in  which  outstanding  stars  will  participate. 

For  the  convenience  of  doctors  making 
advance  registrations  and  reservations, 
The  Journal  of  the  American  Medical 
Association  is  publishing  in  its  advertising 
section  every  week,  convenient  hotel  reser- 
vation and  advance  registration  blanks. 
Listed  also  are  the  leading  hotels  and  their 
rates. 


Look 

As  announced  in  last  month’s  JOURNAL, 


the  October  11  issue  of  Look  contained  a six- 
page  story  of  the  American  Medical  Associ- 
ation. We  suggested  that  this  magazine 
be  placed  in  the  doctors’  reception  room. 

Through  the  kindness  of  Mr.  E.  R.  Adams 
of  the  Inglewood  Pharmacy,  Nashville,  we 
were  presented  with  a supply  of  this  issue 
for  distribution  to  those  who  can  make  use 
of  them.  Upon  a request  to  this  office  we 
will  send  a copy  to  any  doctor  who  will 
expose  it  to  his  waiting  patients. 


Ronald  D.  Lamb,  M.D.,  announces  the 
opening  of  offices  at  Suite  618  Doctors 
Building,  Nashville.  Practice  limited  to 
gynecology. 


Jackson  P.  Lowe,  M.D.,  announces  the 
removal  of  his  office  to  613  Doctors  Build- 
ing, Nashville.  Practice  limited  to  general 
surgery. 


N.  B.  Morris,  M.D.,  announces  the  re- 
moval of  his  office  to  500  Doctors  Building, 
Nashville.  Practice  limited  to  ophthalmol- 
ogy. 
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Greene  County: 

At  the  regular  meeting  of  the  Greene 
County  Medical  Society,  Dr.  David  F.  Hoey, 
of  Knoxville,  was  the  guest  speaker.  His 
subject  was  “Rh  factor  and  Rh  hapten.” 
Dr.  Luke  W.  Nabers  of  Morristown,  was 
a guest  of  the  society. 

V.  Robert  Bottomley,  M.D.,  Secretary 


Davidson  County: 

Oct.  18:  Symposium  on  “Practical 

Aspects  of  Allergy,”  by  Dr.  Edna  Penning- 
ton, Dr.  C.  S.  Thomas  and  Dr.  J.  C.  Overall. 

Nov.  1 : “Medicine  in  the  Changing  Or- 
der” by  Dr.  George  Baehr,  New  York  City. 

Scheduled  to  appear,  November  15, 
“Problems  and  Results  of  Surgery  in  Ad- 
vanced Age  Groups,”  by  Dr.  B.  F.  Byrd,  Jr. 
To  discuss — Dr.  Barney  Brooks  and  Dr. 
Henry  Douglass. 
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Greene  Comity: 

At  the  regular  monthly  meeting  of  the 
Greene  County  Medical  Society  on  the  eve- 
ning of  October  4,  at  6 :30,  Dr.  J.  R.  Bow- 
man, pediatrician  of  Johnson  City,  was  the 
guest  speaker.  He  gave  a very  interesting 
discussion  on  “Obstruction  of  the  Alimen- 
tary Canal  in  the  New  Born,”  illustrated 
by  lantern  slides. 

Dr.  L.  F.  Cosby,  of  Johnson  City,  was 
guest  of  the  evening. 

V.  Robert  Bottomley,  M.D.,  Secretary 


Knox  County: 

Sept.  13:  This  was  the  first  fall  meeting: 
Symposium 

Trauma  of  the  Lower  Extremities — Dr. 
Robert  Brashear 

Trauma  of  the  Upper  Extremities  Includ- 
ing Several  Nerves  and  Tendons — Dr. 
Robert  Patterson 

Trauma  of  the  Spine — Dr.  Jarrell  Penn 
Visceral  Injuries — Dr.  Charles  Smeltzer 
Oct.  11:  Modern  Concepts  of  Treatment  of 
Diabetes,  by  Dr.  Charles  Seinknecht. 
Discussion  by  Dr.  Bruce  Powers  and 
Dr.  Phillip  C.  Thomas. 

Oct.  25:  “Urological  Problems  in  Children” 
by  Dr.  John  Dougherty.  Discussion  by 
Dr.  G.  A.  Williamson  and  Dr.  Oliver 
Hill. 

Guest  speakers  who  will  appear  on  the 
program  before  the  year  closes  are:  Dr. 
Eben  Alexander,  Jr.,  from  the  Bowman 
Gray  School  of  Medicine,  Winston-Salem, 
N.  C.,  on  November  22 ; Dr.  R.  H.  Kamp- 
meier,  Vanderbilt  University,  Nashville,  on 
December  6. 


Montgomery  County: 

This  is  to  report  the  newly-elected  officers 
of  this  society  for  the  coming  year.  They 
were  elected  at  the  September  meeting  and 
are  to  hold  office  until  September,  1950: 

Dr.  Bryce  F.  Runyon,  Clarksville — Presi- 
dent 

Dr.  John  H.  Ledbetter,  Jr.,  Clarksville — 
Vice-President 

Dr.  Carlos  B.  Brewer,  Clarksville — Secre- 
tary-Treasurer 


Dr.  R.  L.  Gullett  was  elected  to  membership. 
Carlos  B.  Brewer,.  M.D., 

Secretary-Treasurer 
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Southeastern  Allergy  Association 

The  fifth  annual  meeting  of  the  S.  A.  A. 
will  be  held  at  the  Columbia  Hotel,  Colum- 
bia, S.  C.,  on  Saturday  and  Sunday,  Feb.  11 
and  12,  1950.  Please  note  that  the  month 
has  been  changed  because  of  changes  made 
in  the  meeting  dates  of  the  Acadamy  of 
Allergy  and  the  College  of  Allergists.  This 
puts  our  meetings  about  midway  between 
the  two. 

The  guest  speakers  will  be  Dr.  Jonathan 
Forman,  president  of  the  American  College 
of  Allergists  and  Dr.  Theodore  Squire, 
president-elect  of  the  American  Academy 
of  Allergy. 

In  view  of  the  popularity  of  panel  dis- 
cussions, there  will  again  be  two,  one  on 
“Pediatric  Allergy”  with  Dr.  Lewis  Hoppe 
of  Atlanta  as  coordinator,  and  the  other  on 
“Office  Procedure”  with  Dr.  Warrick 
Thomas  of  Richmond  as  coordinator. 

Members  who  are  desirous  of  presenting 
papers  at  this  meeting  are  urged  to  contact 
the  secretary  at  an  early  date.  Each  paper 
will  be  allowed  20  minutes  for  presentation 
and  10  minutes  for  discussion. 

There  will  be  an  informal  luncheon  on 
Saturday  noon.  The  banquet  will  be  held 
Saturday  night,  followed  by  a dance.  Both 
will  be  at  the  Columbia  Hotel.  Be  certain 
to  bring  your  wife. 

Make  your  hotel  reservations  directly 
with  the  Columbia  Hotel,  Columbia,  S.  C. 
Do  it  now,  before  you  forget. 

The  Columbia  Medical  Society  holds  its 
regular  meeting  at  the  Columbia  Hotel  on 
Monday  night,  Feb.  13,  1950.  You  are 
cordially  invited  to  stay  over  for  the  scien- 
tific meeting.  Dr.  Harry  Rogers  of  Phila- 
delphia is  to  be  the  guest  speaker. 

For  full  information,  write  Dr.  Katharine 
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Baylis  Maclnnis,  1515  Bull  St.,  Columbia, 
S.  C. 


A two-day  Sectional  Meeting  of  the 
American  College  of  Surgeons  is  to  be  held 
at  the  Brown  Hotel,  Louisville,  Kentucky, 
on  February  20  and  21.  This  meeting  will 
consist  of  all  day  and  evening  conferences  on 
timely  surgical  subjects  and  separate  meet- 
ings for  hospital  personnel  where  hospital 
problems  will  be  considered  at  panels  and 
round  table  discussions. 

Members  of  the  Tennessee  State  Medical 
Association  and  personnel  of  Tennessee 
Hospitals  are  invited  to  attend  this  meeting. 
The  fellows  of  the  College  in  Louisville  wish 
to  assure  all  visitors  that  adequate  hotel 
accommodations  will  be  available  and  that 
thev  will  be  made  most  welcome  at  all  of  the 
sessions. 

Sincerely  yours, 

J.  Andrew  Bowen,  M.D. 


American  College  of  Surgeons 
Nine  hundred  and  twenty-one  initiates 
were  received  into  fellowship  and  eight 
honorary  fellowships  were  conferred  by  the 
American  College  of  Surgeons  at  the  Convo- 
cation on  Friday  evening,  October  21, 
which  was  the  closing  session  of  the  thirty- 
tilth  annual  Clinical  Congress  in  Chicago. 
The  fellowships  were  conferred  by  Dr. 
Frederick  A.  Coder  of  Ann  Arbor,  Presi- 
dent of  the  College.  The  Fellowship  Ad- 
dress was  delivered  by  Lord  Webb-Johnson 
of  London,  England,  Immediate  Past  Presi- 
dent of  the  Royal  College  of  Surgeons  of 
England  and  an  Honorary  Fellow  of  the 
American  College.  His  subject  was  “Science 
in  Surgery— Stop,  and  Look,  and  Listen.” 
The  new  honorary  Fellows  are: 

Russell  Claude  Brock,  London,  England, 
Lecturer  in  Thoracic  Surgery,  Guy’s  Hospi- 
tal Medical  School. 

Jose  Castro-Villagrana,  Mexico  City; 
Professor  of  Therapeutic  Surgery,  Faculty 
of  Medicine  of  the  National  University. 

Sir  William  Stewart  Duke-Elder,  London, 
England,  Director  of  Research,  Institute  of 
Ophthalmology,  University  of  London. 


Major  General  Malcolm  C.  Grow,  Wash- 
ington, D.  C.;  The  Surgeon  General  of  the 
United  States  Air  Force  Medical  Service. 

John  Hellstrom,  Stockholm,  Sweden; 
Professor  of  Surgery,  Karolinska  Medica- 
Surgical  Institute  of  Stockholm. 

Sir  James  Learmonth,  Edinburgh,  Scot- 
land; Regius  Professor  of  Clinical  Surgery 
and  Professor  of  Surgery,  University  of 
Edinburgh. 

Rene  Leriche,  Paris,  France;  Professor 
of  The  College  of  France;  President  of  the 
International  Society  of  Surgery  which  met 
last  week  in  New  Orleans. 

Jean  Verhoogen,  Brussels,  Belgium;  Hon- 
orary Professor  of  Surgery,  University  of 
Brussels;  President  of  the  International 
Committee,  International  Society  of  Sur- 
gery. 

The  American  College  of  Surgeons  has 
around  15,750  Fellows  in  the  western  hemi- 
sphere and  in  a few  countries  overseas. 
Headquarters  are  in  Chicago.  It  was  or- 
ganized in  1913  to  elevate  the  standards  of 
surgery.  One  of  its  best  known  activities  is 
Hospital  Standardization;  3,150  hospitals 
were  on  the  last  Approved  List  published  in 
January,  1949.  Clinical  research,  particu- 
larly in  cancer;  approval  programs  for  can- 
cer clinics,  cancer  detection  centers,  medical 
services  in  industry,  and  graduate  training 
in  surgery;  production  and  approval  of 
medical  motion  pictures;  and  literary  re- 
search are  among  the  other  activities. 

This  thirty-fifth  Clinical  Congress  of  the 
American  College  of  Surgeons  is  host  to  the 
Sixth  Inter-American  Congress  of  Surgery, 
meeting  from  October  21  through  23.  Carl 
R.  Gray,  Jr.,  of  Washington,  Administrator 
of  Veterans  Affairs,  was  the  speaker  at  the 
Inter-American  banquet  at  The  Stevens. 
The  new  Fellows  from  Tennessee  are; 
Benjamin  F.  Byrd,  Jr.,  Nashville 
Duane  Carr,  Memphis 
Bernard  S.  Davidson,  Murfreesboro 
Turley  Farrar,  Memphis 
Clarence  E.  Gillespie,  Memphis 
Clarence  D.  Hawkes,  Memphis 
Lyndon  E.  Lee,  Jr.,  Nashville 
Rudolph  A.  Light,  Nashville 
Cooper  H.  McCall,  Chattanooga 
Richard  A.  Miller,  Memphis 


November,  1949 


WOMAN'S  AUXILIARY— ABSTRACTS  OF  CURRENT  LITERATURE 


403 


W.  Webster  Riggs,  Memphis 
Gilman  E.  Sanford,  Memphis 
Edward  F.  Skinner,  Memphis 
Moore  J.  Smith,  Jr.,  Chattanooga 
Oscar  Bert  Stegall,  Memphis 
Edward  N.  Stevenson,  Memphis 
M.  Frank  Turney,  Knoxville 
David  H.  Waterman,  Knoxville 


WOMAN'S  AUXILIARY 

\ 

The  auxiliary  to  the  Blount  County  Medi- 
cal Society  received  the  State  Auxiliary 
award  cup  for  the  greatest  ratio  increase  in 
membership  for  the  year  1948-1949  at  the 
meeting  in  Chattanooga  last  April.  This 
Auxiliary  maintains  an  Eleanor  Lequire 
Scholarship  for  nurses,  and  is  now  sponsor- 
ing the  training  of  two  young  women  for 
the  nursing  profession. 

The  officers  of  the  Auxiliary  to  the 
Blount  County  Medical  Society  are  as  fol- 
lows : 

Mrs.  W.  C.  Crowder,  President 

Mrs.  S.  L.  Lambeth,  President-elect 

Mrs.  H.  A.  Callaway,  Vice-President 

Mrs.  L.  R.  Lingeman,  Secretary-Treas- 
urer 

Mrs.  Lowell  Vinsant,  Historian. 


The  board  of  the  Auxiliary  to  the  Nash- 
ville Academy  of  Medicine  and  the  David- 
son County  Medical  Society  met  at  the  home 
of  the  President,  Mrs.  Willard  O.  Tirrill,  Jr. 
October  28th  to  discuss  plans  for  the  year. 
This  Auxiliary  honored  its  new  members  at 
a coffee  given  recently  at  the  home  of  Mrs. 
W.  0.  Vaughan  on  Franklin  Road. 
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CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Relation  of  Cardiovascular  Disease  to  Apo- 
plexy: A Review  of  155  Cases  with  Autopsy. 
Samuel  P.  Hicks  and  Boyd  K.  Black.  American 


Heart  Journal,  Vol.  38,  No.  4,  pp.  528-536,  Octo- 
ber, 1949. 

Cerebral  vascular  accident,  or  apoplexy,  is  now 
the  third  leading  cause  of  death  in  this  country, 
ranking  only  after  heart  disease  and  cancer.  It 
has  become  increasingly  evident  that  rupture  of 
sclerotic  arteries  and  thrombosis  do  not  account  for 
many  of  these  accidents,  since  many  infarcts  are 
found  in  the  absence  of  thrombosis,  and  many 
hemorrhages  are  the  results  of  bleeding  from  the 
deep  venous  system. 

The  part  played  by  spasm  in  cerebral  vascular 
accidents  and  hypertensive  encephalopathy  has 
been  shown  both  clinically  and  experimentally  to 
be  a most  important  primary  factor. 

The  authors  analyzed  155  cases  of  cerebral  vas- 
cular accident  confirmed  by  autopsy.  In  all  in- 
stances the  apoplexy  was  the  cause  of  death  or 
a major  factor  in  bringing  it  about.  The  lesions 
were  relatively  acute  and  usually  fairly  large. 
A breakdown  of  these  155  cases  follows: 


Hemorrhage  118 

Infarction  with  thrombosis  12 

Infarction  without  thrombosis  11 

Ruptured  aneurysm  14 


The  hypertensive  state  was  present  in  most  pa- 
tients with  hemorrhage  and  infarction.  It  was  also 
present  in  8 or  14  patients  with  aneurysm.  Only 
11  of  23  patients  had  heart  failure. 

Cerebral  thrombosis  occurred  in  only  one  patient 
with  hemorrhage  but  in  12  of  23  patients  with  in- 
farction. 

Almost  all  the  hemorrhages  were  deep  in  the 
cerebral  hemispheres,  and  65  per  cent  of  them  were 
intraventricular.  This  is  the  distribution  of  the 
deep  venous  system. 

Only  28  per  cent  of  patients  with  hemorrhage 
have  marked  obesity,  but  80  per  cent  of  them  had 
nephrosclerosis  of  some  degree. 

The  mechanism  by  which  the  hemorrhages  are 
brought  about  seem  to  the  authors  to  be  arterial 
spasm,  which  produces  damage  by  anoxia  to  the 
deeper  vessels. 

Fifty  per  cent  of  the  patients  with  aneurysms 
resulting  in  apoplectic  hemorrhage  had  hyperten- 
sion. 

The  authors  conclude  from  this  study  that  func- 
tional cerebral  vascular  disease  (probably  spasm) 
appears  to  be  the  important  factor  in  most  cases, 
that  hypertension  is  important  because  it  was  pres- 
ent in  ninety  per  cent  of  the  patients,  and  they 
entertain  a cause  and  effect  relationship  between 
cerebral  aneurysm  and  hypertension. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


The  Histologic  Appearance  of  the  Endocervix 
During  the  Menstrual  Cycle.  Paul  Topkins, 
M.D.,  F.A.C.S.,  Brooklyn,  New  York.  American 
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Journal  of  Obstetrics  and  Gynecology,  Vol.  58, 

No.  4,  pp.  654-662,  October,  1949. 

A series  of  420  biopsy  specimens,  210  endome- 
trial and  210  endocervical  was  accumulated  from 
86  normal,  nonlactating  women  during  various 
phases  of  their  menstrual  cycles,  beginning  after 
their  first  post  partum  menstrual  period  and  end- 
ing six  months  later.  These  specimens  were  pro- 
cured concomitantly.  Of  the  210  endocervical 
biopsies,  only  150  were  considered  to  be  histologi- 
cally suitable  for  study.  The  corresponding  150 
specimens  of  endometrium  were  all  acceptable. 
Thus,  a total  of  300  biopsies  was  used  for  study. 
Of  the  150  specimens  of  endometrium,  approxi- 
mately half  were  proliferative  and  half  were  secre- 
tory, representing  equally  the  different  stages  of 
development  found  during  the  ovulatory  menstrual 
cycle.  A description  of  the  histologic  appearance 
of  the  endocervix  during  the  menstrual  cycle  is 
given.  The  relationship  of  this  appearance  to  the 
cyclic  changes  in  the  endometrium  is  considered. 
A resume  of  the  cyclic  endocervical  changes  re- 
ported by  Wollner  and  Sjovall  is  presented.  The 
human  endocervix  presents  histologically  a variety 
of  pictures,  this  variation  being  the  result  of  the 
complexity  of  the  endocervical  glands  and  the  angle 
at  which  they  ai'e  sectioned.  These  different  pic- 
tures cannot  be  correlated  with  the  cyclic  changes 
in  the  corresponding  endometriums.  Specimens  of 
endocervix  presenting  very  similar  histologic  pic- 
tures are  often  associated  with  specimens  of  endo- 
metrium exhibiting  extreme  differences  in  their 
stages  of  development.  Specimens  of  endometrium 
showing  identical  microscopic  patterns  are  fre- 
quently associated  with  specimens  of  endocervix 
which  are  entirely  different  in  appearance.  The 
endocervix  does  not  undergo  cyclic  changes  which 
are  demonstrable  by  ordinary  histologic  study. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Reinstatement  of  the  Deafened  in  Their  Kingdom 

of  Hearing.  Francis  L.  Lederer.  American 

Practitioner,  Vol.  4,  p.  94,  October,  1949. 

Of  all  undramatic  disabilities  impaired  hearing 
comes  close  to  the  greatest  number  of  human  be- 
ings. With  this  disability  man  feels  that  he  is  a 
nonentity  in  society.  The  deafened  lack  a sympa- 
thetic understanding  from  their  fellow  men  as  the 
defect  is  not  obvious.  Industry  has  a stake  in  aid- 
ing hearing  conservation  because  of  faulty  hearing 
injuries,  slow  work,  and  other  industi'ial  problems 
of  a medico-legal  character  that  might  arise.  The 
community  bears  a certain  responsibility  for  cor- 
recting hearing  defects  as  the  sufferer  undergoes 
certain  social,  economic  and  psychological  difficul- 
ties. Ten  per  cent  of  the  adult  population  and  3 
per  cent  of  the  children  of  this  country  suffer  from 
varying  degrees  of  hearing  loss  and  the  need  of  a 


closer  integration  of  the  physician,  the  educator, 
the  public  health  official,  the  industry,  military 
agencies,  the  acoustician,  and  the  community  is 
apparent. 

Programs  that  discover  hearing  defects  in  a 
population  are  to  be  encouraged  in  their  develop- 
ment. Early  recognition  of  deficiency  is  important 
in  children  and  the  physician,  social  worker,  and 
school  should  work  close  together  towards  this  end. 
Group  screening  tests,  using  the  pure  tone  pulsing 
audiometer,  will  aid  in  the  discovery  of  hearing  def- 
icits. Examination  by  an  experienced  otologist 
should  follow  in  those  needing  them. 

Education  of  the  public  can  be  carried  on  so  that 
the  necessity  for  the  prevention  of  the  common 
cold  and  the  early  care  of  ear  disease  will  be  under- 
stood. Remedial  measures  should  be  applied  early 
for  low-grade  ear  infections.  Rational  therapy,  on 
the  basis  of  intellectual  honesty,  must  be  the  ob- 
jective of  the  internist  or  surgeon.  Great  care 
must  be  exercised  in  selecting  cases  for  the  fenes- 
tration procedure.  Rehabilitation  must  be  under- 
taken so  that  the  patient  can  be  made  self-sus- 
taining, socially  invincible  and  educationally  ade- 
quate. Bases  for  rehabilitation  can  be  summarized 
as  follows: 

a.  The  patient  whom  we  serve  has  lost  some  or 
all  of  his  hearing. 

b.  The  loss  is  likely  to  be  permanent. 

c.  The  discovery  of  the  loss  and  its  implications 
represent  a crisis  of  adjustment. 

d.  The  patient  must  learn  to  live  successfully  and 
happily  despite  his  loss;  there  is  a need  for 
arresting  the  deteriorating  characteristics  and 
influences. 

e.  The  hearing  loss  is  significant  only  when  it  is 
considered  in  terms  of  the  total  personality. 

A complete  knowledge  of  the  deafened  is  neces- 
sary in  order  to  expand  their  capabilities  to  com- 
pensate them  in  a complex  world.  A careful  his- 
tory and  physical  examination  are  needed  for  vo- 
cational rehabilitation,  psycho-social  readjustment, 
re-socialization,  and  the  re-direction  of  the  energies 
of  the  individual.  Psychosometric  evaluation  should 
be  carried  on  in  order  to  discover  the  personality 
assets  of  the  person  rather  than  his  liabilities.  De- 
teriorating characteristics  should  be  arrested  and 
basic  emotional  needs  should  be  met  by  greater 
objectivity.  Prior  to  the  provision  of  a hearing 
aid,  the  patient  must  be  conditioned  in  the  develop- 
ment of  tolerance  for  amplified  sound.  This  is  the 
auditory  training  phase  which  also  involves  train- 
ing in  life  situations  and  the  acquiring  of  new 
skills. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Fetal  Mortality  and  Morbidity  in  Cesarean  Section. 
S.  Pedvis,  J.  K.  L.  Irwin  and  N.  W.  Philpott. 
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Surgery,  Gynecology  and  Obstetrics,  Vol.  88, 

pp.  103-107,  1949. 

This  is  a critical  survey  of  fetal  mortality  and 
morbidity  in  cesarean  section,  with  comparison  of 
the  results  obtained  under  different  anesthetic 
agents  and  a study  of  the  underlying  factors. 
Cesarean  section  was  performed  in  353  cases  dur- 
ing the  three  periods  from  July  1,  1940,  to  Decem- 
ber 31,  1941,  from  July  1,  1944,  to  July  1,  1945, 
and  from  January  1,  1946,  to  December  31,  1946. 
These  periods  were  chosen  to  yield  sizable  groups 
of  cases  operated  under  each  of  the  various  anes- 
thetic agents.  In  this  paper,  infants  are  classified 
as  follows:  (1)  normal,  those  perfectly  well  at 

birth  who  remained  so  until  discharge;  (2)  morbid, 
those  who  required  prolonged  resuscitation  or  had 
respiratory  difficulties  during  the  first  24  to  48 
hours,  but  who  were  apparently  well  thereafter; 
and  (3)  dead,  nonviable  infants,  stillborn,  or  those 
who  died  shortly  after  birth. 

The  gross  fetal  mortality  in  the  total  series  of 
357  infants  was  7.3  per  cent  and  the  morbidity 
was  11.2  per  cent.  The  incidence  of  stillbirths  and 
neonatal  deaths  was  5.3  per  cent. 

Prematurity,  alone  or  in  association  with  other 
causes,  was  responsible  for  36.6  per  cent  of  fetal 
deaths.  Atelectasis,  alone  or  in  association  with 
other  causes,  was  responsible  for  29.3  per  cent  of 
fetal  deaths.  Other  causes  included  congenital 
abnormalities  (12.2  per  cent),  deadborn,  macerated 
(9.8  per  cent),  erythroblastosis  (4.8  per  cent), 
hemorrhage  (4.8  per  cent),  and  aspiration  of  mu- 
cous plug  (2.5  per  cent). 

Spinal  anesthesia  was  given  in  229  cases  with 
184  normal  fetuses,  30  morbid  and  15  dead.  Gen- 
eral anesthesia  was  employed  in  54  cases,  with  41 
normal  fetuses,  10  morbid  and  3 dead.  Under 
local  anesthesia,  given  in  74  cases,  there  were  64 
normal  fetuses,  2 morbid  and  8 dead.  From  these 
figures  it  appears  that  general  anesthesia  gives  a 
slightly  higher  fetal  morbidity,  and  local  anesthesia 
a lowered  fetal  morbidity  but  a higher  mortality. 
However,  the  differences  are  not  regarded  as  sig- 
nificant. In  this  series  there  was  only  one  ma- 
ternal death.  The  results  for  full  term  stillbirths 
and  neonatal  deaths  were:  general  anesthesia,  1.9 
per  cent;  spinal,  2.2  per  cent;  local,  4.1  per  cent. 

From  a study  of  the  type  of  anesthesia  in  rela- 
tion to  various  indications  for  cesarean  section, 
it  is  obvious  that  the  higher  number  of  toxemias 
and  medical  indications  in  the  local  group  could 
account  for  part  of  the  increased  fetal  mortality. 
However,  there  is  a higher  number  of  cases  with 
placenta  previa  in  the  general  group,  and  of  Rh 
incompatibilities  and  elderly  primiparae  in  the 
spinal  group  to  account  for  part  of  their  increases. 
When  type  of  anesthesia  in  relation  to  fetal  con- 
dition is  analyzed  in  cases  where  disproportion  only 
was  the  indication  for  section,  the  same  general 
conclusions  appear  to  hold.  Disproportion  was  the 
principal  indication  for  section. 

When  the  effect  on  the  fetus  of  the  type  of 
premedication  used  for  the  mother  is  evaluated,  it 


would  appear  that  morphine  or  heroin  have  an 
adverse  effect  on  the  fetus,  but  the  difference  was 
only  slight. 

The  high  fetal  mortality  and  morbidity  rates 
particularly  due  to  atelectasis  in  cesarean  section 
prompted  special  care  to  be  given  the  infants  after 
January,  1946.  This  consists  of  posturing  the 
infants  with  head  down  perpendicularly  for  one- 
half  hour  after  birth,  and  at  the  same  time  excess 
mucous  is  aspirated  from  mouth  and  pharynx.  Also, 
oxygen  is  administered  intermittently  by  mask 
under  positive  pressure.  When  two  groups  of  in- 
fants, similar  in  every  respect  except  for  this  special 
management,  are  compared,  a trend  is  shown  in 
reduction  of  mortality  and  morbidity  when  special 
care  is  administered. 

Fifty  per  cent  of  fetal  deaths  occurred  in  asso- 
ciation with  placenta  previa  as  the  reason  for 
section.  Other  indications  and  fetal  mortality 
were:  Rh  incompatibility,  11.5  per  cent;  repeat 
section,  11.5  per  cent;  toxemia,  11.5  per  cent; 
chronic  nephritis,  7.7  per  cent;  chronic  carditis, 
3.9  per  cent;  disproportion,  3.9  per  cent.  The 
high  incidence  of  fetal  death  with  placenta  previa 
emphasizes  the  importance  of  hypoxia  as  a result 
of  maternal  blood  loss  in  fetal  mortality. 

The  authors  suggest  that  in  order  to  reduce  fetal 
mortality  and  morbidity  in  cesarean  sections,  gen- 
eral or  spinal  anesthesia  without  premedication 
but  with  special  management  of  infants  be  utilized. 
With  a general  anesthetic  when  the  uterus  is 
opened  the  maternal  respiratory  system  should  be 
cleared  of  all  anesthetic  gases  and  100  per  cent 
oxygen  given.  When  spinal  is  used,  care  should 
be  taken  to  prevent  wide  fluctuation  in  the  mater- 
nal blood  pressure.  In  placenta  previa,  blood 
transfusions  should  be  given  before  or  during 
operation  to  maintain  maternal  blood  volume  and 
prevent  fetal  hypoxia.  Since  prematurity  is  a 
prime  factor  in  fetal  death,  cesarean  section  should 
be  delayed  as  long  as  possible,  consistent  with  the 
particular  indication. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Persistence  and  Hyperplasia  of  Primary  Vitreous; 

Retrolental  Fibroplasia — Two  Entities.  A.  B. 

Reese.  American  Journal  of  Ophthalmology, 

October,  1949. 

Reese  presents  an  excellent  discussion  of  this 
problem  and  contrasts  the  two  conditions.  Both 
have  in  common  the  persistence  of  the  primary 
vitreous  as  the  basic  congenital  lesion,  but  there 
is  an  important  difference.  In  persistence  and 
hyperplasia  of  the  vitreous  the  primary  vitreous 
remains  in  toto  and,  when  the  secondary  vitreous 
forms,  occupies  its  normal  position  in  a funnel- 
shaped  space  behind  the  lens.  There  is  merely  a 
persistence  of  the  primary  vitreous  and  hyper- 
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plasia.  In  retrolental  fibroplasia  only  a portion 
of  the  primary  vitreous  remains  in  the  region  of 
its  base,  but  it  is  adherent  to  a portion  of  the 
inner  layer  of  the  optic  cup.  As  the  secondary 
vitreous  forms,  it  tends  to  compress  and  isolate 
the  primary  vitreous.  This  occurs  everywhei'e  but 
in  the  region  where  adhesion  has  taken  place,  and 
there  the  retina  becomes  detached.  In  addition, 
there  may  be  hemorrhage  from  the  persistent  vas- 
cular primary  vitreous,  leading  to  oi'ganization, 
contraction  and  further  retinal  detachment.  At- 
tempts at  relief  by  surgery  have  been  disappoint- 
ing, but  roentgen  treatment  of  the  angiomatous 
tissue  eai'ly  may  be  of  value. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Pregnancy  Associated  with  Carcinoma  of  the 
Large  Intestine.  Edward  A.  Banner,  Athur  B. 
Hunt  and  Claude  F.  Dixon.  Surgery,  Gynecol- 
ogy and  Obstetrics,  Vol.  80,  No.  2,  February, 
1945. 

Occurrence  of  carcinoma  among  women  during 
childbearing  period  is  thought  to  be  comparatively 
rare.  Sixty-two  cases  of  carcinoma  of  the  large 
bowel  were  encountered  in  a review  of  the  avail- 
able literature.  The  maternal  mortality  was  63 
per  cent  in  the  41  cases  in  which  the  maternal 
outcome  was  known.  The  gross  fetal  mortality 
was  50  per  cent  in  cases  in  which  surgical  treat- 
ment was  employed.  This  report  adds  seven  addi- 
tional cases  of  pregnancy  with  carcinoma  of  the 
large  bowel.  The  maternal  mortality  and  the 
corrected  fetal  mortality  were  both  14.3  per  cent. 

The  age  and  weight  of  the  patient  as  well  as 
the  concentration  of  hemoglobin  in  the  blood  and 
the  sedimentation  rate  of  the  erythrocytes  are  of 
little  value  in  arriving  at  a diagnosis  of  carcinoma 
of  the  intestines  in  pregnancy.  The  first  symptom 
noticed  was  “sluggish”  bowels.  Later,  irregular 
attacks  of  diarrhea,  occasional  abdominal  cramps, 
and  even  bloody  mucous  stools  become  manifest. 
The  occurrence  of  nausea  and  vomiting  in  the  last 
half  of  pregnancy  should  arouse  suspicion.  Definite 
weight  loss  is  not  recorded  because  of  increasing 
bulk  of  the  pregnant  uterus.  The  mild  secondary 
anemia  observed  in  earlier  cases  can  be  mistaken 
for  the  so-called  physiologic  anemia  of  pregnancy. 


The  site,  grade  and  extent  of  the  lesion  varied. 
Treatment  in  each  case  was  individualized.  The 
first  question  was,  what  were  the  chances  of  having 
both  mother  and  child  alive  upon  completion  of 
the  therapeutic  task?  If  one  of  the  pair  had  little, 
if  any,  chance  of  survival,  how  could  the  life  of 
the  other  one  best  be  protected?  Cooperation  of 
clinician,  roentgenologist,  pathologist  and  surgeon 
is  essential.  Exploratory  laparotomy  will  give 
biopsy,  grade  and  extent  of  growth,  and  degree  of 
operability.  Best  method  of  treatment  is  imme- 
diate colostomy  and  closure  and  allowing  normal 
delivery  to  occur  provided  growth  does  not  obstruct 
birth  canal.  Cesarean  section  is  not  advisable. 
If  laparotomy  discloses  possible  resection,  the  stage 
of  pregnancy  is  deciding  factor.  Full  term,  a 
viable  child,  and  possible  resection  calls  for  ce- 
sarean section  followed  by  hysterectomy.  Removal 
of  the  uterus  minimizes  chances  of  peritonitis.  The 
growth  may  be  removed  later. 

Resection  before  full  term  may  cause  abortion 
and  peritonitis.  In  this  case  hysterectomy  followed 
by  resection  of  involved  segment  of  intestine  offers 
the  best  approach. 

If  the  carcinoma  is  in  the  region  of  transverse 
colon,  the  chances  of  subsequent  abortion  are 
minimal.  Exteriorization  with  clamps,  followed 
by  re-establishment  of  the  normal  continuity  of 
the  intestine,  is  best. 

Postoperative  treatment  should  be  the  same  as 
in  case  of  carcinoma  of  the  colon  complicated  by 
threatened  abortion. 
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D.  W.  Hailey,  M.D.,  Nashville  (1950) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1951) 

J.  C.  Pearce,  M.D.,  Jackson  (1951) 

♦POSTGRADUATE  INSTRUCTION 

W.  C.  Colbert,  M.D.,  Memphis 

Henry  Brackin,  M.D.,  Nashville 

Edward  T.  Brading,  M.D.,  Johnson  City 

O.  N.  Bryan,  M.D.,  Nashville 
T.  S.  Hill,  M.D.,  Memphis 
Frank  Luton,  M.D.,  Nashville 
J.  O.  Manier,  M.D.,  Nashville 

A.  M.  Patterson,  M.D.,  Chattanooga 
W.  L.  Williamson,  M.D.,  Memphis 
Carroll  Turner,  M.D.,  Memphis 

CANCER 

C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1950) 

R.  N.  Buchanan,  Jr.,  M.D.,  Nashville  (1952) 
Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1950) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1952) 

R.  L.  Sanders,  M.D.,  Memphis  (1951) 

H.  S.  Shoulders,  M.D.,  Nashville  (1951) 


James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1951) 

H.  S.  Christian,  M.D.,  Knoxville  (1951) 

Ben  S.  Fowler,  M.D.,  Nashville  (1950) 

George  Inge,  M.D.,  Knoxville  (1950) 

John  J.  Killeffer,  M.D.,  Chattanooga  (1952) 

F.  T.  Mitchell,  M.D.,  Memphis  (1951) 

J.  S.  Speed,  M.D.,  Memphis  (1952) 

Harold  J.  Starr,  M.D.,  Chattanooga  (1952) 

♦GENERAL  PRACTICE 

C.  B.  Roberts,  M.D.,  Chairman,  Sparta  (1952) 

J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

♦EMERGENCY  MEDICAL  SERVICE 
James  C.  Gardner,  M.D.,  Chairman,  Nashville 
W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 
Joe  L.  Raulston,  M.D.,  Fountain  City 
W.  J.  Sheridan,  M.D.,  Chattanooga 
James  E.  Wilson,  M.D.,  Memphis 
J.  R.  Thompson,  Jr.,  M.D.,  Jackson 

LIAISON  COMMITTEE  TO  UNITED  MINE 
WORKERS  OF  AMERICA  WELFARE 
AND  RETIREMENT  FUND 
Herbert  Acuff,  M.D.,  Knoxville 
Cecil  E.  Newell,  M.D.,  Chattanooga 
J.  S.  Hall,  M.D.,  Clinton 

ADVISORY  COMMITTEE  TO 
WOMAN’S  AUXILIARY 
Alton  Absher,  M.D.,  Knoxville 
John  D.  Hughes,  M.D.,  Memphis 
Charles  Trabue  III,  M.D.,  Nashville 
Moore  J.  Smith,  Jr.,  M.D.,  Chattanooga 

♦SCHOOL  HEALTH  SERVICE 
To  be  appointed. 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

D.  J.  Johns,  M.D.,  President,  Nashville 

L.  C.  Jackson,  M.D.,  Secretary-Treasurer,  Dickson 
Vice-Presidents : 

East  Tennessee — J.  M.  Cox,  M.  D.,  Lake  City 
Middle  Tennessee — C.  B.  Roberts,  M.D.,  Sparta 
West  Tennessee — H.  B.  Everett,  M.D.,  Memphi: 

TENNESSEE  STATE  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 
Henry  Carroll  Smith,  M.D.,  President,  Nashville 
William  A.  Garrott,  M.D.,  Vice-President,  Cleve- 
land 

Roland  H.  Myers,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  PEDIATRIC  SOCIETY 
Gilbert  Eblen,  M.D.,  President,  Knoxville 
Hearn  G.  Bradley,  M.D.,  Vice-President,  Nashville 
Barton  Etter,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  RADIOLOGICAL  SOCIETY 
Franklin  B.  Bogart,  M.D.,  President,  Chattanooga 
Herbert  Francis,  M.D.,  Vice-President,  Nashville 
J.  Marsh  Frere,  M.D.,  Secretary-Treasurer,  Chat- 
tanooga 

TENNESSEE  PATHOLOGICAL  SOCIETY 
L.  W.  Diggs,  M.D.,  President,  Memphis 
D.  K.  Gotwald,  M.D.,  Vice-President,  Nashville 
William  W.  Tribby,  M.D.,  Secretary,  Memphis 

•Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws. 
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MONDAY  MORNING  SESSION 
APRIL  11,  1949 

The  first  session  of  the  Special  Meeting  of  the 
House  of  Delegates  of  the  Tennessee  State  Medical 
Association,  held  in  the  Chestnut  Room  of  the  Read 
House,  Chattanooga,  convened  at  nine-fifteen 
o’clock,  Dr.  E.  R.  Zemp,  Speaker  of  the  House, 
presiding. 

THE  SPEAKER:  The  House  will  please  come 
to  order.  We  will  have  the  roll  call  of  delegates. 

| The  Secretary-Editor,  Dr.  W.  M.  Hardy,  called 
the  roll,  and  the  following  were  recorded  as  pres- 
ent:] 

OFFICERS 


President,  Harley  W.  Qualls  Memphis 

President-Elect,  N.  S.  Shofner Nashville 

Secretary-Editor,  William  M.  Hardy Nashville 


Hamilton  T.  C.  Crowell,  Chattanooga 

Hamilton  Joseph  Johnson,  Jr.,  Chattanooga 

Hamilton  Cooper  McCall,  Chattanooga 

Hamilton Moore  J.  Smith,  Jr.,  Chattanooga 

Henry J.  Ray  Smith,  Paris 

Knox Herbert  AcnfT.  Knoxville 

Knox  John  Lesher,  Knoxville 

Knox  Jarrell  Penn,  Knoxville 

Knox  Ralph  H.  Monger,  Knoxville 

Knox  R.  B.  Wood,  Knoxville 

Maury W.  N.  Cook,  Columbia 

Montgomery V.  H.  Griffin,  Clarksville 

Obion M.  T.  Tipton,  Union  City 

Roane Dana  Nance,  Oak  Ridge 

Robertson  John  S,  Freeman,  Springfield 

Scott H.  M.  Leeds,  Oneida 

Shelby E.  R.  Hall,  Memphis 

Shelby W.  C.  Colbert,  Memphis 

Shelby E.  G.  Campbell,  Memphis 

Shelby Clyde  V.  Croswell,  Memphis 

Shelby A.  R.  Porter,  Jr.,  Memphis 

Shelby W.  D.  Stinson,  Memphis 

Shelby C.  H.  Heacock,  Memphis 

Sullivan- Johnson W.  E.  Scribner,  Kingsport 

Washington,  Carter,  Unicoi  Robert  Harvey,  Erwin 

Washington,  Carter,  Unicoi  . E.  T.  Brading.  Johnson  City 

Warren,  White,  Van  Buren C.  B.  Roberts,  Sparta 

Williamson  R.  H.  Hutcheson,  Franklin 


TRUSTEES 

Daugh  W.  Smith 
E.  R.  Zemp 
A.  M.  Patterson 

Ernest  G.  Kelly 

Franklin  B.  Bogart 


Nashville 

Knoxville* 

Chattanooga 

Memphis 

Chattanooga* 


COUNCILORS 

L.  E.  Dyer 

Kyle  C.  Copenhaver 

W,  J.  Sheridan 

Myrtle  Lee  Smith 

Jere  L.  Crook 

J.  Paul  Baird 


Greeneville 

Knoxville* 

Chattanooga 

Livingston 

Jackson* 

Dyersburg 


PAST  PRESIDENTS 

Edward  T.  Newell 

H.  B.  Everett 

John  B.  Steele 

W.  L.  Williamson 
J.  B.  Stanford 
O.  N.  Bryan 
William  C.  Chaney 
C.  M.  Hamilton 


Chattanooga 
Memphis 
Chattanooga 
. . . Memphis 
Memphis 
.Nashville 
Memphis 
. . Nashville 


ADOPTION  OF  THE  MINUTES 

Moved  by  Dr.  E.  G.  Campbell,  and  seconded  by 
Dr.  Jere  L.  Crook,  that  the  1948  minutes  as  printed 
in  the  November  issue  of  the  Journal  be  adopted. 

Motion  put  to  vote  by  Speaker  Zemp  and  declared 
carried. 


NOMINATING  COMMITTEE 

A recess  was  ordered  during  which  the  delegates 
were  instructed  by  Speaker  Zemp  to  select  a nom- 
inating committee,  three  members  from  each  Grand 
Division,  no  two  from  the  same  county. 

Upon  reconvening,  the  committee  was  announced 
as  follows: 


DELEGATES 

County  Name 

Blount  R.  h.  Haralson,  Maryville 

Consolidated  J.  R.  Thompson,  Jr.,  Jackson 

Consolidated  M.  D.  Ingram,  Trenton 

Davidson  D.  W.  Hailey,  Nashville 

Davidson  Travis  Martin,  Nashville 

Davidson  James  Gardner,  Nashville 

Davidson  Charles  Trabue,  Nashville 

Davidson  Rudolph  Kampmeier,  Nashville 

Davidson  Cleo  Miller,  Nashville 

Davidson  James  Kirtley,  Nashville 

Davidson  R.  n.  Buchanan,  Nashville 

Davidson  Sam  Fentress,  Goodlettsville 

Dyer,  Lake,  and  Crockett  J.  Paul  Baird,  Dyersburg 

Xlles  w.  K.  Owen,  Pulaski 

Greene  L.  E.  Dyer,  Greeneville 


‘Also  Past  Presidents. 


East  Tennessee — R.  B,  Wood,  Knoxville;  John  B. 
Steele,  Chattanooga;  R,  H,  Haralson,  Maryville. 

Middle  Tennessee — Charles  Trabue,  Nashville; 
John  S,  Freeman,  Springfield;  V,  H,  Griffin, 
Clarksville. 

West  Tennessee — W,  C,  Colbert,  Memphis;  J,  R. 
Thompson,  Jr,,  Jackson;  J,  Paul  Baird,  Dyersburg. 

CREDENTIALS  COMMITTEE 

Speaker  Zemp  appointed  the  Credentials  Com- 
mittee : 

Dr.  John  B.  Steele,  Chattanooga,  Chairman. 
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Dr.  O.  N.  Bryan,  Nashville. 

Dr.  Kyle  Copenhaver,  Knoxville. 

PURPOSE  OF  MEETING 

Speaker  Zemp  asked  Secretary  Hardy  to  state 
the  object  of  the  meeting.  It  was  pointed  out  that 
at  the  1948  annual  meeting  the  By-Laws  were 
amended  in  several  respects.  Under  these  amended 
By-Laws,  this  House  of  Delegates  was  to  meet  on 
Monday  preceding  the  second  Tuesday  in  April. 
Likewise  an  amendment  to  the  Constitution  was 
proposed,  making  the  same  change.  This  Con- 
stitutional amendment  cannot  be  voted  on  until 
tomorrow’s  afternoon  meeting.  All  other  business 
of  the  Association  can  be  considered  in  this  “spe- 
cial meeting”  now  in  session.  Accordingly,  Speaker 
Zemp  ruled  that  the  amendments  to  the  Constitu- 
tion would  be  considered  Tuesday  afternoon,  April 
12. 

MEETING  OF  CREDENTIALS  COMMITTEE 

The  Washington  County  delegation  was  request- 
ed to  meet  with  Dr.  Steele’s  Committee. 

REPORTS  OF  OFFICERS 

Speaker  Zemp  called  for  Reports  of  Officers. 

DR.  HARDY : Mr.  Chairman,  in  the  March 

JOURNAL  a call  was  made  for  the  reports  of  all 
officers  and  all  committees.  Quite  a number  of  the 
officers  reports  are  in  this  JOURNAL,  covering 
the  year  1948.  Some  of  the  committees,  I know, 
have  supplemental  reports  to  make. 

If  the  House  wants  to  hear  these  reports  read, 
we  can  listen.  If  they  want  to  accept  them  as 
published,  that  is  simply  up  to  the  House. 

Moved  by  Dr.  Jere  L.  Crook  (Consolidated). 

Seconded  by  Dr.  John  S.  Freeman  (Robertson). 

Put  to  vote  and  carried  that  the  reports  as 
published  be  accepted. 

SUPPLEMENTAL  REPORTS 
LEGISLATIVE  COMMITTEE 

DR.  C.  M.  HAMILTON  (Davidson  County): 
I have  a supplemental  report  from  the  Legislative 
Committee. 

Late  in  the  session  of  the  present  General 
Assembly  a bill  to  regulate  and  license  the  practice 
of  naturopathy  was  introduced  in  both  houses  and 
passed  on  two  readings  and  referred  to  appropriate 
committees.  The  Steering  Committee  of  the  Senate 
placed  the  bill  on  the  calendar  on  April  7.  When 
the  bill  was  called  up,  a Senator  moved  “that  the 
bill  be  rejected  in  its  entirety,  stating  that  this 
Senate  has  no  time  to  waste  in  the  consideration 
of  such  a measure.”  The  Speaker  called  for  a 
vote  on  the  motion  to  reject,  and  it  carried  unani- 
mously. 

This  House  owes  a great  debt  of  gratitude  to 
many  individual  physicians  in  the  state  who  used 
their  influence  to  obtain  this  sweeping  victory.  It 
is  known  that  the  position  of  some  senators  was 
favorably  determined  by  the  communications  they 
received  from  members  of  the  medical  profession. 

I want  especially  to  thank  all  the  members  of 
my  committee,  also  Dr.  Qualls,  Dr.  Shofner,  Dr. 
Edwards,  Dr.  Ray,  Dr.  Hardy,  Mr.  Foster,  Dr. 


Hutcheson,  and  many  others  for  the  work  that  they 
did  in  defeating  this  bill.  Our  legal  representative, 
Mr.  Cornelius,  did  a lot  of  work  for  us,  and  his 
associate  went  to  bat  for  us,  too. 

TELEGRAMS  TO  GOVERNOR  AND 
SPEAKERS 

I would  like  to  make  a motion,  that  the  following 
communication  be  sent  to  Governor  Browning,  to 
Speaker  Haynes,  and  Speaker  Foutch: 

The  House  of  Delegates  of  the  Tennessee  State 
Medical  Association,  in  special  session  on  April  11, 
1949,  in  Chattanooga,  adopted  a resolution  express- 
ing gratitude  of  the  medical  profession  to  the 
Governor  and  members  of  the  General  Assembly 
for  their  careful  consideration  of  various  measures 
affecting  the  ethical  practice  of  medicine  and  public 
health. 

I move  that  that  communication  be  sent. 

(The  motion  was  seconded  by  Dr.  Crook). 

THE  SPEAKER:  Without  objection,  this  sup- 
plementary report  will  be  added  to  the  report  of 
the  committee. 

To  consider  this  resolution  and  to  complete  the 
organization  of  the  House,  Speaker  Zemp  appointed 
the  following  committees : 

REFERENCE  COMMITTEES  APPOINTED 

Report  of  Officers — A.  R.  Porter,  Jr.,  Chairman; 
James  Gardner,  L.  E.  Dyer. 

Report  of  Committees — J.  B.  Stanford,  D.  W. 
Smith,  W.  J.  Sheridan. 

Resolutions — N.  S.  Shofner,  Chairman;  Cooper 
McCall,  R.  B.  Wood,  W.  C.  Chaney. 

Amendments — H.  B.  Everett,  Chairman;  C.  B. 
Roberts,  Joseph  Johnson,  Jr. 

Those  are  the  committees.  In  order  to  make  this 
resolution  legal,  we  will  refer  it  to  the  Committee 
on  Resolutions. 

Next  is  the  report  of  the  Scientific  Work  Com- 
mittee. 

DR.  JERE  L.  CROOK:  Mr.  Chairman,  I had 
the  floor  before  you  got  through,  to  introduce  an- 
other resolution. 

The  Consolidated  Medical  Assembly  of  West 
Tennessee  adopted  this  resolution  unanimously,  and 
I think  it  should  be  adopted  by  the  entire  State. 
We  memorialized  the  Tennessee  Legislature  and  the 
Governor  for  their  patriotic  move  when  they  wired 
our  legislators  in  Washington  to  oppose,  in  every 
way  possible,  the  damnable  Wagner-Murray-Dingell 
Bill;  and  I move  this  body  send  a similar  action  to 
the  Governor  and  legislators.  Tennessee  was  the 
first  state  to  take  official  action  condemning  this 
bill,  and  I think  that  is  a great  victory  for  the 
doctors  of  Tennessee. 

THE  SPEAKER:  Please  put  it  in  writing. 

DR.  CROOK:  I will.  I move  that  it  be  adopted. 

THE  SPEAKER:  It  is  referred  to  the  Com- 

mittee on  Resolutions. 

COMMITTEE  ON  SCIENTIFIC  WORK 

DR.  HARDY : As  Chairman  of  the  Committee 
on  Scientific  Work,  we  submit  this  program  as 
evidence  of  our  work. 
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SPEAKER  ZEMP:  Referred  to  the  Committee 
on  Reports  of  Committees. 

COMMITTEE  ON  POSTGRADUATE 
INSTRUCTION 

DR.  C.  H.  HEACOCK  (Shelby  County):  Mr. 

Chairman,  the  committee’s  report  is  published  in 
the  JOURNAL,  and  the  only  supplementary  report 
we  have  is  that  two  applicants  for  the  instructor- 
ship  in  neurology  and  psychiatry  will  be  inter- 
viewed tonight. 

INSURANCE  COMMITTEE 

DR.  HAROLD  BOYD  (Shelby  County):  As  Dr. 
Henry  Gotten’s  alternate,  he  asked  that  I give  this 
report : 

During  the  year  1948  we  had  enrolled  with  the 
Commercial  Casualty  Company,  of  which  Mr. 
Hayes  Hartnett  is  agent,  515  members.  Sixty-two 
claims  were  paid,  totaling  $17,474.29. 

During  the  period  February  25,  1948,  to  Febru- 
ary 28,  1949,  with  the  National  Casualty  Company, 
handled  by  the  Rice  Insurance  Agency  of  Nashville, 
there  have  been  eleven  claims  paid  in  the  total 
amount  of  $2,599.99,  and  there  are  four  claims 
pending.  There  are  93  policies  in  force  under  the 
group  contract. 

Both  of  these  insurance  policies  merit  the  careful 
consideration  of  all  of  our  members,  as  they  have 
very  desirable  features. 

Henry  B.  Gotten,  M.D., 

Chairman. 

THE  SPEAKER:  The  report  goes  to  Dr.  Stan- 
ford’s committee. 

COMMITTEE  ON  EMERGENCY  MEDICAL 
SERVICE 

(Dr.  James  C.  Gardner,  Chairman,  read  the  re- 
port of  the  Committee  on  Emergency  Medical  Serv- 
ice.) 

Since  the  publication  of  the  report  of  this  com- 
mittee in  the  March  issue  of  the  Tennessee  State 
Medical  JOURNAL,  a one-day  session,  sponsored  by 
the  Council  on  National  Emergency  Medical  Serv- 
ice of  the  American  Medical  Association,  was  held 
at  the  Chicago  headquarters  of  the  American  Med- 
ical Association  with  more  than  100  representa- 
tives of  state  medical  associations,  the  Office  of 
Defense,  and  the  Army,  Navy,  and  Air  Force  at- 
tending. Drs.  W.  C.  Dixon,  N.  S.  Shofner,  and 
James  C.  Gardner  of  Nashville  were  in  attendance 
at  this  meeting,  representing  the  Tennessee  State 
Medical  Association. 

Dr.  Norvin  C.  Kiefer,  medical  adviser  on  civil 
defense  planning  to  the  Secretary  of  Defense, 
stated  thet  the  nation  faced  a colossal  problem  in 
the  care  and  treatment  of  casualties  without  any 
parallel  in  peacetime  or  wartime  in  the  event  of 
another  war.  He  estimated  it  would  require  from 
three  to  five  years  to  set  up  a civil  defense  pro- 
gram. This  statement  he  based  on  experiences 
gained  from  countries  involved  in  the  last  war. 
The  British  plan  started  five  years  before  the  war. 
In  contrast  the  Germans  had  developed  no  defense 
of  this  nature  and  as  a result  were  unable  to  keep 
abreast  with  the  progress  of  the  war. 

Although  Dr.  Kiefer  stated  there  was  consider- 
able uncertainty  as  to  this  organization,  he  urged 
the  establishment  of  civil  defense  organizations  at 
state  and  local  levels;  a survey  of  existing  medical 
manpower  (shortages  of  medical  personnel  must 
be  shared  with  military  personnel)  facilities  and 


supplies;  a study  of  emei'gency  facilities,  a training 
program  to  familiarize  physicians  with  the  treat- 
ment of  casualties  from  new  methods  of  warfare 
and  training  of  the  lay  public  in  large  scale  rescue 
work.  The  difficulties  of  establishing  a national 
plan  are  complex,  national  uniformity  is  essential 
as  one  city  would  aid  another,  and  as  to  when  a 
national  plan  will  be  adopted  Dr.  Kiefer  stated 
that  the  next  phase  of  planning  will  be  in  the  Na- 
tional Securities  Board. 

Dr.  Richard  Meiling  of  Columbus,  Ohio,  a mem- 
ber of  the  Armed  Forces  Medical  Advisory  Com- 
mittee, Office  of  the  Secretary  of  Defense,  empha- 
sized that  the  Army,  Navy,  and  Air  Force  would 
require  about  2,200  doctors  to  replace  those  physi- 
cians whose  two-year  service  periods  will  expire 
this  year.  On  March  8,  1949,  Mr.  Forrestal  direct- 
ed a personal  letter  to  each  of  8,000  doctors  who 
received  all  or  part  of  their  professional  training 
at  government  expense,  urging  them  to  volunteer 
for  active  duty  at  once,  subject  only  to  the  com- 
pletion of  the  current  year  of  a training  program 
one  may  have  started. 

THE  SPEAKER:  That  will  be  referred  to  Dr. 
Stanford’s  committee. 

Is  the  Credentials  Committee  ready  to  report? 

CREDENTIALS  COMMITTEE 

DR.  JOHN  B.  STEELE:  Yes,  sir;  everything 
looks  all  right.  We  got  Washington  straightened 
out. 

THE  SPEAKER:  Are  there  any  other  commit- 
tees that  are  ready  to  report? 

Has  anybody  any  resolutions  to  present?  Any 
amendments  to  the  Constitution  or  By-Laws — not 
those  that  have  already  been  made,  but  any  new 
ones? 

RESOLUTIONS  INTRODUCED 

Dr.  E.  T.  Newell  introduced  a resolution  which 
would  amend  House  Bill  701,  now  pending  before 
the  Tennessee  General  Assembly.  After  discussion 
of  the  bill  and  proposed  changes,  this  resolution 
was  introduced : 

HOUSE  BILL  701 

Resolved,  That  the  Tennessee  State  Medical  As- 
sociation, throughout  its  House  of  Delegates,  go 
on  record  in  regard  to  House  Bill  701,  now  pending 
before  the  General  Assembly,  as  requesting  the 
Legislature,  in  the  Act  for  the  creation  of  the 
Tennessee  Board  of  Nursing,  to  make  the  following 
changes : 

No.  1,  the  Tennessee  Board  of  Nursing  shall 
be  composed  of  eleven  members,  instead  of  nine. 

No.  2,  the  second  paragraph  of  this  section  shall 
read,  “three  members  of  the  Tennessee  State  Med- 
ical Association  (this  body),  three  members  of  the 
Tennessee  Hospital  Association,  two  members  of 
the  Tennessee  League  of  Nursing  Education,  and 
three  members  of  the  Tennessee  Nurses  Associa- 
tion,” instead  of  two  members  of  the  Medical  As- 
sociation and  two  members  of  the  Hospital  Asso- 
ciation. 

The  following  paragraph  would  read,  “Six  mem- 
bers of  the  Board  shall  constitute  a quorum,”  in- 
stead of  “five  members,”  as  the  Act  now  reads — 
all  of  this  for  the  welfare  of  the  people  of  the  State 
of  Tennessee. 

THE  SPEAKER:  That  is  referred  to  Dr.  Shof- 
ner. 

DR.  RALPH  H.  MONGER  (Knox  County): 
The  pathologists  of  the  State  of  Tennessee  recently 
organized  into  a section,  and  they  have  asked  that 
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I read  the  following  resolutions  to  the  House  of 
Delegates : 

SECTION  ON  PATHOLOGY 

Be  it  Resolved,  by  the  House  of  Delegates  of 
the  Tennessee  State  Medical  Association,  That  the 
Tennessee  State  Medical  Association  recognizes 
and  establishes,  as  one  of  the  sections  of  the 
Tennessee  State  Medical  Association,  a section 
known  as  Section  on  Pathology;  and  be  it 

Further  Resolved,  That  the  Tennessee  State 
Medical  Association  hereby  declares  the  practice 
of  pathology  to  be  a recognized  branch  of  the 
practice  of  medicine;  and  be  it 

Further  Resolved,  That  the  Tennessee  State 
Medical  Association  deplores  the  use  and  employ- 
ment of  unrecognized  and  unlicensed  practitioners 
of  pathology  by  the  members  of  the  Tennessee 
State  Medical  Association. 

THE  SPEAKER:  It  will  be  referred  to  Dr. 

Shofner’s  committee.  Are  there  any  other  reso- 
lutions? 

DR.  R.  N.  BUCHANAN  (Davidson  County): 

SOCIALIZATION  OF  MEDICINE 

The  Board  of  Directors  of  the  Nashville  Academy 
of  Medicine  and  the  Davidson  County  Medical 
Society  is  deeply  concerned  regarding  the  threat 
of  compulsory  sickness  insurance.  It  accepts  as 
principles  that  the  interest  of  the  patient  is  prior 
to  the  interest  of  the  individual  physician,  and  the 
interest  of  the  nation’s  health  is  prior  to  the  inter- 
est of  the  medical  profession. 

Federal  intervention  threatens  these  basic  rela- 
tionships by  placing  the  interest  of  politics  above 
those  of  both  patient  and  physician.  Federal  com- 
pulsory sickness  insurance,  by  altering  these  basic 
relationships,  will  lower  the  quality  of  medical 
practice  and  depress  the  level  of  the  public  health. 

The  present  and  past  leadership  of  the  American 
Medical  Association  is  to  be  wholeheartedly  com- 
mended for  their  staunch  opposition  to  federal  con- 
trol, and  the  Directors  of  the  Academy  urge  each 
and  every  member  of  this  Association  to  pay  the 
assessment  in  order  that  the  defense  of  these  es- 
sential principles  be  stoutly  maintained. 

A policy  of  defense,  however,  is  not  enough,  and 
a more  realistic  attitude  toward  the  health  program 
and  a positive  and  aggressive  program  initiated  by 
organized  medicine  are  essential  to  the  recapture 
of  our  traditional  leadership  in  the  field  of  health. 

The  Twelve-Point  Program  of  the  American 
Medical  Association  is  endorsed  and  commended, 
but  much  remains  to  be  done  before  these  general 
principles  can  come  into  being.  The  Board  of 
Directors,  therefore,  suggests  to  the  membership 
that  our  delegates  to  the  State  Society  be  instructed 
to  use  their  votes  and  the  influence  of  this  Society 
for  the  election  of  those  individuals  to  the  House 
of  Delegates  of  the  American  Medical  Association 
who  will  implement  the  spirit  of  this  resolution  in 
a positive  and  aggressive  manner. 

The  Board  of  Directors  is  clearly  conscious  of  the 
dangers  of  divisions  within  our  ranks  and  believes 
that  the  solidarity  of  our  organization  must  be 
maintained  and  strengthened,  as  it  is  the  only 
defense  of  those  principles  so  necessary  for  the 
advancement  of  the  nation’s  health.  This  essential 
solidarity  can  only  be  obtained  by  tolerant  discus- 
sion of  the  present  problem,  by  the  action  of  the 
constituted  democratic  processes  of  the  American 
Medical  Association,  and  by  all  members  loyally 
accepting  the  will  of  the  majority. 

This  resolution  has  the  unanimous  endorsement 
of  the  Nashville  Academy  of  Medicine. 

THE  SPEAKER:  What  is  the  resolution  of  this 
House? 


DR.  BUCHANAN:  It  suggests  that  the  mem- 
bership and  our  delegates  to  the  Society  be  in- 
structed to  use  their  votes  and  influence  in  this 
body  for  the  election  of  those  individuals  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation who  will  carry  out  these  principles. 

THE  SPEAKER:  It  is  referred  to  Dr.  Shofner. 

DR.  JOSEPH  JOHNSON,  JR.  (Hamilton  Coun- 
ty) : There  has  been  organized  a Tennessee  State 
Mental  Hygiene  Association,  an  organization  of 
laymen  and  physicians  which  is  concerned  with  the 
improvement  of  facilities  available  in  this  state  for 
care  of  persons  who  are  mentally  and  emotionally 
ill — a broad  program  of  public  education  l’egarding 
the  mentally  and  emotionally  ill  in  the  state. 

The  Tennessee  State  Medical  Association  recog- 
nizes  the  need  for  improvement  in  the  field  of  men- 
tal health,  and,  having  reviewed  the  constitution 
of  the  mental  health  organization,  a copy  of  which 
will  be  submitted  with  this  resolution,  endorses,  in 
principle,  the  Tennessee  State  Mental  Health  As- 
sociation. 

STATE  MENTAL  HYGIENE  ASSOCIATION 

I offer  this  in  the  form  of  a resolution,  to  be 
submitted  to  the  Resolutions  Committee.  This  is 
an  area  of  medical  care  at  the  moment  which  our 
profession,  if  it  is  to  advance  in  this  state,  must 
back;  and  we  must  back  this  work  lest  it  be 
picked  up  and  carried  on  by  basically  lay  people 
in  the  state.  There  are  physicians  on  the  board. 
It  is  an  endeavor  to  organize,  effectively,  a lay 
group.  I know  we  are  not  concerned  primarily 
with  lay  endeavors,  but  I bespeak  the  influence  of 
this  House  in  backing  this  organization.  I will 
submit  to  the  Resolutions  Committee  a copy  of  the 
resolution  and  the  constitution,  which  should  be 
reviewed  by  this  body. 

THE  SPEAKER:  So  ordered. 

Are  there  any  other  resolutions? 

Dr.  Buchanan  asked  permission  to  introduce  a 
resolution  regarding  support  of  a bill  pending  in 
Congress  to  permit  professional  men  to  invest  a 
portion  of  their  income  in  government  bonds.  The 
sums  so  invested  would  be  exempt  from  taxation 
until  maturity  of  the  bonds. 

Speaker  Zemp  instructed  Dr.  Buchanan  to  write 
the  resolution  and  submit  it  to  Dr.  Shofner’s  com- 
mittee. 

A.  M.  A.  ASSESSMENT 

Secretary  Hardy  discussed  the  use  of  the  A.  M. 
A.  Assessment  and  the  appointment  of  a coordi- 
nating committee  to  direct  the  Educational  Cam- 
paign of  the  A.  M.  A.  The  Board  of  Trustees  of 
the  Tennessee  State  Medical  Association  has  ap- 
pointed Dr.  Chaney  as  the  Tennessee  member  of 
that  committee.  Dr.  Chaney  was  asked  to  report 
the  activities  of  the  Coordinating  Committee  and 
the  work  already  done  in  Memphis.  (This  report 
was  published  in  the  June  issue  of  the  JOURNAL.) 

Following  Dr.  Chaney’s  report,  Dr.  Jere  Crook 
told  of  the  campaign  in  the  area  of  the  Consolidated 
Medical  Assembly  of  West  Tennessee.  This  work 
has  been  addressing  Civic  Clubs  and  radio  ap- 
pearances. The  newspapers  (The  Commercial  Ap- 
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peal  and  The  Jackson  Sun)  have  been  very  gener- 
ous in  giving-  full  reports  of  these  meetings. 

Questions  were  asked  by  Dr.  C.  B.  Roberts  about 
how  the  education  assessment  was  to  be  spent. 
Dr.  Chaney  replied  that  the  state  office  could  sup- 
ply a reprint  of  Mr.  Whitaker’s  speech,  giving  full 
details. 

Dr.  R.  H.  Hutcheson  called  attention  to  several 
other  bills  now  pending  in  Congress  and  the  Ten- 
nessee Legislature. 

By  the  passage  of  these  bills  providing  payment 
by  the  state  for  hospitalization  of  the  so-called 
indigent,  the  State  would  enter  the  medical  field. 
By  raising  the  levels,  the  entire  field  would  be 
covered. 

Dr.  Dana  Nance  (Oak  Ridge)  asked  about  a 
newspaper  advertising  campaign  against  Socialized 
Medicine.  It  seemed  that  an  advertising  agency 
was  promoting  the  campaign  in  the  hope  that  the 
State  Medical  Association  would  finance  it.  The 
cost  would  amount  to  about  $7,500  per  day  for  a 
page  ad  in  every  paper  in  the  State.  The  pro- 
posed campaign  was  discussed  by  Dr.  E.  G.  Kelly 
(Shelby),  the  Speaker,  Dr.  Crook,  Dr.  Chaney,  and 
the  Secretary.  The  House  refused  to  hear  the 
details  of  the  campaign. 

NOMINATION  FOR  GENERAL 
PRACTITIONER 

Dr.  J.  Ray  Smith  (Henry  County)  nominated 
Dr.  John  Horace  McSwain  as  the  Tennessee  can- 
didate for  the  American  Medical  Association’s 
General  Practitioner  of  the  year.  Dr.  Smith  read 
a biographical  sketch  of  Dr.  McSwain. 

Dr.  Jere  Crook  seconded  the  nomination,  adding 
many  reasons  why  Dr.  McSwain  should  be  elected. 

A.  M.  A.  CITATION  OF  A LAYMAN  FOR 
DISTINGUISHED  SERVICE 

Dr.  Hardy  called  attention  to  the  fact  that  the 
American  Medical  Association  annually  gives  a 
citation  to  a layman  for  distinguished  service  in 
contributing  to  the  achievement  of  the  ideals  of 
American  Medicine.  For  this  citation,  0.  W.  Hy- 
man, Ph.D.,  Vice-President  of  the  University  of 
Tennessee  and  Dean  of  the  School  of  Medicine,  was 
proposed.  After  some  discussion  it  was  voted  that 
a special  committee  be  appointed  by  the  Board  of 
Trustees  to  make  nominations  for  both  the  General 
Practitioner’s  Award  and  the  Layman’s  Citation. 

ADVISORY  COMMITTEE  TO  THE 
AUXILIARY 

Dr.  Daugh  W.  Smith  (Davidson)  moved  that 
the  House  of  Delegates  empower  the  Board  of 
Trustees  to  appoint  an  Advisory  Committee  to  the 
Woman’s  Auxiliary  to  the  Tennessee  State  Medical 
Association.  Motion  seconded  by  Dr.  H.  B.  Everett 
(Shelby).  The  matter  was  referred  to  the  Reso- 
lutions Committee. 

ORTHOPEDIC  FEES 

Dr.  Jarrell  Penn  (Knox)  stated  that  the  sched- 
uled fees  provided  in  the  Tennessee  prepayment 


medical  care  plan  were  not  satisfactory  to  the 
Orthopedic  Surgeons. 

Dr.  Penn  was  instructed  to  discuss  this  matter 
with  the  Committee  on  Resolutions. 

FELLOWSHIP  HOUR 

Dr.  A.  M.  Patterson  announced  that  the  Hamil- 
ton County  delegation  invites  the  House  of  Dele- 
gates to  a fellowship  hour  at  5 P.M.  in  the  Patten 
Hotel. 

AMENDMENTS  TO  “THE  TENNESSEE  PLAN” 

DR.  D.  W.  SMITH:  I would  like  to  introduce 
a motion  to  change  Article  XVI  of  the  Objectives 
and  Principles  of  the  Surgical  Plan,  that  the  in- 
surance company  authorized  to  sell  the  Tennessee 
Surgical  Plan  may,  at  its  discretion,  offer  addi- 
tional allied  coverages,  to  wit,  hospitalization,  ac- 
cident and  health,  and  medical.  This  provision 
shall  apply  to  groups  averaging  twenty-five  persons 
or  less  during  the  previous  fiscal  year. 

It  is  further  provided  that,  in  these  instances,  it 
shall  be  made  clear  in  the  policies  to  the  insured 
that  the  additional  plans  are  not  a part  of  the 
Tennessee  Surgical  Plan  sponsored  by  the  Ten- 
nessee State  Medical  Association. 

THE  SPEAKER:  That  will  go  as  a resolution 
to  Dr.  Shofner. 

ANESTHETIC  FEE  DELETED 

DR.  DAUGH  W.  SMITH:  Mr.  Chairman,  I would 
like  to  introduce  this  in  the  form  of  a resolution: 
That  the  fee  schedule  for  anesthesia,  of  the  Ten- 
nessee Surgical  Plan,  be  omitted. 

UNITED  MINE  WORKERS  WELFARE  FUND 

Dr.  Shofner  (Davidson)  presented  a letter  from 
Dr.  John  D.  Winebrenner,  Area  Medical  Adminis- 
trator. 

(This  letter  was  published  in  the  February  issue 
of  the  Journal.) 

In  view  of  the  desire  expressed  to  have  a com- 
mittee from  the  Tennessee  State  Medical  Associa- 
tion to  work  in  cooperation  with  this  Fund,  I move 
that  we  appoint  such  a committee. 

THE  SPEAKER:  This  communication  will  take 
its  proper  course  and  will  be  referred  to  the  Chair- 
man of  the  Board  of  Trustees,  Dr.  Smith,  who  has 
the  authority  to  appoint  the  committee. 

RESOLUTION  ON  ANESTHESIA 

Dr.  R.  H.  Haralson  (Blount)  introduced  the 
following  resolution : 

“Resolved,  That  the  House  of  Delegates  go  on 
record  as  recognizing  the  practice  of  anesthesiology 
as  a part  of  the  practice  of  medicine.” 

THE  SPEAKER:  The  resolution  will  be  re- 

ferred to  the  proper  committee. 

REMARKS  BY  DR.  E.  T.  NEWELL 

Dr.  E.  T.  Newell  (Chattanooga)  emphasized  the 
importance  of  Dr.  Chaney’s  report  on  the  Educa- 
tional Campaign  and  discussed  the  increased  cost 
of  hospitalization,  commenting  especially  on  Dr. 
Hutcheson’s  remarks. 
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ADJOURNMENT 

The  House  adjourned  at  noon  to  meet  at  9 A.M. 
Tuesday,  April  12. 

TUESDAY  MORNING  SESSION 
APRIL  12,  1949 

The  second  session  convened  at  9:20  A.M. 

Dr.  E.  R.  Zemp  presiding.  House  called  to  order. 
Secretary  called  roll.  Speaker  Zemp  declared  a 
quorum  present  and  the  house  open  for  business. 

COMMITTEE  ON  A.  M.  A.  AWARDS 

Dr.  J.  R.  Smith  (Henry)  announced  the  Trustees 
had  appointed  Drs.  Charles  Henry  (Chattanooga), 
John  M.  Lee  (Nashville),  and  J.  Ray  Smith  (Paris) 
as  a committee  to  consider  Tennessee’s  nominations 
for  the  A.  M.  A.  Awards.  The  committee  presented 
its  report:  Dr.  John  Horace  McSwain,  General 

Practitioner  of  the  Year,  and  O.  W.  Hyman,  Ph.D., 
Vice-President  of  the  University  of  Tennessee  and 
Dean  of  the  School  of  Medicine,  outstanding  lay- 
man who  has  contributed  to  the  Advancement  of 
Medicine. 

The  nominations  were  referred  to  the  commit- 
tee. 

FIFTH  DISTRICT  COUNCILOR 

Secretary  Hardy  stated  that  councilors  were 
elected  last  year  for  the ' odd-numbered  districts. 
The  Fifth  District  councilor  elected  last  year  lived 
in  the  Seventh  District,  and  therefore  could  not 
serve.  The  Nominating  Committee  was  instructed 
to  nominate  a qualified  councilor  for  the  Fifth  Dis- 
trict, in  addition  to  the  even-numbered  councilors. 

SUPPLEMENTAL  REPORT  OF  TREASURER 

DR.  DAUGH  W.  SMITH:  Mr.  Speaker,  this  is 
a supplemental  report  to  that  which  was  published 
in  the  JOURNAL.  This  report  extends  through 
March  31 : 

Balance  on  hand  as  of  March  31  $49,108.03 

Less  assessments  due  the  American 

Medical  Association  16,725.00 

Leaving  a balance  of  $32,383.03 

This  is  the  cash  or  current  fund.  This  does  not 
include  the  investments  which  are  covered  in  the 
report  which  was  published  in  the  JOURNAL. 

THE  SPEAKER:  Will  someone  move  that  the 
supplemental  report  be  accepted? 

DR.  ARTHUR  R.  PORTER  (Shelby):  I move 
this  report  be  accepted. 

DR.  DANA  NANCE  (Roane):  I second  the 

motion. 

(The  motion  was  put  to  vote  and  carried.) 

E.  E.  N.  & T.  FEE  SCHEDULE 

Dr.  J.  B.  Stanford  (Memphis)  stated  that  the 
E.  E.  N.  T.  men  were  not  satisfied  with  the  schedule 
of  fees  of  the  Tennessee  Prepayment  Surgical  Plan. 
The  Tennessee  Academy  of  Ophthalmology  and 
Otolaryngology  yesterday  appointed  a committee 
to  submit  a revised  schedule  of  fees.  The  report 
of  the  committee  was  filed  with  the  Secretary  for 
future  discussion. 


REPORT  OF  THE  COMMITTEE  ON  REPORTS 
OF  OFFICERS 

DR.  ARTHUR  R.  PORTER:  “Report  of  Com- 
mittee on  Reports  of  Officers:  Our  committee  has 
reviewed  the  reports  of  the  Secretary,  Assistant 
Secretary  and  the  Treasurer.  We  find  them  all  in 
order  and  recommend  their  approval.  The  reports 
were  up  to  the  thirty-first  day  of  December.” 

THE  SPEAKER:  What  will  we  do  with  the 

report? 

DR.  PORTER:  I move  we  accept  the  report. 

DR.  EDWARD  T.  NEWELL  (Chattanooga):  I 
second  the  motion. 

THE  SPEAKER:  Any  discussion?  All  in  favor 
say  “aye”;  so  ordered. 

REPORT  OF  COMMITTEE  ON  REPORTS  OF 
COMMITTEES 

DR.  J.  B.  STANFORD  (Memphis): 

Mr.  Speaker,  for  several  years  past  your  Com- 
mittee on  Reports  of  Committees  has  been  rather 
critical  of  the  efforts,  or  lack  of  effort,  on  the  part 
of  your  committees.  This  year,  however,  we  wish 
to  commend  the  committees  and  their  chairmen  on 
the  excellent  work  and  reports. 

We  wish,  particularly,  to  commend  the  work  of 
the  Committee  on  Emergency  Medical  Service,  and 
to  congratulate  them  on  what  is  apparently  a con- 
tinuous service.  We  were  distressed  at  the  re- 
ported lack  of  patriotism  and  gratitude  on  the  part 
of  some  of  the  younger  physicians.  We  recommend 
that  individual  and  collective  efforts  be  made  to 
combat  such  attitudes  in  our  profession. 

Your  committee  also  recommends  the  continua- 
tion of  the  publication  of  committee  reports  prior  to 
the  meeting  of  the  Association. 

We  move  that  all  committee  reports,  as  published, 
and  as  supplemented,  be  accepted. 

Respectfully  submitted, 

James  B.  Stanford, 
Daugh  W.  Smith, 

W.  J.  Sheridan. 

DR.  EVERETT : I second  the  motion. 

THE  SPEAKER:  Any  discussion?  All  in  favor 
say  “aye”;  so  ordered. 

REPORT  OF  COMMITTEE  ON  RESOLUTIONS 

DR.  N.  S.  SHOFNER  (Nashville) : Mr.  Speaker, 
we  had  quite  a number  of  resolutions  to  consider, 
and  I hope  that  we  have  worked  them  over  care- 
fully. I do  not  have  them  in  the  exact  order  that 
they  were  presented,  but  I will  read  them  off  as 
they  come. 

UNITED  MINE  WORKERS  WELFARE 

The  first  one  was  the  letter  from  Dr.  Winebren- 
ner  in  regard  to  the  United  Mine  Workers’  pro- 
posal. This  committee  approved  the  recommenda- 
tions of  Dr.  Winebrenner,  to  the  effect  that  the 
state  appoint  a committee  of  doctors  to  cooperate 
with  the  United  Mine  Workers  Welfare  Fund,  in 
order  to  take  care  of  miners’  illnesses.  The  com- 
mittee approved  that. 

DR.  JERE  L.  CROOK  (Jackson)  : I move  the 

resolution  be  adopted. 

DR.  E.  T.  NEWELL  (Chattanooga):  I second 
the  motion. 

THE  SPEAKER:  We  are  ready  for  discussion. 
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I will  ask  Di\  Acuff  if  he  will  tell  us  a little  about 
that  Oak  Ridge  Plan,  because  he  is  very  familiar 
with  it. 

DR.  HERBERT  ACUFF  (Knox  County):  “Mr. 
Speaker,  I think  this  is  one  of  the  fine  ways  in 
which  we  can  combat  socialized  medicine,  inasmuch 
as,  under  the  United  Mine  Workers  Fund,  they 
ask  no  favors  whatsoever,  but  do  it  on  a fee-for- 
service  basis.  All  of  the  Knoxville  and  East  Ten- 
nessee men  who  are  working  in  that  coal  area  up 
there  are  sending  their  bills  in  on  a regular  basis, 
and,  so  far,  there  has  been  no  question  about  it. 

I think  it  is  a very  fine  way  to  operate,  and  I think 
if  more  of  these  organizations  would  render  that 
sort  of  service  to  us,  and  courtesy  to  us,  it  would 
be  far  better  than  some  of  the  plans  that  are  pre- 
sented to  us  on  an  insurance  level.  I heartily 
commend  the  broad  view  that  Dr.  Winebrenner  has 
presented  to  us. 

DR.  NEWELL:  Mr.  Chairman,  I want  to  com- 
mend everything  that  Dr.  Herbert  Acuff  has  said. 

I have  had  considerable  business  with  these  people, 
and  I have  found  it  very  satisfactory.  At  first, 
there  was  quite  a bit  of  red  tape  that  had  to  be 
gone  through;  you  have  to  get  used  to  their  forms 
and  the  way  they  want  these  things  carried  out. 
In  emergency  work,  you  have  to  telephone  the 
doctor  in  Knoxville  and  get  in  touch  with  him,  and 
you  will  find,  if  it  is  a real  emergency,  that  he  is 
willing  to  cooperate  with  you.  I think,  as  Dr.  Acuff 
has  said,  that  it  is  a very  good  thing. 

THE  SPEAKER:  Any  other  discussion?  All 

in  favor  of  this  motion  say  “aye”;  opposed,  “no.” 
It  is  accepted. 

THANKS  TO  THE  GOVERNOR  AND 
GENERAL  ASSEMBLY 

DR.  SHOFNER:  The  next  resolution  was  one 

presented  by  Dr.  Hamilton.  It  simply  was  a reso- 
lution expressing  our  gratitude  to  the  Governor 
and  the  General  Assembly  for  their  careful  con- 
sideration of  measures  affecting  the  ethical  prac- 
tice of  medicine.  We  approve  that,  and  I move 
the  adoption  of  that. 

DR.  HERBERT  ACUFF:  I second  the  motion. 

THE  SPEAKER:  I hardly  think  that  needs 

any  discussion;  but  if  anybody  wants  discussion, 
it  is  all  right.  All  in  favor  say  “aye”;  opposed, 
“no.”  So  ordered. 

DR.  SHOFNER:  Mr.  Speaker,  I would  like  to 
add  a motion,  that  the  Secretary  be  instructed  to 
wire  this  to  the  Governor,  in  view  of  the  fact  that 
the  Legislature  is  about  to  adjourn. 

THE  SPEAKER:  We  will  order  that. 

DR.  SHOFNER:  The  next  one  is  a similar  res- 
olution presented  by  Dr.  Crook,  thanking  the  Leg- 
islature for  their  patriotic  action  in  condemning 
Senate  Bill  5.  We  approve  that  and  recommend 
its  adoption.  I move  its  adoption,  and  move,  fur- 
ther, that  the  Secretary  send  a wire  to  the  State 
Legislature. 

DR.  EVERETT : I second  the  motion. 

THE  SPEAKER:  Any  discussion?  All  in  favor 
say  “aye”;  opposed,  “no.”  Carried. 


ADVISORY  COUNCIL  TO  WOMAN’S 
AUXILIARY 

DR.  SHOFNER:  The  next  resolution,  presented 
by  Dr.  D.  W.  Smith,  would  empower  the  Board  of 
Trustees  to  appoint  an  Advisory  Council  to  the 
Woman’s  Auxiliary.  We  approve  that,  and  move 
its  adoption. 

DR.  ACUFF : I second  the  motion. 

THE  SPEAKER:  That  is  a very  important 

thing,  because  those  women  are  going  to  do  an 
awful  lot  of  work  for  us  against  this  socialized 
medicine.  If  anybody  wants  to  discuss  it  or  em- 
phasize it,  now  is  your  opportunity.  If  not,  I 
think  we  all  agree.  All  in  favor  say  “aye”;  op- 
posed, “no.”  Carried. 

RESOLUTION  AGAINST  COMPULSORY 
INSURANCE 

DR.  SHOFNER:  The  next  resolution  was  one 
presented  by  Dr.  Buchanan  on  behalf  of  the  Nash- 
ville Academy  of  Medicine.  I suppose  you  remem- 
ber that.  It  referred  to  the  threat  on  compulsory 
health  insurance,  and  “we  urge  each  and  every 
member  of  the  Association  to  pay  the  assessment 
in  order  that  the  defense  of  these  principles  may 
be  stoutly  maintained.” 

Our  committee  approved  that,  and  I move  its 
adoption. 

(The  motion  was  seconded  by  several.) 

THE  SPEAKER:  Any  discussion?  All  in  favor 
say  “aye”;  opposed,  “no.”  Carried. 

ANESTHESIA  FEES 

DR.  SHOFNER:  The  next  is  a motion  by  Dr. 
D.  W.  Smith:  “I  move  that  the  fee  schedule  for 
anesthesia  in  the  Tennessee  Surgical  Plan  be 
omitted.”  Our  committee  approved  that  and 
recommended  that  it  be  referred  to  the  Insurance 
Committee.  If  you  would  like  any  discussion  of 
that,  I can  give  you  some  of  the  background.  If 
not,  I will  not  say  anything  more  about  it.  I move 
the  adoption  of  this. 

DR.  W.  C.  CHANEY : I second  the  motion. 

THE  SPEAKER:  Any  discussion?  All  in  favor 
say  “aye”;  opposed,  “no.”  Carried. 

ANESTHESIOLOGY 

DR.  SHOFNER:  The  next  one  is  a resolution 
by  Dr.  Haralson,  which  he  slightly  modified  after 
the  committee  got  it,  and  I think  I should  read  it 
as  he  left  it  with  us:  “That  the  House  of  Dele- 
gates go  on  record  as  recognizing  the  practice  of 
anesthesiology  as  a part  of  the  practice  of  medi- 
cine.” In  the  original  resolution,  he  had  an  addi- 
tional phrase,  “as  pertains  to  the  Insurance  Plan.” 
He  deleted  that,  and  so  it  stands  now,  “go  on  record 
as  recognizing  the  practice  of  anesthesiology  as  a 
part  of  the  practice  of  medicine.” 

Our  committee  approved  that  resolution,  and  I 
move  its  adoption. 

DR.  CHANEY : I second  the  motion. 

THE  SPEAKER:  Any  discussion? 

DR.  HAROLD  BOYD  (Shelby  County) : I would 
like  to  ask  if  this  implies  that  a nurse  will  not  be 
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permitted  to  give  an  anesthetic  because  she  is  not 
a doctor  and,  therefore,  is  not  legally  entitled  to 
practice  medicine.  Does  that  imply  that? 

DR.  SHOFNER:  Doctor,  the  implications  of  this 
may  be  great.  I do  not  know  what  all  they  may  be. 
We  discussed  this  with  Dr.  Haralson.  He  was 
present  and  met  with  this  committee.  Of  course, 
our  position  was  that,  when  you  say  the  practice 
of  anesthesiology  is  a part  of  the  practice  of  medi- 
cine, you  might  as  well  say  that  two  and  two  make 
four,  it  is  so  obvious.  You  cannot  controvert  that 
statement. 

Our  feeling  is  that,  although  it  is  a part  of  the 
practice  of  medicine,  it  is  a part  of  the  practice 
of  medicine  in  the  same  way  that  laboratory  tech- 
nique is  the  practice  of  medicine.  You  can  have 
technicians  who  do  your  blood  counts,  your  Was- 
sermann’s,  your  blood  chemistry;  that  certainly  is 
part  of  medicine,  there  is  no  denying  that,  but  it 
is  being  done  under  the  supervision  of  the  doctor 
and  the  doctor  is  responsible. 

The  doctor  is  responsible  for  the  anesthetic  and 
can  be  sued  in  case  of  malpractice — and  doctors 
have  been  sued  for  deaths  under  anesthesia. 

What  the  consequences  of  this  resolution  may 
be,  I am  not  prepared  to  say.  Dr.  Haralson,  who 
is  an  anesthesiologist,  stated  unequivocally  that  he 
thought  nurse  anesthetists  had  a place,  that  they 
were  useful  and  should  be  continued.  He  believes, 
however,  that  the  specialty  of  anesthesiology  for 
doctors  should  be  developed  more  and  more.  That, 
I think,  is  my  own  attitude,  that  they  should  be 
developed  more  but,  certainly,  as  a practical  mat- 
ter, we  could  not  possibly  rule  out  nurse  anesthet- 
ists now.  I,  myself,  would  have  to  quit  operating 
if  that  were  true,  and  I imagine  a great  many 
others  would,  too. 

DR.  CROOK:  What  is  the  object  of  the  thing, 
if  it  does  not  mean  anything? 

DR.  SHOFNER:  That  is  the  thing  I do  not 

know,  sir. 

DR.  CROOK:  You  say  that  two  and  two  make 
four;  that  is  all  right,  but  why  put  it  in? 

DR.  A.  M.  PATTERSON  (Chattanooga):  It 

seems  there  is  a lack  of  definition  there.  He  says 
“anesthesiology,”  but  he  says  nothing  about  the 
administration  of  an  anesthetic,  and  I do  not  see 
that  it  means  anything.  The  practice  of  anesthe- 
siology means  the  whole  field — taking  the  respon- 
sibility, passing  on  whether  a fellow  is  a good  risk, 
and  maintaining  him — whereas  you  can  get  a nurse 
to  administer  the  anesthetic  for  you.  The  doctor 
is  doing  all  that,  and  I do  not  think  that  applies. 

DR.  SHOFNER:  You  mean  you  think  it  does 
not  mean  anything  different? 

DR.  PATTERSON:  No;  she  is  administering 

the  anesthetic.  The  doctor  is  doing  the  anesthesi- 
ology. 

THE  SPEAKER:  You  may  move  the  adoption 
or  rejection  of  this,  as  you  like. 

DR.  SHOFNER:  I move  the  adoption  of  it. 

DR.  E.  G.  CAMPBELL  (Shelby  County)  : I sec- 
ond the  motion. 


THE  SPEAKER:  I would  like  to  have  this 

discussed  pretty  freely.  This  has  some  power  in  it. 

DR.  STANFORD:  Mr.  Speaker,  I do  not  see 

how  you  can  vote  against  the  thing,  or  you  rule 
them  out  of  the  medical  profession. 

THE  SPEAKER:  And  if  you  vote  for  it — 

DR.  STANFORD:  It  does  not  mean  anything. 

THE  SPEAKER:  It  gives  them  a wedge. 

DR.  STANFORD:  I think  we  should  pass  the 
resolution.  I do  not  know  why  it  was  introduced, 
but  I think  we  ought  to  pass  it. 

DR.  EVERETT:  Mr.  Speaker,  this  matter  was 
handled  a number  of  years  ago  in  the  House  of 
Delegates  of  the  American  Medical  Association  and 
was  passed  just  as  this  resolution  reads.  That  is, 
it  states  that  anesthesiology  and  pathology,  X-ray 
technicians  or  X-ray  examinations,  are,  in  the 
judgment  of  the  House  of  Delegates  of  the  A.  M. 
A.,  the  practice  of  medicine.  So,  I think  that  the 
resolution  is  correct  as  it  is.  A nurse  who  is  acting 
under  the  direct  supervision  of  the  doctor,  who  is 
responsible  for  the  anesthetic,  becomes  his  agent 
at  that  time,  and  I think  you  might  get  around  it 
that  way;  but  I think  this  resolution  is  correct, 
according  to  their  interpretation. 

DR.  DANA  NANCE:  Mr.  Speaker,  it  is  ob- 

vious, as  Dr.  Shofner  has  said,  that  the  practice 
of  anesthesiology  is  a part  of  the  practice  of 
medicine.  That,  however,  is  not  the  crux  of  this 
resolution.  The  crux  of  this  resolution — and  I see 
no  reason  for  beating  around  the  bush  about  it — 
is  the  fear  on  the  part  of  anesthesiologists,  roent- 
genologists, and  pathologists,  that  hospitals  are 
entering  into  the  practice  of  medicine.  That  is 
what  is  behind  it.  There  is  a practice,  as  you 
know,  in  many,  many  of  the  hospitals  in  this  state, 
and  elsewhere,  of  employing  doctor  anesthetists  on 
a salary,  which  the  constituent  organizations,  the 
roentgenologists’  association  and  the  anesthesiolo- 
gists’ association,  deprecate. 

They  are  also,  of  course,  employing  nurse  anes- 
thetists, but  I believe  that  what  is  behind  this 
motion  is  the  fear  that  the  trend  is  that  way,  to- 
ward making  anesthesiologists  salaried  workers. 
That  is  what  they  fear  they  are  being  pushed  into 
and,  therefore,  they  want  this  motion  passed.  I 
do  not  know  whether  that  clarifies  what  is  behind 
it,  but  I am  quite  sure,  for  myself,  that  that  is 
behind  it. 

DR.  PORTER:  Mr.  Speaker,  the  administration 
of  anesthesia  is  a part  of  the  practice  of  medicine; 
none  of  us  can  deny  that,  and  neither  can  we  deny 
that  we  let  that  part  of  it  slip  through  our  fingers 
some  twenty  or  twenty-five  years  ago.  We  cannot 
recover  it  in  one  step.  Therefore,  in  talking  of 
the  medical  service  plan  in  the  past  years,  I have 
always  insisted  that  the  practice  of  anesthesiology, 
the  administration  of  anesthesia,  should  remain  on 
the  doctor’s  side  of  this  insurance  plan,  in  order 
that  we  could  gradually  get  it  back  into  the  fold 
where  it  belongs. 

If  we  delete  it  from  the  plan,  we  have  lost  it  for 
good,  I am  afraid;  so  let  us  keep  it  in  the  plan  and 
modify  it  to  fit  other  fees,  if  they  are  not  in  the 
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right  proportion,  but  at  least  keep  it  in  the  plan 
and  work  it  out  some  way.  There  must  be  some 
way  to  work  it  out  and  gradually  get  it  back  in 
the  control  of  the  doctors,  where  it  really  belongs. 

THE  SPEAKER:  It  seems  to  me  that  this  mo- 
tion is  self-evident.  It  is  just  like  voting  that 
Truman  is  President.  We  may  vote  with  sorrow, 
but,  then,  he  is  President  just  the  same.  It  is  a 
self-evident  fact  that  anesthesiology  is  a part  of 
the  practice  of  medicine.  Unless  there  is  some- 
thing else  in  it,  to  say  it  is  a part  of  the  practice 
of  medicine  is  all  right. 

Are  you  ready  for  the  question?  All  in  favor 
say  “aye”;  opposed,  “no.”  We  will  have  to  have 
a division.  All  in  favor  stand  up.  Be  seated.  All 
opposed  stand  up.  The  “ayes”  have  it,  and  so  we 
solemnly  declare  that  anesthesia  is  a part  of  the 
practice  of  medicine. 

THE  NURSES  BILL 

DR.  SHOFNER:  The  next  resolution  is  a reso- 
lution presented  by  Dr.  Newell,  in  regard  to  the 
Tennessee  Board  of  Nursing.  I will  not  read  that, 
unless  you  ask  me  to.  I think  you  are  familiar 
with  it.  The  committee  approved  the  principle  of 
the  thing  in  the  beginning.  We  were  uncertain 
whether  it  would  be  better  to  pass  this  as  a reso- 
lution and  have  it  sent  on  in  to  the  Legislature, 
or  to  ask  our  legislative  representatives  to  try  to 
maneuver  the  thing  through. 

After  consultation  with  Dr.  Newell,  the  commit- 
tee agreed  that  it  should  be  approved,  and  I move 
the  adoption  of  this  resolution. 

DR.  E.  G.  CAMPBELL  (Shelby  County):  I 

second  the  motion. 

THE  SPEAKER:  Is  there  any  discussion? 

DR.  ARTHUR  R.  PORTER:  Mr.  Speaker,  this 
question  involves  the  same  principle;  that  is,  the 
control  of  the  practice  of  medicine  should  rest  in 
the  hands  of  the  doctors  and  not  let  one  bit  of  it 
slip  away  from  us  again.  We  have  already  let 
too  much  of  it  slip  away  from  us,  and  here  is 
another  example  of  it.  I want  to  see  the  doctors 
back  in  control  of  the  practice  of  medicine  all  the 
way  through;  so,  let’s  put  this  over,  if  possible, 
and  get  back  the  control  that  we  have  already  lost. 

THE  SPEAKER:  Is  there  any  other  discussion? 
All  in  favor  say  “aye”;  opposed,  “no.”  So  ordered. 

PATHOLOGY 

'DR.  SHOFNER:  The  next  is  a resolution  pre- 
sented by  Dr.  Monger: 

Resolved,  That  the  Tennessee  State  Medical  As- 
sociation declares  the  practice  of  pathology  to  be 
a recognized  branch  of  the  practice  of  medicine; 
and  be  it 

Further  resolved,  That  the  Tennessee  State  Med- 
ical Association  deplores  the  use  and  employment 
of  unrecognized  and  unlicensed  practitioners  of 
pathology  by  the  members  of  the  Tennessee  State 
Medical  Association. 

The  first  paragraph,  which  I did  not  read,  is: 
“Be  it  Resolved,  by  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association,  That  the 
Tennessee  State  Medical  Association  recognizes  and 


establishes  as  one  of  the  sections  of  the  Tennessee 
State  Medical  Association  a section  known  as  the 
Section  on  Pathology.” 

The  committee  considered  this  and  approved  the 
above  principles,  and  recommends  that  the  Board 
of  Trustees  study  the  feasibility  of  establishing 
such  a section. 

I move  the  adoption  of  that. 

DR.  PORTER:  I second  the  motion. 

THE  SPEAKER:  Any  discussion?  Personally, 
I think  they  are  just  a bunch  of  snoops  that  turn 
your  diagnosis  upside  down. 

Are  you  ready  for  the  question?  All  in  favor 
say  “aye”;  so  ordered. 

TIE-IN  SALES  WITH  THE  TENNESSEE  PLAN 

DR.  SHOFNER:  The  next  is  a resolution  pre- 
sented by  Dr.  D.  W.  Smith,  and  this  required  a 
good  deal  of  study  on  our  part.  We  did  not  un- 
derstand the  full  meaning  of  this  when  it  was  first 
presented  to  us,  and  then  we  later  had  a meeting 
at  which  we  invited  one  of  the  insurance  company 
representatives  to  be  present.  I think  I should 
explain  it  somewhat,  because  you  may  be  in  the 
same  position  we  wei’e  before  we  had  this  later 
discussion. 

The  resolution  says:  “An  insurance  company,. 

in  order  to  sell  the  Tennessee  Surgical  Plan,  may, 
at  its  discretion,  offer  additional  allied  coverages, 
to  wit,  hospitalization,  accident  and  health,  and 
medical.  This  provision  shall  apply  to  groups, 
averaging  twenty-five  persons  or  less  during  the 
previous  fiscal  employment  year.  It  is  further 
provided  that,  in  these  instances,  it  shall  be  made 
clear  in  the  policy  to  the  insured  that  the  addi- 
tional parts  are  not  a part  of  the  Tennessee  Sur- 
gical Plan  sponsored  by  the  Tennessee  State  Med- 
ical Association.” 

In  explanation  of  that,  Article  XVI  of  the  Ob- 
jectives and  Principles  of  the  Insurance  Plan  states 
that  the  insurance  representatives  may  not  solicit 
for  other  types  of  insurance  at  the  same  time  that 
they  are  soliciting  sales  for  this  Tennessee  Surgical 
Plan.  The  insurance  companies  say  that  that  is 
quite  all  right  in  large  groups,  that  they  do  not 
care  about  soliciting  for  other  insurance  in  groups 
of  twenty-five  or  more;  but  in  twenty-five  or  less, 
the  cost  of  the  solicitation  and  of  the  bookkeeping, 
the  sending  out  of  statements,  and  the  various  over- 
head charges,  will  be  so  great  that  their  agents  will 
not  work  this  field,  and  there  will  not  be  many 
sales  of  this  insurance  plan  to  people  who  are  not 
in  the  larger  groups,  unless  they  are  permitted  also 
to  offer  these  people  another  type  of  insurance  at 
the  same  time,  which  will  make  it  worth  the  agent’s 
while  to  work  that  group. 

They  made  it  very  clear  that  they  were  willing 
to  sell  it,  but  they  did  not  think,  as  a matter  of 
practical  application,  that  they  could  sell  it.  They 
could  not  get  agents  to  devote  their  time  to  it.  It 
would  not  be  worth  while  to  sell  a man  a policy 
carrying  a 50-cents-a-month  premium,  approxi- 
mately; they  just  could  not  make  anything  and 
they  would  not  do  it.  The  committee,  after  having; 
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discussed  that  with  the  insurance  representatives, 
approved  this  recommendation,  and  I move  its 
adoption. 

DR.  DANA  NANCE:  I second  the  motion. 

THE  SPEAKER:  Is  there  any  discussion? 

DR.  DAUGH  W.  SMITH:  Mr.  Chairman,  I 

think  most  of  you  realize  that  better  than  50  per- 
cent of  the  people  employed  fall  in  the  group  un- 
der twenty-five.  In  other  words,  more  than  50 
per  cent  of  the  employees  of  the  state  are  em- 
ployed in  groups  under  twenty-five.  Some  say  as 
much  as  70  per  cent  of  the  employees  fall  in  groups 
of  less  than  twenty-five. 

If  we  cover,  in  this  plan  of  ours,  only  30  per- 
cent of  the  employees  of  the  state,  it  is  a complete 
failure.  Therefore,  if  it  is  not  made  economically 
possible  for  the  salesman  to  solicit,  groups  of  two, 
five,  thirteen,  and  whatever  the  number  may  be,  I 
think  our  plan  will  be  a complete  flop.  I urge  you 
to  modify  this  Section  XVI  to  make  it  possible  for 
every  individual,  who  wants  it,  to  obtain  it  at  a 
rate  within  his  means. 

DR.  PORTER:  Mr.  Speaker,  may  I ask  a ques- 
tion, for  information?  Will  it  be  possible  for  the 
insurance  company  to  use  that  excuse  to  compel 
the  prospective  customer  to  buy  these  other  insur- 
ances, along  with  it?  He  may  solicit,  but  he 
cannot  use  it  as  a compulsory  measure;  is  that 
the  idea?  In  other  words,  can  he  refuse  to  sell  a 
group  the  medical  service  plan  unless  that  group 
buys  other  insurance? 

DR.  SMITH  : That,  we  do  not  know.  It  is  up 
to  the  insurance  plan. 

DR.  R.  B.  WOOD  (Knox  County):  Mr.  Chair- 
man, I asked  that  same  question  last  evening  of 
one  of  the  representatives  of  the  insurance  com- 
panies. I asked  him  directly  if  it  was  not  true 
that  their  salesmen  might,  at  some  time,  use  that 
as  a means  of  forcing  the  individual  to  buy  other 
insurance  in  order  to  get  the  Surgical  Plan;  and 
he  said  that,  of  course,  it  was  not  the  intent  to 
utilize  that,  but  they  did  want  to  use  it  in  certain 
instances. 

The  main  object,  I think,  in  their  asking  for 
this  is  in  order  to  be  able  to  pay  their  agents  a 
reasonable  fee,  in  order  to  get  them  to  approach 
these  small  groups.  I think  we  all  realize  that 
there  will  not  be  very  much  money  in  it  for  the 
insurance  company;  there  will  not  be  much  incen- 
tive to  go  out  and  cover  these  small  organizations, 
those  that  are  employing  under  twenty-five  people. 
The  cost  of  writing  insurance  for  that  group  is 
high.  They  want  to  make  a little  profit  on  some- 
thing else  and,  in  certain  instances,  they  will  want, 
no  doubt,  to  utilize  our  plan  in  order  to  sell  a 
little  bit  more. 

THE  SPEAKER:  Any  further  discussion?  Are 
you  ready  for  the  question?  All  in  favor  say 
•“aye”;  opposed,  “no.”  It  is  carried. 

ORTHOPEDIC  FEE  SCHEDULE 

DR.  SHOFNER:  The  next  resolution  was  pre- 
sented by  Dr.  Penn,  of  Knoxville.  “I  move  that 
the  House  of  Delegates  permit  consideration  of 


possible  changes  in  the  fee  schedule  of  the  Surgical 
Plan  of  the  Tennessee  State  Medical  Association.” 

The  committee  considered  this,  and  it  is  true 
that,  without  any  resolution,  changes  can  be  con- 
sidered. That  was  in  the  original  setup  of  the 
plan.  Because  of  that  fact,  we  did  not  feel  it  was 
necessary  for  the  House  to  approve  that  particular 
thing;  but  this  was  referred  to  the  Insurance 
Committee  for  study  and  recommendation  of  any 
changes  that  might  be  suggested. 

I move  the  adoption  of  that. 

DR.  CHANEY : I second  the  motion. 

THE  SPEAKER:  Any  discussion? 

DR.  JARRELL  PENN  (Knox  County):  Just  by 
way  of  discussion,  the  orthopedic  group  was  in  a 
similar  situation  to  that  which  Dr.  Stanford  de- 
scribed for  the  eye,  ear,  nose,  and  throat  group; 
that  is  the  same  thing  we  wanted.  The  same 
provision  that  will  take  care  of  the  eye,  ear,  nose, 
and  throat  group  will  take  care  of  the  orthopedic 
group. 

DR.  SHOFNER:  I have  been  on  this  Insurance 
Committee,  and  a number  of  changes  have  been 
suggested.  Those  that  were  suggested,  particu- 
larly by  the  orthopedic  group,  did  not  come  within 
the  limits  that  had  been  set  by  this  House  for  fees. 
The  House  instructed  the  Insurance  Committee,  at 
the  last  session,  that  no  fee  could  be  raised  more 
than,  was  it  10  or  15  per  cent? 

DR.  HARDY : Twenty  per  cent. 

DR.  SHOFNER:  No  fee  could  be  raised  more 
than  20  per  cent,  and  no  fee  for  anything  should 
exceed  $175.  Those  limits  were  set  by  the  House. 
We  tried  to  revise  upward,  fees  that  had  been 
criticized,  and  did  within  those  limits.  That  still 
it  not  satisfactory,  in  the  main,  to  the  orthopedic 
group,  and  we  know  that.  However,  we  have  the 
thing  set  up,  it  is  ready  to  go,  and  it  seemed  to 
us  that  it  was  the  wish  of  the  House,  and  of  the 
State  Medical  Association  generally,  to  get  this 
plan  into  operation,  and  we  cannot  revise  it  too 
often.  There  is  provision  for  revision  of  it,  but 
if  we  revise  it  every  few  months,  pretty  soon  we 
are  not  going  to  have  anything  to  sell.  The  in- 
surance companies  will  not  be  able  to  keep  up 
with  our  changes. 

As  it  stands,  I think  it  will  have  to  go  on  as  it 
is  for  a year,  and  the  Insurance  Committee  is  not 
only  empowered,  but  instructed,  to  study  revisions 
as  time  passes.  That  is  the  way  it  stands  at 
present. 

DR.  HAROLD  BOYD  (Shelby  County):  Mr. 

Speaker,  I am  not  on  the  committee,  but  the  com- 
mittee from  the  State  Orthopedic  Society  was  in- 
structed that  we  would  have  to  have  some  action 
by  the  House  of  Delegates  before  we  were  allowed 
to  appeal  to  the  Insurance  Committee  for  a revi- 
sion of  fees,  and  all  we  wished  to  do  was  to  have 
the  right  to  appeal  for  the  revision  of  fees.  Fur- 
thermore, I should  like  to  state  that  we  are  in 
complete  agreement  with  the  fact  that  the  fee 
should  be  lower;  but  we  also  feel  that  the  fee 
should  be  commensurate.  For  instance,  we  do  not 
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think  it  is  quite  fair  to  pay  $35  for  the  treatment 
of  a fracture  of  both  bones  of  the  forearm,  which 
any  surgeon  here  will  admit  requires  a great  deal 
more  time  and  care  and  follow-up  than  an  appen- 
dectomy, when  under  the  same  insurance  policy  an 
appendectomy  pays  $100. 

Furthermore,  we  are  not  in  agreement  with  the 
fact  that  we  should  get  a fee  of  $10  for  a lacerated 
tendon  and  $5  for  each  additional  one.  Anybody 
here  who  has  done  any  tendon  surgery  will  realize 
that,  if  a man  comes  in  your  office  with  several 
flexor  tendons  in  the  hand  cut,  taking  care  of  them 
is  tedious  and  time-consuming,  compared  with  al- 
most any  general  surgical  procedure  that  you  might 
wish  to  name. 

These  fees  should  be  low,  but  they  should  be  on 
a commensurate  basis.  That  is  all  we  want,  and 
all  we  are  asking  for  is  that  you  give  us  per- 
mission to  appeal  to  the  Insurance  Committee  for 
adequate  revision  and  reconstruction  of  the  fee 
schedule. 

DR.  JERE  L.  CROOK:  Mr.  Chairman,  I would 
like  to  ask  a question.  Is  it  necessary  to  go  through 
the  House  of  Delegates  to  appeal  to  the  Insurance 
Committee  for  an  increase  in  the  rates  in  any  par- 
ticular division  of  the  fee  schedule  of  the  Tennessee 
Surgical  Plan? 

THE  SPEAKER:  No. 

DR.  CROOK:  It  is  not  necessary.  Then,  what 
the  doctor  is  asking  for  is  not  necessary. 

DR.  BOYD:  Mr.  Speaker,  we  were  instructed 

that  it  was  necessary,  and  that  is  the  reason  we 
introduced  the  resolution. 

THE  SPEAKER:  That  is  the  only  committee, 
the  only  place  that  you  can  appeal  to. 

DR.  SHOFNER:  Mr.  Speaker,  I believe  the 

answer  to  that  is,  you  might  say,  yes  and  no.  The 
committee  is  empowered  to  make  revisions  within 
certain  limits.  It  is  not  empowered  to  make  revi- 
sions other  than  within  those  limits. 

As  I said,  we  could  raise  any  fee  that  is  set  out 
in  the  original  schedule  as  much  as  20  per  cent, 
and  we  did  in  the  instance  of  the  orthopedic  cases. 
We  could  not  raise  any  fee  above  the  $175,  regard- 
less of  what  was  done.  Within  those  limits,  we 
could  act;  but  we  cannot  act  further  than  that. 

The  orthopedic  men  are  not  satisfied  and  I,  per- 
sonally, recognize  the  justice  of  their  complaints  in 
a great  many  of  those  fees.  My  thought  is  this, 
that  they  must  be  revised  sooner  or  later.  How- 
ever, we  did  not  get  any  schedule  from  the  ortho- 
pedic men  until  after  the  thing  was  pretty  well  set 
up.  We  had  committees  that  were  studying  it. 
Dr.  Billington,  in  Nashville,  I think,  communicated 
with  every  orthopedic  man  in  the  state,  and  we 
just  recently  got  some  figures. 

It  is  completely  within  the  power  of  this  assembly 
to  change  the  thing  right  now,  today,  but  if  we  do, 
that  will  mean  another  year  before  we  can  get  the 
policy  into  sale.  It  is  my  opinion  that  we  should 
go  ahead  and  sell  the  insurance  policy,  get  it  going, 
and  then,  if  this  body  will  empower  the  Insurance 
Committee  to  make  further  study  during  this  year, 


in  consultation  with  the  orthopedic  men — and,  as 
it  develops,  with  the  eye,  ear,  nose,  and  throat 
men — the  Insurance  Committee  can  then  make  rec- 
ommendations at  the  next  session  of  the  House  and 
get  some  changes  made.  Would  that  meet  with 
your  approval,  Doctor? 

DR.  BOYD:  It  is  not  our  intent  or  desire  to 
change  the  present  policy,  the  present  year.  It  is 
not  our  intent  or  desire  to  block  the  sale  of  this 
policy.  It  is  our  intent  and  desire,  eventually,  to 
equalize  the  policy  to  where  it  will  be  on  a fair  and 
equitable  basis.  In  other  words,  we  do  not  want 
to  block  the  insurance  policy.  We  want  to  go 
ahead  and  sell  it,  and  we  are  willing,  at  the  present 
time — at  least,  some  of  the  orthopedic  men  are 
willing  at  the  present  time — to  go  along  and  treat 
these  people  on  this  particular  fee  schedule. 

The  whole  thing  goes  back,  basically,  a good 
distance  in  medical  history.  First  of  all,  we,  as 
doctors,  and  people,  as  laymen,  have  not  recognized 
the  severity  and  the  amount  of  crippling  that  can 
occur  from  injuries  to  the  extremities.  You,  as 
doctors,  and  we,  as  doctors,  oftentimes  have  treated 
a cut  leader,  as  they  refer  to  it,  as  the  patient 
comes  in  with  an  injury  to  his  hand,  through  the 
services  of  an  intern  at  one  or  two  o’clock  in  the 
morning,  in  the  out-patient  department,  and  let 
the  patient  go  home,  and  have  not  followed  the 
patient  long  enough  to  know  the  stiffening  and 
the  crippling  that  occurs  to  the  patient.  You  have 
looked  at  it,  as  has  the  insurance  company,  as 
well  as  the  patient,  as  a $10  injury,  and  charged 
$10  to  take  care  of  it,  because  it  was  done  by  some 
intern  who  was  making  $20  a month. 

These  fees  are  unsound,  because  they  were  set 
by  insurance  companies,  fundamentally.  They  took 
these  fees  from  an  insurance  company,  and  the  in- 
surance companies  and  laymen  and  the  doctors,  as 
a whole,  have  not  been  instructed  and  taught  the 
value  of  these  services,  and  the  difficulty  that  may 
follow  when  the  patients  are  not  properly  treated. 

For  now,  we  have  a hangover  from  insurance  pol- 
icies that  have  been  made.  These  insurance  poli- 
cies have  set  these  fees,  and  they  have  gone 
through  many  different  insurance  companies  and, 
naturally,  when  you  set  up  a new  company,  you 
follow  the  fees  that  have  been  set  up  by  companies 
previously.  These  fees  have,  we  believe,  been 
entirely  inadequate  to  cover  the  services.  We  want 
them  eventually  to  be  made  commensurate  or  else 
you  will  eventually  alienate  and  absolutely  elimi- 
nate the  orthopedic  profession  from  participating 
in  the  program,  which  we  do  not  want  to  do.  We 
want  to  go  along  with  the  program,  and  we  want 
to  follow  it,  but  a 10  or  15  per  cent  raise  in  a fee 
which  was  basically  20  per  cent  of  what  it  should 
have  been  to  start  with,  of  course,  is  naturally 
inadequate. 

DR.  ERNEST  G.  KELLY  (Memphis):  Mr. 

Speaker,  I wonder  if  we  could  not  make  everybody 
happier  and  serve  a very  useful  purpose  here  by 
the  House  going  on  record  as  instructing  the  In- 
surance Committee  to  raise  those  fees  up  to  where 
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they  are  equitable,  regardless  of  whether  it  is 
above  20  per  cent  or  not.  Can  we  do  that?  Can 
we  go  on  record  as  instructing  the  Insurance  Com- 
mittee to  raise  those  fees  up  to  where  they  are 
equitable,  regardless  of  whether  it  is  above  20  per 
cent  or  not? 

DR.  BOYD:  Mr.  Speaker,  I was  not  one  of  the 
three,  and  when  it  was  brought  to  my  attention, 
I wrote  a strong  letter  about  it.  That  is  on  file. 

MR.  SPEAKER:  What  could  we  do?  Nothing. 
We  tried  to  get  an  idea  of  what  they  ought  to  get, 
but  could  not.  They  just  refused  to  review  the  fees 
at  all. 

(The  question  was  called  for.) 

THE  SPEAKER:  The  committee  has  accepted 
Dr.  Kelley’s  suggestion  and  incorporated  it  into  its 
report;  that  is,  to  revise  the  fees  up  to  whatever 
they  want  to. 

DR.  SHOFNER:  I spoke  only  for  myself,  Mr. 
Speaker.  The  rest  of  the  committee  are  here.  Will 
you  agree  to  that? 

(Dr.  Chaney  and  Dr.  Wood,  members  of  the  Res- 
olutions Committee,  agreed  to  the  suggestion.) 

THE  SPEAKER:  Are  you  ready  for  the  ques- 
tion? All  in  favor  say  “aye”;  opposed,  “no.”  Car- 
ried. 

HOUSE  BILL  3224 

DR.  SHOFNER:  There  is  one  more  resolution, 
Mr.  Speaker,  introduced  by  Dr.  Buchanan.  He 
said : 

A bill  introduced  by  Congressman  Davis,  House 
Bill  3224,  has  been  introduced  into  the  lower  house, 
the  House  of  Representatives  of  the  United  States 
Congress,  which  would  allow  an  individual  to  apply 
15  per  cent  of  his  taxable  income  toward  buying  a 
type  of  government  bond  yielding  2 per  cent  per 
annum,  the  money  so  applied  to  be  free  of  tax- 
ation in  that  year.  The  tax  on  the  money  so 
applied  is  to  be  paid  when  the  bonds,  plus  accrued 
interest,  mature. 

The  Nashville  Academy  of  Medicine  and  David- 
son County  Medical  Society  resolve:  That  the 
members  of  the  Tennessee  State  Medical  Associa- 
tion endorse  this  bill,  and  that  the  members  write 
our  congressmen  and  senators  expressing  our  ap- 
proval and  urging  the  enactment  of  the  bill  into 
law. 

When  the  committee  considered  this  bill,  we  did 
not  have  much  information  on  it,  and  did  not  know 
exactly  what  it  meant,  and  we  recommended  that 
this  be  referred  back  for  further  study,  since  we  do 
not  have  sufficient  information  to  form  an  opinion. 

This  morning  I talked  with  Dr.  Buchanan  a little 
more,  and  I would  like  to  ask  him  to  discuss  it.  I 
did  not  get  a full  understanding  of  it  yesterday,  or 
from  reading  this.  I would  like  to  defer  action 
until  we  have  some  discussion  by  Dr.  Buchanan,  if 
it  meets  with  your  approval. 

THE  SPEAKER:  What  is  your  motion? 

DR.  SHOFNER:  Last  night  we  acted  to  refer 
it  back  for  further  study. 

DR.  CROOK:  I second  the  motion. 

After  discussion  by  Drs.  William  A.  Garrott 
(Bradley),  Joseph  Johnson  (Hamilton),  J.  M.  Stan- 
ford (Shelby),  R.  N.  Buchanan  (Davidson),  the 
motion  was  put  to  vote  and  carried. 


TENNESSEE  STATE  MENTAL  HEALTH 
ASSOCIATION,  INC. 

The  resolution  on  this  subject  mentioned  yester- 
day was  read  and  consideration  delayed.  The  reso- 
lution was: 

There  has  been  organized  in  this  state  the  Ten- 
nessee State  Mental  Health  Association,  Inc.,  the 
objects  of  which  have  been  set  forth  in  its  Consti- 
tution, a copy  of  which  is  attached  to  this  resolu- 
tion : 

(a)  To  conserve,  protect,  and  improve  the  mental 
health  of  the  people  of  Tennessee; 

(b)  To  secure  the  establishment,  by  administra- 
tive and  legislative  action,  of  comprehensive  mod- 
ern programs  in  Tennessee  for  the  promotion  of 
mental  health,  the  prevention  of  mental  illness,  and 
the  provision  of  adequate  or  proper  care  for  per- 
sons suffering  from  personality,  emotional,  or  men- 
tal disorders; 

(c)  To  conduct  research  and  study  of  mental 
hygiene  and  related  subjects  and  disseminate  in- 
formation and  knowledge  pertaining  thereto,  and 
promote  adequate  financing  of  research  by  federal, 
state,  and  local  governments,  and  private  agencies; 

(d)  To  conduct  an  educational  program  to 
achieve  wide  understanding  of  the  true  nature  and 
extent  of  mental  illness; 

(e)  To  promote  the  organization  and  work  of 
local  branches  of  this  Association  in  all  parts  of 
Tennessee. 

BE  IT  THEREFORE  RESOLVED,  by  the  Ten- 
nessee State  Medical  Association,  at  its  one-hun- 
dred fourteenth  meeting,  that,  recognizing  the  wor- 
thiness of  the  objectives  of  the  Tennessee  Mental 
Health  Association  and  the  need  for  concerted,  in- 
terested, and  informed  influence  by  laymen  and 
physicians  to  obtain  such  objects,  the  Tennessee 
State  Medical  Association  endorses  the  Tennessee 
Mental  Health  Association  as  a useful  and  deserv- 
ing instrument  toward  the  obtaining  of  such  ob- 
jects. 

(See  page  424.) 

REPORT  OF  COMMITTEE  ON  VETERANS’ 
AFFAIRS 

Dr.  H.  H.  Shoulders  introduced  the  following  re- 
port of  the  Committee  on  Veterans’  Affairs: 

The  Committee  on  Veterans’  Affairs  was  created 
by  action  of  the  Board  of  Trustees  January  30, 
1949.  The  following  were  appointed  immediately: 
Dr.  H.  H.  Shoulders,  Chairman;  Dr.  L.  W.  Ed- 
wards, Dr.  W.  C.  Chaney,  Dr.  Kyle  C.  Copenhaver, 
Dr.  Ernest  G.  Kelly. 

The  Board  of  Trustees  took  action  also  to  en- 
dorse a proposition  that  had  been  submitted  to  the 
Medical  Advisory  Committee  of  the  American  Le- 
gion by  the  joint  committees  on  Veterans’  Affairs 
of  the  American  Medical  Association  and  the  Amer- 
ican Hospital  Association.  This  proposition  was  to 
the  effect  that  such  Congressional  action  be  taken 
as  would  bring  about  an  alteration  in  the  medical 
and  hospital  benefits  which  certain  veterans  are 
entitled  to  under  existing  law  for  non-service-con- 
nected  disabilities. 

In  effect  it  was  proposed  that  the  Director  of 
the  Veterans’  Administration  be  authorized  to  issue 
or  to  purchase  for  each  veteran  unable  to  pay  for 
medical  and  hospital  services  and  transportation 
costs  incidental  thereto,  a hospital  and  medical 
service  contract  with  a benefit  provision  which 
covers  the  costs  of  necessary  hospitalization  and 
medical  and  surgical  services  in  the  hospital. 

The  present  hospital  policies  of  the  Veterans’ 
Administration  and  the  expansion  program  inci- 
dental thereto  is  developing  a federal  hospital  sys- 
tem of  enormous  proportions.  It  is  being  operated 
in  competition  with  our  civilian  system  of  hospitals 
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and  is  making  an  impact  of  terrific  importance 
upon  the  program  of  hospital  development  under 
the  Hill-Burton  Act.  In  brief,  the  federal  govern- 
ment is  interested  in  three  major  hospital  systems. 
One  is  operated  by  the  United  States  Public  Health 
Service,  the  second  is  operated  by  the  Veterans’ 
Administration,'  and  the  third  is  aided  by  the 
federal  government.  That  is  the  civilian  system. 

Your  committee  was  instructed  to  use  every 
legitimate  means  to  secure  the  cooperation  of  the 
other  states  in  securing  the  adoption  of  the  insur- 
ance program  above  outlined. 

On  these  instructions  the  committee  forwarded 
to  every  other  State  Medical  Society  literature  on 
the  subject  with  a covering  letter  signed  by  the 
Chairman  of  the  Board  and  the  Secretary  of  the 
Association.  The  literature  consisted  of  a proposal 
submitted  to  the  Medical  Advisory  Committee  of 
the  American  Legion,  a large  excerpt  of  the  release 
by  the  Hoover  Commission  and  referred  to  the 
report  of  the  Committee  on  Veterans’  Affairs  to 
the  House  of  Delegates  of  the  American  Medical 
Association.  The  results  of  this  have  been  a favor- 
able response  from  many  states  and  assurances 
from  others  that  the  matter  will  be  acted  upon  as 
soon  as  their  councils  are  convened. 

In  addition  to  this,  a communication  with  liter- 
ature went  to  each  member  of  the  House  of  Dele- 
gates of  the  American  Medical  Association.  As- 
surances are  coming  in  from  these  delegates. 

We  made  an  appearance  before  the  Executive 
Committee  of  the  Tennessee  Hospital  Advisory 
Committee  of  the  State  of  Tennessee  on  March  21. 
As  many  of  you  know,  this  Hospital  Advisory- 
Committee  has  charge  of  the  administration  of  the 
Hospital  Survey  and  Construction  Act  in  the  state. 
The  full  committee  was  circularized  and  the  entire 
committee  was  in  favor  of  the  proposal  submitted. 
Two  members  of  your  committee,  Dr.  Edwards 
and  the  Chairman,  appeared  before  the  subcom- 
mittee of  the  Senate  Committee  on  Education  and 
Welfare  and  were  given  an  opportunity  to  present 
this  matter  to  the  subcommittee.  The  subcom- 
mittee was  considering  the  cutback  of  the  hospital 
construction  program  of  the  Veterans’  Administra- 
tion which  had  been  effected  by  action  of  the  Presi- 
dent following  the  release  of  the  Hoover  Commis- 
sion on  this  subject.  The  subcommittee  consists  of 
Senator  Pepper  of  Florida,  Senator  Morse  of  Ore- 
gon, and  Senator  Humphrey  of  Minnesota. 

We  deem  it  of  importance  that  the  proposition 
with  a discussion  of  it  be  entered  in  the  record. 

We  were  permitted  also  to  file  with  the  com- 
mittee action  taken  by  the  Tennessee  Hospital 
Advisory  Committee  which  is  also  a part  of  the 
record. 

We  presented  the  proposition  also  to  two  Sena- 
tors who  are  members  of  the  committee,  but  who 
are  not  members  of  the  subcommittee,  namely,  Sen- 
ator Lister  Hill  of  Alabama  and  Senator  Robert 
Taft  of  Ohio. 

This  is  a brief  summary  of  the  activities  of  the 
committee  since  its  appointment  a little  over  two 
months  ago. 

It  is  too  early  for  us  to  make  an  appraisal  of 
the  results  of  these  activities,  but  in  conclusion  it 
seems  appropriate  to  make  the  following  observa- 
tion : 

There  are  now  approximately  18,800,000  veter- 
ans, a large  fraction  of  the  adult  population  of  this 
country.  Under  existing  laws  every  veteran  who 
is  willing  to  make  an  oath  that  he  is  unable  to  pay 
for  medical  and  surgical  services  in  a hospital  is 
eligible  to  enter  a Veterans’  Hospital.  Some  re- 
sponsible leaders  have  asserted  that  80  per  cent 
of  veterans  are  eligible  to  take  this  oath.  Veterans 
who  are  admitted  to  these  hospitals  for  nonservice 
connected  disabilities  accomplish  admission  by 
signing  Form  P 10.  No  investigation  is  made  of 


their  ability  to  pay.  A federal  hospital  system  of 
sufficient  size  to  accommodate  the  needs  of  these 
veterans  would  be  enormous.  A little  over  one 
billion  dollars  has  been  made  available  by  Congress 
for  the  construction  of  additional  hospitals.  In 
brief,  a system  of  state  medicine  is  being  expanded 
in  our  midst  under  the  guise  of  a benefit  to  veter- 
ans. Such  a system  of  medical  care  violates  every 
principle  we  have  ever  stood  for.  Our  proposition 
is  that  veterans  unable  to  pay  for  these  services 
receive  a hospital  and  medical  service  contract 
with  the  premium  paid  by  the  government  and 
obtain  these  services — both  hospital,  medical,  and 
surgical — in  civilian  hospitals  that  are  approved 
for  service  to  veterans.  A considerable  amount  of 
literature  has  been  accumulated  on  the  subject 
which  I will  not  go  into.  Samples  of  this  litera- 
ture is  available  to  your  Reference  Committee  for 
such  consideration  as  you  may  care  to  give  it. 

L.  W.  Edwards,  M.D. 

H.  H.  Shoulders,  M.D. 

Speaker  Zemp  referred  the  report  to  Dr.  Stan- 
ford’s Committee. 

Upon  motion  regularly  made,  seconded,  and  car- 
ried, the  meeting  adjourned  at  11  A.M. 

TUESDAY  AFTERNOON  SESSION 
APRIL  12,  1949 

The  first  session  of  the  Regular  Meeting  of  the 
House  of  Delegates  of  the  Tennessee  State  Medical 
Association,  held  in  the  Chestnut  Room  of  the  Read 
House,  Chattanooga,  convened  at  two-fifteen  o’clock, 
Dr.  E.  R.  Zemp,  Speaker  of  the  House,  presiding. 

There  being  no  objection,  the  roll  call  was  omit- 
ted. 

There  was  no  report  of  the  Credentials  Com- 
mittee. 

Supplementary  reports  of  both  officers  and  com- 
mittees were  called  for  without  response. 

COMMITTEE  ON  A.  M.  A.  AWARDS 

DR.  J.  RAY  SMITH  (Henry  County):  Mr. 

Speaker,  for  the  Committee  on  Nominations  for 
A.  M.  A.  Awards,  the  report  that  was  made  this 
morning  was  referred  back  to  the  committee.  It 
has  been  reviewed  and  investigated,  and  the  same 
two  men  who  were  reported  this  morning  are  again 
reported  to  the  House  of  Delegates  for  action. 
Those  are  Dr.  John  Horace  McSwain  of  Paris,  for 
the  General  Practitioner’s  award  by  the  A.  M.  A., 
and  Dean  O.  W.  Hyman  of  the  University  of 
Tennessee  School,  for  the  layman’s  award. 

Moved  by  Dr.  R.  B.  Wood  (Knox),  regularly 
seconded,  put  to  vote,  and  carried  that  these  two 
names  be  submitted  to  the  A.  M.  A.  as  the  repre- 
sentatives of  Tennessee  for  these  respective  awards. 

TELEGRAMS  TO  THE  GOVERNOR  AND  TO 

SPEAKERS  OF  THE  SENATE  AND  HOUSE 

Secretary  Hardy  read  telegrams  which  had  been 
written  to  be  sent  to  the  Hon.  Gordon  Browning; 
the  Hon.  Pete  Haynes,  Speaker  of  the  Senate;  and 
The  Hon.  McAllen  Foutch,  Speaker  of  the  House 
of  Representatives.  These  wires  were  read : 

The  House  of  Delegates  of  the  Tennessee  State 
Medical  Association,  in  special  session  on  April  11, 
1949,  in  Chattanooga,  went  on  record  as  expressing 
the  gratitude  of  the  medical  profession  of  Tennes- 
see to  the  Governor  and  members  of  the  General 
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Assembly  for  their  careful  consideration  of  various 
measures  before  them  affecting  the  ethical  practice 
of  medicine  and  public  health. 

The  other  telegram  to  the  same  thi-ee  gentlemen: 

The  following  resolution  was  adopted  April  12, 
1949:  BE  IT  RESOLVED,  by  the  members  of  the 
Tennessee  State  Medical  Association  convened  at 
the  one-hundred  fourteenth  annual  session  at  the 
Read  House,  in  Chattanooga,  on  April  11,  1949, 
That  we  express  our  profound  appreciation  to  Gov- 
ernor Browning  and  the  members  of  the  Legisla- 
ture for  their  patriotic  action  in  condemning  the 
present  Wagner-Murray-Dingell  Bill,  which  seeks 
to  socialize  and  enslave  the  medical  profession  of 
America.  We  also  appreciate  most  sincerely  the 
action  of  the  legislators  and  the  Governor  in  wiring 
our  legislators  from  Tennessee  in  the  National 
Congress  to  use  their  influence  to  defeat  this  bill. 

Moved  by  Dr.  R.  B.  Wood  (Knox)  and  seconded 
by  Dr.  Ernest  Kelly  (Shelby)  that  these  messages 
be  signed  by  the  Chairman  of  the  Legislative  Com- 
mittee, by  the  Speaker  of  the  House  of  Delegates, 
by  the  President  of  our  Association,  and  by  the 
Secretary  of  the  Association.  There  being  no  dis- 
cussion, the  motion  was  put  to  a vote  and  carried. 

VOTE  OF  THANKS  TO  STAFF  MEMBERS 

Dr.  C.  B.  Roberts  (Warren,  White,  Van  Buren) 
expressed  appreciation  of  the  handling  of  legisla- 
tive matters  and  warned  that  we  would  be  hearing 
more  of  naturopathy.  Dr.  Roberts  moved  that  a 
vote  of  thanks  and  confidence  be  given  to  Dr.  R.  H. 
Hutchinson,  Dr.  W.  M.  Hardy,  and  Mr.  V.  O.  Fos- 
ter. Motion  seconded  by  Drs.  Wood  and  Chaney. 
Without  discussion  the  vote  was  taken  and  the 
motion  carried. 

ELECTION  OF  COUNCILORS 

Dr.  R.  B.  Wood,  reporting  for  the  Nominating 
Committee,  named  the  present  councilors  in  the 
even  districts  for  re-election.  They  are: 

Dr.  Kyle  C.  Copenhaver,  Second  District. 

Dr.  Myrtle  Lee  Smith,  Fourth  District. 

Dr.  D.  C.  Seward,  Sixth  District. 

Dr.  Jere  L.  Crook,  Eighth  District. 

Dr.  Henry  B.  Gotten,  Tenth  District. 

Speaker  Zemp  called  for  other  nominations  from 
the  floor.  There  were  none. 

Dr.  A.  M.  Patterson  moved  that  the  nominations 
be  closed  and  that  the  candidates  recommended  by 
the  committee  be  elected  by  acclamation.  Motion 
seconded  by  Dr.  W.  C.  Chaney,  put  to  a vote,  and 
carried. 

FIFTH  DISTRICT  COUNCILOR 

Last  year  Dr.  Johnson  of  Pulaski  was  elected 
Fifth  District  Councilor.  As  Pulaski  (Giles  Coun- 
ty) is  not  in  the  Fifth  District,  Dr.  Johnson  could 
not  qualify  as  Councilor.  Nominations  for  Fifth 
District  Councilor  for  the  unexpired  term  were 
called  for.  Dr.  Taylor  Farrar  was  nominated  by 
Dr.  R.  B.  Wood.  No  other  nominations  were  made, 
and  it  was  regularly  moved,  seconded,  and  carried 
that  nominations  be  closed  and  Dr.  Taylor  Farrar 
be  elected  for  the  Fifth  District. 


AMENDMENTS  TO  THE  CONSTITUTION 

Copies  of  the  Constitution  and  By-Laws  were 
distributed  and  attention  was  called  to  two  amend- 
ments to  Article  V,  and  one  amendment  to  Article 
VIII,  that  had  been  proposed  last  year  and  should 
be  acted  on  at  this  session  of  the  House  of  Dele- 
gates. 

Article  V reads:  “The  House  of  Delegates  shall 
be  the  legislative  and  business  body  of  the  Associa- 
tion, and  shall  consist  of  (1)  Delegates  elected  by 
the  component  societies;  (2)  ex-officio  the  Officers; 
(3)  the  ex-Presidents  of  the  Association  in  attend- 
ance at  that  session.” 

One  amendment  to  this  Article  would  change  it 
to  read:  “(3)  the  five  immediate  Past  Presidents 
of  the  Association  in  attendance  at  the  meeting.” 

Another  amendment  to  this  Article  would  provide 
that  “The  House  of  Delegates  shall  be  the  legis- 
lative and  business  body  of  the  Association  and 
shall  consist  of  Delegates  elected  by  the  Component 
Societies  only.” 

Article  VIII,  Section  5,  reads:  “All  officers  of 
the  Association,  except  the  Councilors,  shall  be 
elected  on  the  third  day  of  the  Annual  Meeting, 
and  shall  assume  office  when  elected.”  The  pending 
amendment  would  change  “the  third  day”  to 
“Wednesday.” 

A POINT  OF  ORDER 

A point  of  order  was  raised  by  Dr.  Kyle  C. 
Copenhaver  (Knox).  The  Constitution  XIII  reads: 
“Amendments.  The  House  of  Delegates  may  amend 
any  article  of  this  Constitution  by  a two-thirds 
vote  of  the  Delegates  registered  at  that  Annual 
Session;  provided  that  such  amendment  shall  have 
been  presented  in  open  meeting  at  the  previous 
Annual  Session,  and  that  it  shall  have  been  sent 
officially  to  each  component  society  at  least  two 
months  before  the  session  at  which  final  action  is 
to  be  taken.” 

Dr.  Copenhaver  pointed  out  that  these  amend- 
ments had  not  “been  sent  officially  to  each  compo- 
nent society.”  Because  of  the  failure  to  officially 
notify  each  society,  the  amendments  could  not  be 
considered  at  this  time. 

In  reply  it  was  pointed  out  that  the  amendments 
had  been  published  in  the  official  JOURNAL  of  the 
Association  in  the  1948  proceedings  of  the  House. 
Also  with  the  August  issue  of  the  JOURNAL  a 
revised  edition  of  the  Constitution  was  sent  to 
every  member.  Then  the  February  JOURNAL  car- 
ried a notice  that  the  amendments  would  be  voted 
on  at  this  meeting. 

Dr.  H.  B.  Everett,  Chairman  of  the  Committee 
on  Amendments  to  the  Constitution,  reported  that 
his  committee  “was  of  the  opinion  that  this  was  not 
a legal  or  satisfactory  notice,  insofar  as  the  By- 
Laws  (the  Constitution)  is  concerned.” 

Speaker  Zemp  ruled  that  the  notice  as  given  did 
not  meet  the  requirements  of  the  Constitution  and, 
therefore,  was  “not  official.” 

Moved  by  Dr.  E.  G.  Kelly  that  the  House  overrule 
the  Speaker  and  present  this  subject  now.  The 
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motion  was  seconded  by  several.  On  a standing 
vote,  the  Speaker  was  overruled. 

REPORT  OF  COMMITTEE  ON  AMENDMENTS 

Dr.  H.  B.  Everett,  Chairman  of  the  Committee 
on  Amendments  to  the  Constitution  and  By-Laws, 
reported:  “Your  committee  is  going  over  this  mat- 
ter, and  recommends  the  rejection  of  both  of  these 
amendments  (to  Chapter  V).  I so  move.”  Motion 
seconded. 

Discussion  by  Drs.  Everett,  the  Speaker,  Crook, 
Wood,  Kelly,  Copenhaver,  and  Roberts. 

By  a standing  vote  the  motion  was  carried  34 
to  16,  and  the  two  amendments  were  rejected. 

DR.  EVERETT:  Now,  Mr.  Speaker,  the  third 
amendment  pending  action  in  1949  is  to  change  the 
word  “Thursday”  to  “Wednesday.”  That  is  in 
Article  VIII,  Section  5,  of  the  Constitution,  which, 
if  amended,  will  read:  “All  officers  of  the  Associa- 
tion except  the  Councilors  shall  be  elected  on  the 
third  day  [that  will  be  changed  to  Wednesday]  of 
the  annual  meeting,  and  shall  assume  office  when 
elected.” 

Your  committee,  Mr.  Speaker,  recommends  the 
adoption  of  this  amendment.  I move  that  this 
amendment  be  adopted. 

(The  motion  was  seconded  by  Dr.  E.  G.  Camp- 
bell.) 

THE  SPEAKER:  Any  discussion?  That  is 

just  to  make  the  Constitution  coincide  with  the 
By-Laws;  not  the  By-Laws  with  the  Constitution. 
All  in  favor  say  “aye”;  opposed,  “no.”  So  or- 
dered, and  the  day  is  changed. 

AMENDMENT  TO  THE  CONSTITUTION 

Dr.  E.  G.  Kelly  (Shelby)  offered  the  following 
amendment  to  Article  V of  the  Constitution  of  the 
Tennessee  State  Medical  Association  to  read  as 
follows : 

The  House  of  Delegates  shall  be  the  legislative 
and  business  body  of  the  Association  and  shall  con- 
sist of:  (1)  Delegates  elected  by  the  component 
societies;  (2)  ex-officio  the  Officers;  (3)  the  five 
immediate  Past  Presidents  of  the  Association;  the 
remaining  Past  Presidents  of  the  Association  to  be 
nonvoting  members. 

SPEAKER  ZEMP:  That,  of  course,  will  lie  over 
one  year. 

Moved  by  Dr.  Nance  (Roane)  that  the  Secretary 
he  instructed  to  send  any  amendments  to  the  Con- 
stitution to  the  secretaries  of  the  component  soci- 
eties in  a formal  letter,  stating  the  article  and 
section  of  the  Constitution  which  it  is  proposed  to 
amend. 

Motion  carried  and  Secretary  so  ordered. 

COUNCILORS  REPORTS 

Secretary  Hardy  requested  all  Councilors  to  file 
reports  with  him  for  publication.  Those  so  filed 
are  as  follows : 
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11 
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*Second  District:  Knox,  Roane,  Blount,  Sevier,  Ander- 
son-Campbell,  Hamblen,  Scott,  and  Jefferson  Counties. 

fEighth  District:  Twelve  Counties  compose  the  Consoli- 
dated, namely:  Benton,  Carroll,  Chester,  Crockett,  Deca- 
tur, Fayette,  Gibson,  Hardeman,  Haywood,  Henderson, 
Madison,  and  McNairy  Counties. 

ITenth  District:  Number  of  members  of  the  Shelby 
County  Society — 457  regular,  2 associate,  18  junior,  and  12 
veterans.  Number  of  new  members  during  the  year  in 
Shelby  County — 31  regular,  4 junior,  8 associates. 

SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  REPORTS  OF  COMMITTEES 

DR.  STANFORD:  The  Committee  on  Reports 
of  Committees  wishes  to  file  this  supplementary 
report : 

COMMITTEE  ON  VETERANS’  AFFAIRS 

“Your  committee  recommends  the  acceptance  of 
the  report  of  Dr.  H.  H.  Shoulders  and  Dr.  L.  W. 
Edwards.  They  further  recommend  that  the  dele- 
gates of  this  Association  be  instructed  to  use  their 
efforts  to  persuade  the  American  Medical  Associa- 
tion to  support  the  national  legislation  proposed.” 

I move  that  these  reports  be  accepted  and  that 
this  instruction  be  given  to  our  delegates. 

DR.  PORTER:  I second  the  motion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed, “no.”  It  is  so  ordered. 

Dr.  Nance  discussed  this  report,  insisting  that 
“indigency  be  declared  after  careful  investigation 
of  some  sort,  and  not  just  simply  signing  a form 
like  Form  P-10.” 

DR.  CHANEY : I would  like  to  make  a motion 
that  we  go  on  record  as  disapproving  this  attitude 
of  the  Veterans  Administration  in  not  being  al- 
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lowed  to  read  to  a veteran  what  is  written  on  Form 
P-10,  anti  that  we  pass  on  our  resolution  to  the 
A.  M.  A.  and  ask  counsel  of  Dr.  Shoulders  as  to 
how  we  can  best  conduct  our  campaign  to  overcome 
this. 

Certainly,  everything  else  we  sign,  we  read  over, 
and  there  is  no  reason  in  the  world  why  we  should 
not  object  to  this  procedure. 

THE  SPEAKER:  Does  someone  second  the  mo- 
tion? 

(The  motion  was  regularly  seconded.) 

Further  discussion  by  Dr.  Nance  and  the  Speak- 
er. 

Motion  put  to  vote  and  carried. 

Moved  by  Dr.  Crook  that  this  matter  be  referred 
to  the  Veterans  Committee.  Seconded  by  Dr. 
Chaney,  voted  on,  and  carried. 

The  meeting  adjourned  at  3:40  o’clock. 

WEDNESDAY  MORNING  SESSION 
APRIL  13,  1949 

House  called  to  order  at  9:20  by  Speaker  Zemp. 

Dr.  Kyle  C.  Copenhaver  announced  a meeting  of 
the  Council  in  the  Terrace  Room  immediately  after 
the  election  of  officers. 

Dr.  E.  T.  Newell  called  attention  to  the  invita- 
tion of  Drs.  Newell  and  Newell  and  Associates  for 
all  of  the  members  of  the  Association  to  be  at  the 
Park  Hotel  at  twelve-thirty  Or  one  for  luncheon. 

THE  SPEAKER:  Without  objection,  we  will 

omit  the  roll  call. 

NEW  BUSINESS 

DR.  ARTHUR  R.  PORTER  (Shelby):  Mr. 

Speaker,  I wish  to  propose  a change  in  the  By- 
Laws.  I want  to  propose  that  we  change  Chapter 
V,  Section  2,  of  the  By-Laws,  to  read  as  it  did 
previous  to  1939: 

Section  2.  On  the  first  day  of  the  annual  ses- 
sion, the  delegates  from  each  of  the  three  grand 
divisions  shall  select  three  delegates  from  each  of 
their  respective  divisions  to  serve  as  a Committee 
on  Nominations,  no  two  of  whom  shall  be  from 
the  same  county.  It  shall  be  the  duty  of  this  com- 
mittee to  consult  with  other  members  in  selecting 
candidates  for  the  offices,  and  to  hold  one  or  more 
meetings  at  which  the  best  interests  of  the  Asso- 
ciation and  of  the  profession  of  the  state  for  the 
ensuing  year  shall  be  carefully  considered.  The 
committee  shall  report  the  result  of  its  delibera- 
tions to  the  House  of  Delegates  in  the  form  of  a 
ticket  containing  the  names  of  THREE  members 
for  the  office  of  President,  all  in  the  same  grand 
division  of  the  state,  and  from  which  the  President 
is  to  be  elected,  and  of  one  member  for  each  of  the 
other  offices  to  be  filled  at  the  general  session, 
except  the  Council. 

I move  that  this  change  be  made. 

DR.  E.  T.  NEWELL:  I second  the  motion. 

Discussion  by  the  Speaker,  Drs.  Newell,  Porter, 
and  Stanford. 

The  Speaker  stated  that  action  would  be  taken  on 
this  next  year. 

TENNESSEE  MENTAL  HEALTH 
ASSOCIATION,  INC. 

DR.  N.  S.  SHOFNER  (Nashville) : Mr.  Speaker, 


I have  a report  of  a committee.  This  is  a resolu- 
tion, the  only  one  we  have  not  acted  on. 

There  has  been  organized  in  this  state  the 
Tennessee  Mental  Health  Association,  Inc.,  the 
objects  of  which  have  been  set  forth  in  its  consti- 
tution (a  copy  of  which  is  attached  to  this  resolu- 
tion) as: 

(a)  To  conserve,  protect,  and  improve  the  men- 
tal health  of  the  people  of  Tennessee. 

(b)  To  secure  the  establishment,  by  administra- 
tive and  legislative  action,  of  comprehensive  mod- 
ern programs  in  Tennessee  for  the  promotion  of 
mental  health,  the  prevention  of  mental  illness,  and 
the  provision  of  adequate  and  proper  care  for  per- 
sons suffering  from  personality,  emotional,  or  men- 
tal disorders. 

(c)  To  conduct  research  and  study  of  mental 
hygiene  and  related  subjects  and  disseminate  infor- 
mation and  knowledge  pertaining  thereto,  and  pro- 
mote adequate  financing  of  research  by  federal, 
state,  and  local  governments,  and  private  agencies. 

(d)  To  conduct  an  educational  program  to 
achieve  wide  understanding  of  the  true  nature  and 
extent  of  mental  illness. 

(e)  To  promote  the  organization  and  work  of 
local  branches  of  this  Association  in  all  parts  of 
Tennessee. 

Be  it  therefore  resolved  by  the  Tennessee  State 
Medical  Association  at  its  one  hundred  fourteenth 
Meeting,  That,  recognizing  the  worthiness  of  the 
objects  of  the  Tennessee  Mental  Health  Association 
and  the  need  for  concerted,  interested,  and  in- 
formed influence  by  laymen  and  physicians  to  ob- 
tain such  objects,  the  Tennessee  State  Medical 
Association  endorses  the  Tennessee  Mental  Health 
Association  as  a useful  and  deserving  instrument 
toward  the  obtaining  of  such  objects. 

Our  committee  has  read  it.  I am  afraid  I can- 
not make  a complete  report,  because  this  was  hand- 
ed in  by  Dr.  Joe  Johnson.  I have  not  seen  Dr. 
Johnson  this  morning.  Dr.  Wood  raised  the  ques- 
tion, in  reading  this  resolution  about  the  Tennessee 
Mental  Health  Association,  as  to  whether  it  in- 
volved receiving  government  funds,  and  I could  not 
quite  be  sure.  I do  not  think  it  does,  from  reading 
this  Constitution  and  By-Laws.  Dr.  Wood  was 
willing  to  approve  it  if  we  could  be  reassured  on 
that  one  point. 

Dr.  McCall  and  I were  willing  to  approve  it, 
and  Dr.  Chaney  was.  I cannot  find  Dr.  Johnson, 
to  get  that  perfectly  clear.  I do  not  believe  it  does 
involve  the  taking  of  government  funds.  I would 
approve  it;  Dr.  Chaney  would,  and  Dr.  McCall; 
and  Dr.  Wood  with  reservations.  I think  that  is 
about  the  way  we  might  put  that  report. 

THE  SPEAKER:  Has  the  committee  studied 

that  resolution? 

DR.  SHOFNER:  Yes,  sir. 

DR.  SHOFNER:  I would  say  the  majority  re- 
port of  the  committee  is  to  approve  the  resolution. 

THE  SPEAKER:  Any  “ifs”? 

DR.  SHOFNER:  No  “ifs.”  There  was  one  res- 
ervation in  our  group;  that  was  Dr.  Wood’s  reser- 
vation, which  I think  is  not  valid,  because  I read 
this  thing  over.  It  says  in  the  resolution:  “To 
conduct  research  and  study  of  mental  hygiene  and 
related  subjects  and  disseminate  information  and 
knowledge  pertaining  thereto,  and  promote  ade- 
quate financing  of  research  by  federal,  state,  and 
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local  governments,  and  private  agencies.”  In  the 
Constitution  and  By-Laws  which  were  handed  in 
with  this  resolution,  it  appears  that  it  is  mainly 
to  be  operated  by  solicitation  of  funds  from  indi- 
viduals and  corporations.  I take  it  to  be  something- 
like  the  Heart  Association  and  the  Cancer  Society, 
and  that  sort  of  organization.  That  is  the  impres- 
sion I get  from  reading  this  Constitution. 

My  motion  is  to  accept  it  and  approve  it. 

DR.  A.  M.  PATTERSON  (Chattanooga):  I sec- 
ond the  motion. 

THE  SPEAKER:  Any  discussion?  Like  many 
other  things,  we  are  voting  on  something  we  do  not 
know  a thing  about.  Are  you  ready  for  the  ques- 
tion? All  in  favor  say  “aye”;  opposed,  “no.”  So 
ordered. 

REPORT  OF  NOMINATING  COMMITTEE  AND 
ELECTION  OF  OFFICERS 

Dr.  R.  B.  Wood,  Chairman,  presented  the  report 
of  the  Nominating  Committee.  The  nominations 
were  made  one  at  a time.  Other  nominations  were 
called  for.  There  being  no  other  nominations  from 
the  floor,  each  office  was  filled  by  unanimous  vote. 
Those  elected  were: 

President-Elect:  Dr.  Ralph  H.  Monger  (Knox) 

Vice-Presidents : 

West  Tennessee,  Dr.  Malcolm  Tipton  of  Union 
City 

Middle  Tennessee,  Dr.  William  Owen  of  Pu- 
laski 

East  Tennessee,  Dr.  R.  C.  Kimbrough  of  Mad- 
isonville 

Secretary-Editor:  Dr.  W.  M.  Hardy  of  Nashville 

Trustee  (Middle  Tennessee),  Dr.  Daugh  W. 
Smith  of  Nashville 

Delegates  to  the  A.  M.  A.: 

West  Tennessee,  Dr.  W.  C.  Chaney  of  Memphis 
Middle  Tennessee,  Dr.  R.  H.  Hutcheson  of 
Nashville 
Alternates  : 

West  Tennessee,  Dr.  Harold  Boyd  of  Memphis 
Middle  Tennessee,  Dr.  C.  M.  Hamilton  of 
Nashville 

Speaker  of  the  House:  Dr.  E.  R.  Zemp  of  Knox- 
ville 

Public  Health  Council: 

Middle  Tennessee: 

Dr.  T.  R.  Ray  of  Shelbyville 

Dr.  Reed  Hill  of  Lebanon 

Dr.  C.  B.  Roberts  of  Sparta 

( Three  names  are  to  be  recommended  to  the 

Governor,  who  will  appoint  one  of  them) 

REMARKS  OF  PRESIDENT-ELECT  MONGER 

DR.  RALPH  MONGER:  Mr.  Speaker,  Members 
ot  the  House  of  Delegates:  My  words  will  be  very 
brief,  because  1 do  not  have  the  vocabulary  at  this 
time  to  express  my  sincere  appreciation  of  this 
honor  which  you  have  just  bestowed  upon  me.  I 
have  always  cherished  the  Tennessee  State  Medical 
Association.  For  the  twenty-five  years  that  I have 
been  in  Knoxville,  I have  been  a member  of  the 
House  of  Delegates  for  twenty-three  years,  and  I 
have  missed  one  meeting  of  the  State  Association 
in  twenty-five  years. 

As  I look  over  this  audience,  I see  many  distin- 
guished colleagues:  Dr.  Shoulders,  who  has  been 
Speaker  of  the  House  of  Delegates  of  the  A.  M.  A. 


and  is  a Past  President  of  the  American  Medical 
Association;  other  distinguished  Past  Presidents 
who  have  accomplished  much  during  their  tenure 
of  office  as  President  of  this  Association.  The  only 
thing  that  I hope  I may  be  able  to  do  in  my  tenure 
of  office  in  1950  and  1951  will  be  to  accomplish  a 
few  things  that  will  be  on  an  equal  basis  with  the 
accomplishments  of  our  distinguished  Past  Presi- 
dents. 

I do  sincerely  appreciate  this  honor,  and  I assure 
you  I will  do  everything  I can  to  uphold  this  office. 
Thank  you  very  much.  (Applause.) 

THE  SPEAKER:  I want  to  appoint  Dr.  Chaney 
and  Dr.  Jere  Crook  to  escort  the  new  President 
into  the  General  Assembly.  Before  you  go,  have 
you  something  to  say  for  yourself,  Dr.  Shofner? 

REMARKS  OF  PRESIDENT  SHOFNER 

DR.  N.  S.  SHOFNER:  Mr.  Speaker,  I have  no 
prepared  address.  I had  been  given  to  understand 
that  this  year  was  a year  of  grace,  in  which  I was 
to  have  the  distinction  of  being  called  the  Presi- 
dent-Elect, with  no  duties.  I have  reveled  in  the 
status.  It  has  been  wonderful.  I am  prepared  to 
go  to  work,  beginning  now,  and  do  the  very  best 
that  I can  to  carry  on  the  work  of  this  Association, 
which  I think  is  splendid. 

I do  not  think  I need  to  outline  any  particular 
plans.  I do  not  have  anything  new  that  I have  on 
my  mind  to  initiate.  I do  think  that  our  big  prob- 
lems this  year  are  going  to  be  the  ones  of  doing 
everything  in  our  power  to  overcome  the  threat  of 
socialized  medicine,  and  I believe  that  our  greatest 
weapon  to  overcome  that  at  present  is  the  selling 
and  upholding  of  the  insurance  program  which  is 
about  to  be  put  into  effect.  I hope  that  we  can  do 
that  and  contribute  in  that  way  to  the  relieving  of 
a situation  which  has  given  some  cause  for  just 
criticism  of  us  in  the  past.  Thank  you.  (Ap- 
plause.) 

COURTESY  RESOLUTIONS 

DR.  EVERETT:  Mr.  Speaker,  before  we  get  to 
the  point  of  adjournment,  I would  like  to  offer  a 
motion  that  the  House  extend  a vote  of  thanks  to 
the  host  society  for  their  entertainment  at  this 
meeting.  We  have  had  a wonderful  time  here,  and 
I think  that  the  minutes  should  show  such  a mo- 
tion. 

(The  motion  was  seconded  by  Dr.  Bryan,  put  to 
a vote,  and  carried.) 

DR.  EVERETT:  Mr.  Speaker,  I would  like  to 
include  in  that,  too,  a vote  of  thanks  to  the  press 
of  the  city,  because  I understand  they  have  been 
very  liberal  and  very  kind  in  their  editorials  and 
reporting  of  this  meeting. 

THE  SPEAKER:  We  will  include  that  in  the 
resolution. 

REMARKS  OF  DR.  H.  H.  SHOULDERS 
REGARDING  VETERANS  AFFAIRS 

THE  SPEAKER:  We  will  now  hear  from  Dr. 
Shoulders. 

DR.  H.  H.  SHOULDERS:  Mr.  Speaker,  I was 
informed  last  night  that  some  delegates  had  a 
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little  state  of  confusion  in  their  minds  and  re- 
quested that  I come  down  and  elaborate  just  a bit 
on  the  report  that  was  submitted  to  you  yesterday. 
Of  course,  I appreciate  the  fact  that,  in  a brief 
report,  no  one  can  embrace  the  many  things  that 
should  be  said. 

The  first  proposition  that  was  concerned  were 
veterans.  The  first  proposition,  I would  say,  is 
this:  that,  for  the  purposes  of  administering  med- 
ical care,  veterans  are  divided  into  two  groups:  (1) 
service-connected;  (2)  nonservice-connected.  The 
benefits  are  different.  After  World  War  I,  a suf- 
ficient number  of  hospitals  were  created  for  the 
care  of  veterans  to  accommodate  all  the  needs  of 
all  the  veterans  with  service-connected  disabilities. 
By  the  time  1924  rolled  around,  many  of  the  beds 
in  these  institutions  were  vacant.  There  was  talk 
of  closing  some  of  them.  Then  it  was  that  the 
people  with  jobs  in  the  institutions  sponsored  the 
legislation,  a little  amendment  to  the  World  War 
Veterans  Act,  which  permitted  veterans  with  non- 
service-connected  disabilities  to  obtain  admission, 
so  long  as  beds  were  available. 

That  was  done.  It  was  never  sponsored  by  Le- 
gion members  or,  I should  say,  by  the  Legion  itself. 
They  might  have  been  members  of  the  Legion.  It 
was  sponsored  primarily  by  people  with  jobs  in 
institutions.  I put  that  thought  in  your  mind, 
because  the  same  factors  operate  today  that  oper- 
ated then. 

That  right  was  repealed  in  the  first  administra- 
tion of  the  last  President  Roosevelt  by  an  act  to 
preserve  the  credit  of  the  Federal  Government. 
By  that  time,  veterans  with  nonservice-connected 
disabilities  were  obtaining  free  care,  and  they 
liked  it,  so  the  law  was  re-enacted  and  is  in  effect 
today. 

What  is  the  result?  More  than  80  per  cent  of 
all  the  patients  in  veterans  hospitals  are  patients 
with  disabilities  not  service-connected.  General 
Bradley,  when  he  was  Administrator  of  Veterans 
Affairs,  went  before  a committee  of  Congress,  and 
on  the  dope  that  was  furnished  him  at  the  time, 
he  made  the  statement  that  probably  80  per  cent 
of  the  veterans  were  eligible,  under  existing  stat- 
utes, for  admission  to  veterans  hospitals,  for  free 
service — and  that  embraces  not  only  free  medical 
and  surgical  service  in  the  hospital ; it  embraces 
the  hospital  cost  and  transportation  to  and  from 
the  hospital. 

It  does  not  take  much  imagination  to  see  the 
ultimate  effects  of  a hospital  system  that  is  de- 
signed to  take  care  of  all  the  needs  of  80  per  cent 
of  18,800,000  veterans. 

There  are  other  factors  operating  today  in  that 
field.  Members  of  the  local  chamber  of  commerce 
like  to  see  the  pay  roll  of  a federal  institution  in 
the  town.  The  veterans  want  a hospital  located 
near  by  and  easily  accessible  to  them.  Thus,  a 
number  of  factors  have  come  into  the  picture  which 
lead  to  enormous  programs.  Magnuson  says  that 
he  cannot  staff  more  than  120,000  beds.  They 
have  that  many  already  in  existence  and  in  pros- 


pect. They  have  a billion  dollars  allocated  for 
expenditure,  not  all  of  which  is  yet  committed. 

The  Federal  Government  is  also  financing,  or 
aiding  in  financing,  the  construction  of  a civilian 
hospital  system  under  the  Hill-Burton  Act.  That 
has  been  the  object  of  medicine,  of  this  Asso- 
ciation, the  A.  M.  A.,  and  others,  to  accomplish 
the  distribution  of  medical  care  facilities.  The 
location  and  building  of  a relatively  few  large 
veterans  hospitals  in  certain  centers  has  served 
to  accentuate  the  very  thing  we  are  trying  to  cor- 
rect and,  in  many  instances,  has  actually  created 
the  efforts  under  the  Hill-Burton  Act  to  procure 
an  equitable  distribution  of  facilities.  I said  a 
while  ago  that  this  movement  of  making  nonservice- 
connected  cases  eligible  was  accomplished  by  the 
leaders  in  the  institutions.  At  the  present  time, 
many  of  the  key  positions  in  the  American  Legion 
are  held  by  people  who  also  hold  federal  jobs, 
and  you  know  how  difficult  it  is  to  get  a retrench- 
ment from  a federal  position. 

You  begin  to  get  the  picture.  This  is  a very 
involved  picture.  When  the  law  was  re-enacted 
providing  for  care  to  nonservice-connected  cases, 
they  wrote  into  the  last  lines  of  it  a statement  to 
this  effect:  that  any  veteran,  anywhere,  who  will 
make  oath  that  he  is  unable  to  pay  hospital  and 
medical  services  is  eligible  to  it  under  such  form 
as  the  director  may  require  it.  How  does  the 
director  require  it?  He  requires  him  to  sign  Form 
P-10,  and  thus  he  obtains  admission  to  a veterans 
hospital.  Furthermore,  another  line  was  written 
into  it  which  makes  it  impossible,  or  illegal  at 
least,  for  even  the  director  of  the  Veterans  Ad- 
ministration to  look  into  the  question  as  to  whether 
he  told  the  truth  or  didn’t.  That  is  the  basis  of 
that  system  of  expansion  that  has  been  going  on. 

Someone  raised  the  question  yesterday,  as  I 
understand  it,  How  are  you  going  to  determine  this 
question  of  indigency?  First,  we  are  not  going  to 
determine  it.  It  would  be  asinine  for  us  ever  to 
try  to.  We  must  not  do  that.  I said  to  Senator 
Pepper  across  the  table  not  long  ago,  and  to  others, 
too,  that  it  is  a little  bit  inconsistent,  it  seems  to 
me  for  the  Senate  to  say  that  this  man,  a single 
man  with  a $2,000  income,  is  plenty  able  to  pay  an 
income  tax  and  yet  the  same  man  with  that  in- 
come, is  unable  to  pay  for  medical  care.  The  in- 
come tax  return,  then,  could  become  a basis,  a 
statement. 

How  are  you  going  to  define  his  ability  to  pay? 
I think  we  have  to  define  the  ability  to  pay  on  a 
different  basis  from  what  was  true  heretofore.  I 
think  it  must  be  defined  on  the  basis  of  a person’s 
ability  to  buy  insurance  coverage  instead  of  based 
upon  his  ability  to  pay  for  the  total  cost,  imme- 
diately, of  the  hospitalization,  operating,  nursing, 
and  so  forth,  in  a hospital.  Then,  we  define  the 
ability  to  pay  on  the  basis  of  the  person’s  ability 
to  pay  the  premiums  on  an  insurance  policy. 

Canada,  on  this  same  subject,  defined  the  ability 
to  pay  on  an  income  basis,  and  they  said  this:  that 
a man  with  less  than  $1,200  income  per  year  would 
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be  entitled  to  free  care.  If  we  defined  it  on  the 
basis  of  $2,000  a year  for  a single  person,  $2,500 
for  a person  with  a dependent,  and  so  on — gradu- 
ated— this  Association  has  defined  an  income  level 
at  which  you  pledge  yourself  to  give  service  for  the 
fee  stipulated.  I think  we  can  put  it  on  an  income 
basis,  but  don’t  let  anybody  attempt  now  to  write 
his  notion  of  what  that  income  basis  ought  to  be, 
because  those  are  the  complications. 

The  thing  we  must  do  is  to  define  some  principles 
and  sound  policies,  the  objective  being  the  preserva- 
tion of  the  freedom  of  medicine  and  the  freedom 
of  the  veteran,  and  the  accessibility  of  service,  and 
a thousand  other  factors  of  tremendous  importance, 
before  we  ever  undertake  to  get  back  to  a detail 
which  we  will  never  define;  which  the  Congress 
itself  will  define.  I should  think  when  they  are 
put  up  against  it  to  define  it  on  the  basis  of  in- 
come, then  we  will  be  getting  somewhere. 

There  is  one  point  I would  like  to  make,  and 
that  is  this:  that,  up  to  now,  the  poor  congress- 
man or  senator  has  been  in  a very  difficult  posi- 
tion. Why?  Well,  because  he  either  had  to  be  for 
or  against  one  proposition.  He  is  either  for  a 
hospital,  they  said  for  the  care  of  veterans,  or 
“agin”  it.  There  was  no  other  proposition  up. 
If  medicine  introduces  another  proposition  that  is 
perfectly  in  line  with  established  policies,  namely, 
the  application  of  the  insurance  principle  to  the 
financing  of  medical  care,  it  is  simply  applying 
something  that  I think  is  now  accepted  universally, 
in  varying  details,  but  the  principle  itself  is  estab- 
lished. We  simply  invite  the  application  of  the 
insurance  principle  to  the  financing  of  that  com- 
mitment that  is  already  made  by  the  Federal  Gov- 
ernment to  the  care  of  veterans  with  nonservice- 
connected  disabilities.  That  is  a congressional 
commitment.  They  will  never  back  up  on  it,  and 
don’t  you  think  for  a minute  they  will;  but  we  can 
say  to  the  congressman  and  senators:  “We  will 
give  you  another  proposal  that  will  meet  the  needs 
of  veterans,  wherever  they  may  live,  and  preserve 
their  freedom,  and  also  preserve  our  civilian  system 
of  medical  care.” 

You  get  me  started  on  this  thing  and  I talk  too 
much.  I hope  that  answers  the  questions  that  were 
raised  yesterday  when  I was  not  here  to  answer 
them. 

Are  there  any  other  questions  you  would  like 
to  have  answered,  Mr.  Speaker? 

THE  SPEAKER:  Are  there  any  other  ques- 

tions? 

DR.  R.  B.  WOOD:  Mr.  Chairman,  I would  like 
to  ask  Dr.  Shoulders  a question,  preceding  it  with 
this  statement,  if  I may.  It  would  seem  to  me  that 
if  the  medical  profession  is  going  to  fight  for  some- 
thing such  as  has  been  proposed  by  Dr.  Shoulders 
and  his  committee,  we  are  pledged  not  only  to  give 
support  in  trying  to  get  nonservice  disabilities 
treated  locally,  but,  at  the  same  time,  we  would  be 


doing  something  which,  in  the  end,  would  cut  down 
on  hospital  construction  and  the  useless  expenditure 
of  federal  funds  for  the  establishment  of  more 
hospital  beds.  However,  I think  that  we,  like  a 
great  many  other  segments  of  the  population,  are 
wishing  for  one  thing  and  then  constantly  trying 
to  do  something  else  that  defeats  the  very  purposes 
which  we  are  trying  to  evolve. 

In  this  state  at  the  present  time,  I am  sure  you 
all  are  acquainted  with  the  fact  that  we  are  trying 
to  get  more  veterans’  hospitals.  We  are  just  like 
every  other  section  of  the  country:  If  it  is  going 
to  be  dispensed,  we  are  asking  for  it;  and,  at  the 
same  time  that  we  are  asking  for  the  establish- 
ment of  veterans’  hospitals  to  be  located  in  our 
area,  we  are  asking  for  the  defeat  of  the  measures 
which  we  are  supporting. 

It  would  seem  that  it  might  be  well  for  this 
House  of  Delegates  to  decide  which  one  of  these 
they  are  going  to  support,  and  adopt  proper  reso- 
lutions on  that. 

DR.  SHOULDERS:  Mr.  Chairman,  I think  the 
resolution  on  that  was  adopted  yesterday. 

DR.  STANFORD:  I wanted  to  rise  on  that 

point.  Our  committee,  the  Committee  on  Reports 
of  Committees,  reported  in  that  manner  yesterday, 
and  this  body  accepted  our  report. 

DR.  SHOULDERS:  I would  like  to  say  this,  that 
this  is  no  easy  task.  I think  the  reaction  must 
come  from  the  grass  roots.  Why?  As  I pointed 
out  a while  ago,  many  of  the  people,  as  I have 
discovered,  who  are  forming  the  policy  of  the  Vet- 
erans Administration,  and  of  the  American  Legion, 
are  men  who  are  holding  these  positions,  and  the 
local  post  in  your  town,  and  in  the  towns  through- 
out the  nation,  has  no  voice  in  that  policy,  particu- 
larly. For  goodness’  sakes,  prepare  yourself  to  go 
before  your  own  Legion  post,  and  then  let  a grass 
roots  movement  begin  to  pile  into  Washington  for 
that,  and  you  will  get  somewhere*  very  quickly, 
because  they  will  pay  attention  to  that  when  they 
would  not  pay  attention  to  other  forms  of  argu- 
ment. I thank  you  very  much. 

PLACE  OF  NEXT  MEETING 

Upon  invitation  of  the  Shelby  County  Medical 
Society,  presented  by  Dr.  J.  B.  Stanford,  the  House 
voted  to  have  the  next  Annual  Meeting  at  the  Pea- 
body Hotel  in  Memphis. 

THANKS  TO  HEALTH  INSURANCE 
CONFERENCE 

Moved  by  the  Secretary  and  seconded  by  Dr. 
Daugh  W.  Smith,  that  the  House  of  Delegates 
express  its  thanks  for  help  in  writing  the  “Ten- 
nessee Plan,”  given  our  Insurance  Committee  by 
the  Health  Insurance  Conference  through  its  com- 
mittee, consisting  of  Mr.  J.  E.  Taylor,  Nashville, 
Mr.  Emerson  Mitchefl,  Chattanooga,  Mr.  M.  D. 
Miller,  New  York,  and  Mr.  J.  A.  Henry,  Chicago. 

The  House  adjourned  at  10  o’clock. 
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It  Can  Happen  Here! 

The  following  news  item  was  broadcast 
over  radio  station  WSM,  Nashville,  on  No- 
vember 7 to  an  estimated  audience  of  two 
and  one-half  million  people  scattered  over 
twenty  states: 

“Montgomery,  Ala.,  was  still  aroused  to- 
day over  the  story  of  a 29-year-old  mother 
who  watched  her  16-month-old  baby  slowly 
choke  to  death  because  no  doctor  would 
treat  her  and  no  hospital  would  take  her. 

“Mrs.  L.  E.  Smith  told  the  story  to  a 
Montgomery  newspaper  Friday  about  how 
her  own  doctor  twice  told  her  not  to  get 
‘unduly  excited.’  The  unnamed  doctor  tried 
once  to  get  the  baby  into  ‘his’  hospital. 
But,  according  to  the  mother,  he  refused  to 
try  any  other  when  the  one  was  full. 

“Mrs.  Smith  said  she  called  three  hospi- 
tals and  a total  of  four  doctors — including 
one  woman  doctor — all  refusing  to  take  an- 
other doctor’s  patient.  The  hospital 
wouldn’t  admit  her  without  a doctor’s  per- 
mit. Meanwhile,  worried  Montgomery  par- 
ents asked  such  questions  as:  ‘Do  we  have 
the  same  doctor  for  our  child  ?’ 

“Mrs.  Smith  said  she  and  her  husband, 
a civil  service  worker,  finally  took  Melinda 
to  one  hospital  themselves.  She  said,  how- 
ever, that,  even  though  the  girl  was  now 
purple,  hospital  authorities  refused  to  put 
her  under  an  oxygen  tent  without  a doctor’s 
permit.  The  hospital,  she  said,  did  promise 
to  try  to  find  a doctor.  Finally,  the  woman 
said,  her  husband  found  their  own  doctor, 


who  came  to  the  hospital  and  put  the  child 
under  an  oxygen  tent.  But  she  was  dead. 
Said  Mrs.  Smith : ‘I  don’t  want  to  hurt  any- 
one. But  I have  two  other  children.  I 
don’t  want  to  stand  by  and  see  them  die, 
while  doctors  are  being  polite  to  each  other.’ 
The  baby  had  acute  bronchitis. 

“The  doctor  said  he  had  no  comment  on 
the  matter.  And  a representative  of  one 
hospital  said  the  child  was  not  refused  ad- 
mittance. He  said:  ‘We  told  them  we’d  call 
a doctor  and  help  in  any  way.  We  adminis- 
tered oxygen.  However,  the  child  died  just 
after  it  had  arrived.’  ’’ 

The  furor  created  by  the  incident  and  its 
attending  publicity  led  to  an  investigation 
of  the  matter  by  the  Montgomery  County 
Board  of  Censors  of  the  Medical  Society. 
The  full  report  of  the  Board  of  Censors  fol- 
lows : 

“The  recent  regrettably  distorted  and  in- 
accurate news  stories  regarding  the  tragic 
death  of  Melinda  Smith  have  provoked  pub- 
lic resentment  against  Montgomery  doctors 
unwarranted  by  the  true  facts.  A careful 
and  diligent  investigation  by  the  Board  of 
Censors  of  the  Montgomery  County  Medical 
Society  confirms  in  substance  the  facts  re- 
vealed in  the  later  news  story  appearing  in 
the  November  10  issue  of  the  Montgomery 
Examiner. 

“The  treatment  of  Melinda  Smith  by  Dr. 
David  Monsky  was  not,  as  the  original 
article  implied,  lightly  undertaken.  On  the 
contrary,  Dr.  Monsky  visited  his  patient 
twice  within  a period  of  two  hours  and  on 
the  second  visit  found  that  the  treatment 
prescribed  at  his  first  visit  had  not  been 
followed.  On  the  second  visit,  following 
Dr.  Monsky’s  examination  and  treatment, 
considerable  improvement  was  noted  in  the 
child’s  general  condition.  By  responding 
promptly  to  the  first  call,  returning  when 
requested,  and  standing  by  for  subsequent 
calls  by  telephone,  Dr.  Monsky  remained 
available  throughout  the  emergency.  The 
decision  reached  by  the  Board  of  Censors 
is  that  the  attending  physician,  Dr.  David 
Monsky,  was  not  guilty  of  negkgence,  was 
not  derelict  in  his  duty,  did  not  make  an 
error  in  diagnosis,  and  was  not  chargeable 
with  a gross  error  in  medical  judgment,  as 
originally  implied. 
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Code  Not  Broken 

“The  medical  code  of  ethics,  to  which  we 
will  continue  to  adhere,  developed  over 
ages  of  medical  practice  for  the  protection 
of  both  patient  and  physician,  was  not  the 
barrier  as  was  alleged  to  have  been  respon- 
sible for  the  death  of  the  infant.  Medical 
ethics  presents  no  obstacle  in  an  emergency, 
it  being  the  privilege  of  any  physician  to 
answer  a call  under  these  conditions.  How- 
ever our  finding  is  that  the  physicians 
called  were  not  made  aware  that  such  an 
emergency  existed. 

“In  an  effort  to  overcome  the  inadequa- 
cies of  available  emergency  medical  service 
in  Montgomery,  the  Montgomery  County 
Medical  Society,  in  February,  1949,  at- 
tempted to  establish  a voluntary  medical 
emergency  call  service.  To  this  end  the 
doctor’s  exchange  was  placed  on  a 24-hour 
basis  and  the  names  of  available  doctors 
was  kept  ready  at  all  times.  This  plan 
never  fully  materialized.  The  local  daily 
newspapers,  when  approached  with  this 
plan,  refused  to  publish  this  information 
daily  as  a public  service. 

“The  tragedy  of  Melinda  Smith’s  death 
will  not  be  diminished  by  recrimination. 
It  may  be  that  this  shock  will  foster  a pub- 
lic consciousness  of  the  urgent  necessity  of 
adequate  hospital  facilities  for  our  city.  It 
will  be  recalled  that  the  Medical  Society  of 
Montgomery  has  twice  joined  with  local 
groups  to  urge  upon  all  citizens  the  press- 
ing need  for  such  facilities.  It  is  the  sin- 
cere hope  of  the  Board  of  Censors  that  from 
this  date  the  public,  the  press,  and  the  med- 
ical profession  will  work  shoulder  to  shoul- 
der in  a unified  effort  to  enlarge  our  over- 
taxed emergency  hospital  facilities.” 


A.  M.  A.  Dues 

DR.  W.  M.  HARDY,  SECRETARY 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

HOUSE  OF  DELEGATES  OF  AMERICAN 
MEDICAL  ASSOCIATION  AT  MEETING  DE- 
CEMBER 6 TO  8,  1949,  ADOPTED  $25.00  DUES 
FOR  ACTIVE  MEMBERS  OF  AMERICAN 
MEDICAL  ASSOCIATION  FOR  YEAR  1950. 
SAID  DUES  WILL  BE  COLLECTED  BY  STATE 
OR  COUNTY  SOCIETIES  IN  ACCORDANCE 
WITH  LOCAL  CUSTOM  FOR  COLLECTING 
YOUR  OWN  DUES  AND  WILL  BE  TRANS- 
MITTED TO  SECRETARY  OF  AMERICAN 


MEDICAL  ASSOCIATION.  DETAILS  WILL 
FOLLOW  BY  MAIL  AT  EARLY  DATE. 
PLEASE  NOTIFY  ANY  OFFICIALS  OF  YOUR 
SOCIETY  YOU  THINK  NECESSARY. 

GEORGE  F.  LULL, 

Secretary  arid  General  Manager, 
American  Medical  Association. 
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Alfred  Parker  Smith,  M.D.,  Winchester; 
University  of  Tennessee  School  of  Medi- 
cine, Memphis,  1930;  aged  47;  died  No- 
vember 21,  1949. 


Marcus  Gustavus  Spingarn,  M.D.,  Mem- 
phis; College  of  Physicians  and  Surgeons, 
Memphis,  1910;  aged  65;  died  October  6. 
1949.  

Lee  V.  Frazier,  M.D.,  Brazil,  Tenn.;  aged 
84 ; died  November  19,  1949. 


Toria  Joel  Bratten,  M.D.,  Woodbury; 
University  of  Tennessee  School  of  Medicine, 
1905;  aged  69;  died  November  15,  1949, 
following  a heart  attack. 


Joe  Sephus  Reynolds,  M.D.,  Concord; 
University  of  Tennessee  School  of  Medicine, 
1925;  aged  51;  died  suddenly  November  5, 
1949.  

Henry  Clark  Sanders,  M.D.,  Selmer ; 
Vanderbilt  University  School  of  Medicine, 
1894 ; aged  81 ; died  November  16,  1949, 
following  a heart  attack. 
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A Tribute  to  Dr.  George  P.  Rawls 
The  Memphis  and  Shelby  County  Medical 
Society  regrets  the  loss  of  one  of  its  valu- 
able members,  Dr.  George  P.  Rawls.  Dr. 
Rawls  was  in  active  practice  up  until  his 
death,  September  17,  1949,  at  the  age  of  58. 

Dr.  Rawls  was  born  in  St.  Augustine, 
Texas,  and  received  his  medical  degree  from 
the  University  of  Tennessee  in  1916.  He 
interned  at  St.  Joseph  Hospital  from  1916 
to  1917,  and  then  served  during  World  War 
I as  a flight  surgeon. 

After  the  war  he  practiced  in  Lucy,  Ten- 
nessee, for  a number  of  years,  and  then 
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came  to  Memphis  and  was  associated  with 
Dr.  Giles  Coors  since  1928.  During  his 
practice  in  Memphis  he  limited  his  work  to 
internal  medicine  and  obstetrics. 

He  was  interested  in  Boy  Scout  work  and 
had  served  for  a number  of  years  as  chair- 
man of  the  Court  of  Honor  of  Chickasaw 
Council  and  was  a member  of  the  executive 
board. 

He  was  a charter  member  of  the  Ameri- 
can Board  of  General  Practitioners,  a mem- 
ber of  the  Memphis  and  Shelby  County 
Medical  Society,  American  Medical  Asso- 
ciation, Theta  Kappa  Psi  Medical  Frater- 
nity, and  up  until  a few  years  ago  was  an 
active  Mason.  He  was  a senior  attending 
physician  on  the  Methodist  Hospital  Staff 
and  was  on  the  courtesy  staffs  of  other  hos- 
pitals. He  served  as  a member  of  the  In- 
tern Committee  of  the  Methodist  Hospital 
staff  for  many  years. 

Dr.  Rawls  was  a very  friendly  and  lovable 
person  and  was  highly  regarded  by  all  those 
who  knew  him.  Most  of  his  friends  affec- 
tionately called  him  “Pops.” 

He  took  a great  interest  in  his  home  and 
in  the  work  about  his  house  and  at  the  same 
time  was  able  to  keep  up  with  his  extreme 
interest  in  fishing  and  hunting. 

Dr.  Rawls  was  a fine  man  of  excellent 
character  and  will  long  be  remembered  for 
his  good  work  and  kind  attentions  in  his 
practice  of  medicine.  Together  with  the 
loved  one  he  leaves  behind,  we  mourn  his 
passing. 

C.  F.  Varner,  M.D. 

(Reprinted  from  Memphis  Medical  Jour- 
nal, November,  1949.) 


A Tribute  to  William  Ramsey  Blue, 
M.D. 

Dr.  William  Ramsey  Blue  was  born  in 
Gallatin,  Tenn.,  on  May  20,  1888,  and  died 
in  Memphis,  Tenn.,  September  8.  1949. 

Thus  passed  from  our  scene  another  of 
our  medical  stalwarts.  Though  Dr.  Blue 
was  not  “stalwart”  physically,  his  strength 
of  character,  his  sincerity  of  purpose,  his 
relentless  pursuit  of  deep-rooted  convic- 
tions gave  him  professional  stature  that 
endeared  the  man  to  all  who  knew  him. 
Affectionately  known  as  “Willie,”  “Pappy,” 
and  “Chief,”  Dr.  Blue  seldom  failed  to  be 


known  also  as  “friend”  to  those  who  took 
time  to  probe  thoroughly  his  acquaintance. 
Those  who  knew  him  best  might  on  some 
issue  disagree  with  him,  but  there  was  one 
point  beyond  which  one  could  not  pass,  and 
that  was  the  good  intentions,  honesty,  and 
sincerity  which  actuated  “W.  R.”  in  all  he 
thought  or  did.  His  concept  of  honor  or 
integrity  he  held  not  for  himself  alone,  but 
he  looked  for  and  demanded  it,  above  all 
else,  in  others.  His  patience,  kindliness, 
and  love  for  his  fellow  man  were  immense, 
but  dishonesty  materially  or  mentally  he 
could  not  and  did  not  countenance,  and  in 
situations  involving  such  matters  he  was 
wont  to  express  his  sentiments  with  cer- 
tainty, brevity,  and  in  a convincing  vernac- 
ular. 

William  Ramsey  Blue  was  sixtv-one  years 
old  when  he  died.  He  appeared  to  be  much 
older  because  of  many  ills.  Frail  as  a 
child,  he  early  showed  signs  of  arthritis,  a 
malady  which  with  succeeding  years  was  to 
haunt  him  and  more  and  more  take  its  toll 
of  his  energies.  Once  in  his  career  he 
nearly  lost  an  eye  by  infection  which  in- 
capacitated him  for  months.  Some  five 
years  later  he  contracted  undulant  fever, 
for  which  ailment  he  made  himself  a guinea 
pig  for  every  projected  treatment,  and 
about  which  disease  he  probably  knew  more 
than  any  of  his  contemporaries.  Finally, 
he  became  a victim  of  pulmonary  fungus 
disease,  which  kept  him  physically  greatly 
incapacitated  for  many  months  before  he 
succumbed  to  his  archenemy.  It  is  rather 
remarkable  that  in  the  last  few  years  he 
was  able  to  pursue  his  work  in  the  able 
manner  which  he  did  and  to  maintain  the 
optimism  which  he  radiated  about  him. 

Dr.  Blue  was  General  Practitioner,  Pe- 
diatrician, Internist,  and  “Doctor.”  His 
extraordinary  and  wide  interest  in  medicine 
was  no  doubt  responsible  for  the  changes 
in  course  he  twice  made  in  the  navigation 
of  his  medical  craft.  As  a general  practi- 
tioner he  just  missed  the  horse  and  buggy 
and  saddlebag  age.  Maybe  he  didn’t  quite 
miss  it,  for  practice  in  Arkansas  in  1911 
hardly  more  than  inaugurated  the  Model  T 
era.  When  he  entered  Pediatrics  he  had 
prepared  himself  for  it,  and  when  he  left 
Pediatrics  he  nevermore  returned  to  it,  but 
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began  work  from  the  ground  up  in  Internal 
Medicine.  Here  he  found  his  most  fitting 
place — “the  last  for  which  the  first  was 
made,”  for  while  children  may  have  loved 
him,  the  elders,  and  particularly  the  aged, 
sat  at  his  feet,  so  to  speak,  and  gathered  of 
his  wisdom,  partook  of  his  friendship,  and 
drank  of  his  optimism — those  functions 
perhaps  not  so  symbolic  of  our  profession 
now  as  in  a less  scientific  age,  but  those 
which  make  for  a nobler  note  any  time  and 
anywhere  the  word  “Doctor”  is  spoken. 

Dr.  Blue  has  passed,  and  with  his  passing 
something  of  our  era  has  gone  and  some- 
thing in  all  his  contemporaries  has  died. 
He  gave  his  best  to  society,  to  medicine,  to 
his  family,  and  to  all  he  gave  “that  best 
portion  of  a man’s  life,  his  little,  nameless, 
unremembered  acts  of  kindness  and  of 
love.” 

W.  D.  Mims,  M.D. 

(Reprinted  from  Memphis  Medical  Jour- 
nal, November,  1949.) 


DOCTOR  WANTED 


Dear  Dr.  Hardy: 

Feeling  that,  as  an  official  of  the  Ten- 
nessee Medical  Association,  you  have  a very 
deep  interest  in  health  conditions  through- 
out the  state,  we  take  the  liberty  to  ask  a 
very  great  favor  of  you. 

Westmoreland,  a town  of  eight  hundred 
to  one  thousand  inhabitants,  the  business 
center  of  a large,  thickly  populated  com- 
munity, does  not  have  a resident  physician. 
Our  nearest  doctor  is  in  Gallatin,  or  Scotts- 
ville,  Ky.,  a distance  of  fifteen  to  eighteen 
miles.  We  have  a seven-room  building  that 
was  used  by  our  last  doctor  as  office  and 
clinic.  This  would  be  available  for  the  use 
of  a doctor  at  any  time.  We  will  also  see 
that  he  has  a comfortable  residence. 

If  you  can  put  us  in  touch  with  a physi- 
cian whom  we  may  be  able  to  interest  in 
locating  here,  we  will  appreciate  your  serv- 
ice very  deeply. 

Sincerely  yours, 

J.  E.  Trotter,  Secretary, 
Westmoreland  Civic  Club, 
Westmoreland,  Tenn. 


AND  WE  QUOTE 


“Is  the  Welfare  State  the  Farewell 
State?” 

When  you  are  asked  to  prepare  a paper 
to  deliver  before  a lay  group,  before  your 
medical  colleagues,  or  for  publication,  keep 
in  mind  instructions  given  to  the  editorial 
staff  of  Time  magazine: 

“A  Time  story  must  be  completely  organ- 
ized from  beginning  to  end  ; it  must  go  from 
nowhere  to  somewhere  and  sit  down  when 
it  arrives.” — Illinois  News  Letter. 


John  W.  McPherrin,  Editor  of  The  Amer- 
ican Druggist,  upon  his  return  from  Eng- 
land, writes : “After  five  weeks  in  Great 
Britain,  we  came  home  with  a new  rever- 
ence for  the  faith  of  mankind  that  created 
America.  It  is  our  conclusion  that  there  is 
no  hope,  peace  of  mind,  or  real  security  for 
anyone  in  the  belief  that  ‘the  state  is  my 
shepherd;  1 shall  not  want .’  This  is  the 
real  concept  of  the  Welfare  State,  and  it  has 
done  something  to  the  British  spirit.  Noth- 
ing, not  even  a free  health  service,  is  more 
important  to  a nation  than  the  spirit  of  its 
people.” — Illinois  News  Letter. 


You  can’t  join  the  Elks;  you  can’t  belong 
to  a local  bowling  club ; you  can’t  join  a 
service  club — a fraternal  organization — 
without  paying  dues  to  that  group.  But, 
for  103  years  men  have  been  members  of 
the  American  Medical  Association  without 
payment  of  dues.  It  is  entirely  possible 
this  picture  will  be  changed  and  you  will 
pay  to  your  county  society  secretary:  (1) 
dues  for  your  county  society;  (2)  dues  for 
your  state  society;  (3)  dues  for  your  Amer- 
ican Medical  Association. 

Illinois  will  have  ten  delegates  present 
at  the  meeting  of  the  House  of  Delegates 
to  vote  on  whether  or  not  dues  shall  be  paid. 
You  don’t  expect  “something  for  nothing” 
from  your  government — why  expect  “some- 
thing for  nothing”  from  your  American 
Medical  Association?  They  are  spearhead- 
ing this  national  educational  program,  and 
you  should  be  proud  to  be  a member  in 
good  standing  of  this  organization. — Illinois 
News  Letter. 
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The  Creeping  Paralysis  of  Dependency 

I 

As  this  is  written,  the  principal  basic 
industries  of  the  country — coal,  steel,  rail- 
roads, and  many  more  secondary  manufac- 
tures— are  slowing  down.  This  is  of  im- 
portance to  the  medical  profession,  since, 
in  the  wake  of  strikes,  shutdowns,  slow- 
downs, and  unemployment,  worry,  anxiety, 
and  uncertainty  swell  the  numbers  of  those 
who  will  shortly  crowd  doctors’  offices  and 
increase  the  patient  roster  of  hospitals  al- 
ready overloaded.  It  is  true  that  unem- 
ployment insurance,  the  departments  of 
public  welfare,  and  the  numerous  charita- 
ble organizations  can  and  do  intervene  to 
cushion  the  acute  hardship  for  a while. 

But  continuing  aid  of  this  type  seems  to 
us  to  be  unhealthy — a magnificent  gesture 
certainly,  but  no  substitute  for  a healthy 
independence.  Such  aid  begs  the  question, 
does  it  not?  It  ignores  the  cynical  leader- 
ship which  has  coerced  the  working  man 
and  woman  for  the  aggrandizement  of  its 
own  power  into  walkouts  often  of  an  irre- 
sponsible nature.  Such  leadership  trades 
upon  the  immunity  granted  to  labor  by  the 
Clayton  Act  from  the  ordinary  operation  of 
the  antitrust  laws.  Results : Loss  of  inde- 
pendence within  the  unions,  creation  of  a 
dependency  of  the  working  man  to  ques- 
tionable leadership,  increase  in  cost  of  liv- 
ing for  everybody,  abuse  of  public  incon- 
venience affecting  union  and  nonunion  peo- 
ple alike,  aggravation  of  ordinary  and  usual 
illness  by  unnecessary  worry,  loss  of  work 
and  of  the  security  of  independence. 

More  and  more  the  economic  trend  is  to- 
ward the  futile  goal  of  higher  wages  and  a 
putative  “security”  for  union  members  only, 
within  the  larger  framework  of  national 
social  security.  Viewed  dispassionately 
against  the  background  of  the  recent  na- 
tional debt  (1948)  of  some  $252,292,246,- 
513,  or  about  $1,721.45  per  capita,  “fixed” 
charges  of  $35,000,000,000  a year,  and  some 
$5,500,000,000  interest  on  the  national  debt, 
one  might  well  pause  to  ponder:  Who  is 
secure  from  what,  and  for  how  long? — 
From  the  New  York  State  Medical  Journal 
of  Medicine. 


NEWS  NOTES  AND  COMMENTS 


Clarence  Shaw,  M.D.,  announces  the 
removal  of  his  office  to  Suite  708,  James 
Building,  Chattanooga.  Practice  limited  to 
Dermatology  and  Svphilology. 


John  R.  Glover,  M.D.,  announces  the  re- 
moval of  his  office  to  1911  Hayes  Street, 
Nashville.  Practice  limited  to  Orthopaedic 
Surgery. 


James  N.  Thomasson,  M.D.,  announces 
the  removal  of  his  office  to  1916  Hayes 
Street,  Nashville. 


Otis  S.  Warr,  M.D.,  of  Memphis  has  been 
appointed  Chairman  for  the  Associated 
Diplomates  of  the  National  Board  of  Med- 
ical Examiners  for  the  State  of  Tennessee. 

Dr.  Warr  is  planning  a luncheon  for  Dip- 
lomates at  the  Memphis  meeting  during  the 
annual  session  next  April. 


J.  Lanier  Wyatt,  M.D.,  announces  the 
removal  of  his  offices  from  the  Bennie- 
Dillon  Building  to  1916  Hayes  Street,  Nash- 
ville. 


WOMAN'S  AUXILIARY 

The  following  is  a message  from  Mrs. 
Clyde  V.  Croswell,  President  of  the  Wom- 
an’s Auxiliary  to  the  Tennessee  State  Med- 
ical Association: 

“In  order  to  help  promote  the  principles 
and  aims  and  program  of  the  American 
Medical  Association,  our  members  should 
be  well  informed.  This  information  is  ob- 
tained from  the  National  Education  Cam- 
paign Headquarters  of  the  A.  M.  A.  and  is 
distributed  and  studied. 

“We  feel  that  if  we  can  reach  and  in- 
form the  educators  and  youth  of  our  state, 
it  will  be  a step  forward  in  promoting  the 
‘Voluntary  Way’  and  the  12-Point  Program 
of  the  American  Medical  Association.  Last 
month  (October)  there  were  8,000  teachers 
registered  at  the  East  Tennessee  Education 
Association.  Over  7,000  pamphlets  and 
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pieces  of  literature  were  distributed  to  these 
teachers,  giving  them  the  right  facts  and 
authentic  information  regarding  govern- 
ment-controlled medicine. 

“A  Health  Essay  Contest  is  in  the  process 
of  being  conducted  and  being  participated 
in  by  the  pupils  of  every  tenth,  eleventh, 
and  twelfth  grades  in  every  county  in  Ten- 
nessee. At  least  one  program,  and,  where 
feasible,  a complete  study  of  the  facts  about 
government-controlled  medicine  is  to  be 
held  in  all  Book  and  Study  Clubs,  churches, 
Parent-Teacher  Associations,  civic  and  cul- 
tural groups  throughout  the  state.  In  Feb- 
ruary one  auxiliary  made  talks  to  133  dif- 
ferent organizations,  reaching  over  7,000 
people,  in  a concentrated  effort  in  a period 
of  less  than  two  months.  The  title  of  most 
of  the  papers  given  was  ‘The  True  Facts 
About  Government-Controlled  Medicine.’  ” 


Mrs.  Clyde  V.  Croswell,  President  of  the 
Woman’s  Auxiliary  to  the  Tennessee  State 
Medical  Association,  Mrs.  Park  Niceley  of 
Knoxville,  President-Elect,  and  Mrs.  W.  W. 
Potter  of  Knoxville,  director  on  the  Board 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  attended  the  Confer- 
ence of  Presidents  and  Presidents-Elect  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  held  at  the  LaSalle 
Hotel  in  Chicago  on  November  3 and  4. 
These  three  auxiliary  members  from  Ten- 
nessee were  inspired  with  the  enthusiastic 
and  informative  reports  and  suggestions  of 
the  presidents  of  medical  auxiliaries  from 
forty-eight  states.  A forum  was  conducted 
by  the  National  Chairmen,  and  open  dis- 
cussion was  participated  in  by  every  mem- 
ber present.  There  was  not  nearly  enough 
time  to  relate  all  of  the  accomplishments 
and  aims  of  the  different  auxiliaries. 

The  interesting  speakers  were : Dr.  An- 
drew C.  Iviey,  Vice-President  of  the  Uni- 
versity of  Illinois  and  Chairman  of  Profes- 
sional Schools;  Fred  V.  Hein,  Consultant 
in  Health  and  Fitness,  from  the  A.  M.  A.; 
Mrs.  Laurence  Rember,  Director  of  the  De- 
partment of  Public  Relations  of  the  A.  M. 
A. ; James  R.  Miller,  M.D.,  Chairman  of 
Commission  and  member  of  the  Board  of 
Trustees,  whose  subject  was  “The  Commis- 
sion on  Chronic  Illness”;  and  Mrs.  Thomas 


A.  Hendricks,  Secretary  of  the  Council  on 
Medical  Service. 

Mrs.  David  B.  Allman,  President  of  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  of  New  Jersey,  opened  the 
meeting,  and  the  President-Elect,  Mrs.  Ar- 
thur A.  Herold  of  Louisiana,  conducted  the 
Conference. 

There  are  884  counties,  represented  by 
49,000  auxiliary  members,,  from  48  states. 


The  Woman’s  Auxiliary  to  the  Tri-County 
Medical  Society  was  organized  at  Johnson 
City,  Tenn.,  in  March,  1949.  The  officers 
of  this  auxiliary  are  as  follows: 

President,  Mrs.  Mel  Smith. 

Vice-President,  Mrs.  R.  E.  Harvey. 

Secretary,  Mrs.  Harold  Damron. 

Corresponding  Secretary,  Mrs.  Hugh 
Swingle. 

Treasurer,  Mrs.  Charles  K.  Slade. 

Program,  Mrs.  William  Preas. 

Publicity,  Mrs.  Harry  D.  Miller. 

To  date  this  group  has  thirty-seven  mem- 
bers. 


The  Auxiliary  of  the  West  Tennessee 
Consolidated  Medical  Society  held  its  reg- 
ular meeting  Tuesday,  November  1,  at  6:30 
for  a dinner  meeting.  The  President,  Mrs. 
Rex  Hughes  of  Milan,  presided  over  the 
business  session.  Fifteen  members  were 
present,  with  one  visitor.  Three  new  mem- 
bers were  welcomed,  making  a total  mem- 
bership of  twenty-three. 

Mrs.  W.  O.  Baird  of  Henderson  reported 
126  subscriptions  to  Hygeia . After  reading 
excerpts  from  the  Bulletin  from  the  Fall 
Meeting  of  the  Board  of  Directors,  Mrs. 
Elisha  Farrow  of  Bells  discussed  more  fully 
the  plans  and  recommendations  of  this 
meeting. 


MEDICAL  SOCIETIES 
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Henry  County 

The  Henry  County  Medical  Society  met 
in  regular  session  November  10,  1949,  with 
seven  members  present.  An  application 
for  membership  was  presented  from  John 
E.  Neumann,  M.D.,  voted  on,  and  approved 
for  membership. 
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The  high  school  essay  contest  was  dis- 
cussed, and  it  was  decided  by  the  society 
that  no  action  would  be  taken  at  this  time. 

There  was  also  a discussion  of  24-hour 
emergency  medical  service  and  of  the  can- 
cer detection  center  which  has  been  oper- 
ating smoothly. 

There  was  a regular  meeting  on  April  14, 
1949,  in  the  basement  of  the  First  Method- 
ist Church  at  which  the  new  A.  M.  A.  film 
on  the  “Diagnosis  and  Treatment  of  Polio” 
was  shown  with  good  reception. 

J.  Ray  Smith,  M.D.,  Secretary. 


Davidson  County 

November  22:  Unveiling  of  portraits  of 
the  members  of  the  Nashville  Academy  of 
Medicine  who  have  been  president  of  the 
American  Medical  Association.  These 
were  Dr.  Paul  F.  Eve,  eleventh  President, 
1857 ; Dr.  William  K.  Bowling,  twenty-sev- 
enth President,  1875;  Dr.  William  Briggs, 
forty-third  President,  1891;  Dr.  John  A. 
Witherspoon,  sixty-fifth  President,  1913; 
Dr.  William  D.  Haggard,  seventy-eighth 
President,  1925;  Dr.  Harrison  H.  Shoulders, 
one  hundredth  President,  1946.  In  1947, 
the  seventh  president-elect  of  the  American 
Medical  Association  to  come  from  the  ranks 
of  the  Nashville  group  was  Dr.  Olin  West, 
who  was  unable  to  serve  because  of  ill 
health.  He  would  have  been  the  one  hun- 
dred first  A.  M.  A.  president. 

November  29 : A dinner  meeting  at  the 
Thayer  Veterans’  Administration  Hospital. 
Program : 

“The  Use  of  Intercostal  Nerve  Block  Fol- 
lowing Upper  Abdominal  Surgery,”  by  Dr. 
John  A.  Yarborough. 

“Cardiovascular  Dynamics  Before  and 
After  Resection  of  the  Pericardium  in  Con- 
strictive Pericarditis,”  by  Dr.  Ross  C.  Kory. 

“The  Technique  and  Indications  for  De- 
pendent, Greater  Curvature  Gastroenteros- 
tomy,” by  Dr.  John  E.  Kesterson. 

“Behcet’s  Disease,”  by  Dr.  Murray  B. 
Sheldon. 

“Venography  as  a Diagnostic  Aid  in  the 
Treatment  of  the  Varicosed  or  Postphlebitic 
Extremity,”  by  Dr.  Raymond  S.  Martin. 

“Radioactive  Iodine  in  Diagnosis  and 
Therapy,”  by  Dr.  George  R.  Meneely. 


OTHER  MEDICAL  SOCIETIES 


The  One  Hundred  Tenth  Semiannual 
Meeting  of  the  Middle  Tennessee  Medical 
Association  was  held  in  McMinnville  No- 
vember 17,  with  more  than  100  physicians 
and  guests  in  attendance. 

The  sessions  were  held  at  the  McMinn- 
ville Country  Club,  where  a dutch  treat  was 
served  at  noon. 

Following  luncheon,  a business  session 
was  held,  at  which  time  a committee  on 
revision  of  the  constitution  made  its  report, 
which  was  adopted.  The  new  constitution 
becomes  effective  on  second  reading  at  the 
next  meeting. 

New  officers  elected  were:  Dr.  Harry 
Guffee,  Franklin,  President;  Dr.  William  K. 
Owen,  Pulaski,  Vice-President;  Dr.  B.  F. 
Byrd,  Jr.,  Nashville,  Secretary-Treasurer. 

Following  the  afternoon  scientific  session, 
McMinnville  physicians,  who  were  hosts  to 
the  Association,  entertained  the  members 
with  a dinner  at  the  famed  Sedberry  Hotel, 
one  of  Tennessee’s  hotels  noted  for  its  cui- 
sine. 

On  invitation  of  Dr.  W.  H.  Avery,  Shelby- 
ville,  the  Association  voted  to  hold  its  one 
hundred  eleventh  session  in  Shelbyville  on 
Thursday,  May  18,  1950. 

The  scientific  sessions  consisted  of  ten 
papers  on  various  medical  and  surgical  sub- 
jects which  were  read  by  prominent  physi- 
cians from  middle  Tennessee. 

Dr.  C.  N.  Gessler,  Nashville,  retiring- 
president,  presided  over  the  sessions. 


The  annual  clinical  conference  of  the  Chi- 
cago Medical  Society  is  to  be  held  February 
28,  March  1,  2,  3,  1950.  The  Palmer  House 
will  be  the  headquarters  for  this  meeting. 


ABSTRACTS  OF  CURRENT  LITERATURE 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Surgical  Treatment  of  Sterility.  Robert  N.  Ruth- 
erford, M.D.,  Howard  M.  Lamborn,  M.D.,  and  A. 
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Lawrence  Banks,  M.D.,  Seattle.  Wash.  Ameri- 
can Journal  of  Obstetrics  and  Gynecology,  Vol. 

58,  No.  4,  pp.  673-683,  October,  1949. 

With  newer  methods  of  diagnosis,  sterility  stud- 
ies have  assumed  a more  exact  nature.  With  in- 
creased hormone  knowledge  and  potent  inexpensive 
preparations,  hormone  reinforcement  of  lagging 
reproductive  effort  has  become  possible  and  re- 
quires no  apology.  With  an  adequate  male  partner, 
and  with  an  adequate  pattern  of  ovulation,  many 
female  patients  present  themselves  still  as  difficult 
cases.  These  constitute  by  far  the  most  common 
problems  presented  in  sterility  where  the  female 
factor  alone  is  at  fault.  Pre-eminently  that  fault 
is  tubal  occlusion.  Correction  of  tubal  occlusion 
cannot  be  handled  by  hormone  attack.  A series  of 
43  cases  of  primary  and  secondary  sterility  unre- 
lieved by  persistent  pressure  methods  is  presented. 
Success  in  securing  pregnancy  through  surgical 
effort  is  graded  directly  by  the  amount  of  disorder 
of  tubal  function,  of  circulation,  or  of  innervation. 
The  hopefulness  or  hopelessness  of  the  situation 
can  be  evaluated  only  by  exploratory  laparotomy, 
if  all  other  factors  are  normal  or  corrected.  The 
patient  must  have  an  honest  and  careful  recitation 
of  the  statistics  of  failure  and  of  operative  loss  in 
advance.  Persistent  and  conscientious  aftercare  is 
as  important  as  the  proper  selection  and  execution 
of  the  surgical  technique  in  continued  relief  of 
tubal  occlusion.  This  must  begin  two  or  three  days 
after  surgery  and  must  follow  until  pregnancy  is 
achieved.  Roughly,  four  in  ten  patients  so  selected 
may  have  a child.  The  remainder  at  least  have 
the  consolation  of  trying  every  channel  before 
adoption  is  undertaken.  No  successes  are  reported 
from  implantation  of  the  ovary  in  the  uterine  wall. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Management  of  the  Problems  Associated  with 
Prolonged  Labor.  Duncan  E.  Reid.  New  York 
State  Journal  of  Medicine,  Vol.  48,  p.  2601,  1948. 

Patients  who  experience  prolonged  labor  are 
subject  to  all  the  hazards  associated  with  difficult 
labor  and  delivery.  The  uncertainty  regarding  the 
ability  of  the  uterus  to  perform  in  a normal  manner 
during  parturition  makes  every  parturient  a pos- 
sible candidate  for  labor  dystocia. 

Labors  exceeding  twenty  to  twenty-four  hours 
in  length  are  defined  as  prolonged.  Labor  is  not 
said  to  have  been  established  until  the  uterine 
contractions  produce  definite  changes  in  the  cervix. 

The  etiology  of  prolonged  labor  may  include:  (1) 
abnormal  development  of  the  ute’rus;  (2)  overdis- 
tention  of  the  uterus;  (3)  rapidly  succeeding  preg- 
nancies; (4)  multiple  myomata;  and  (5)  miscella- 
neous factors.  Hormonal  imbalance  and  derange- 
ment of  calcium  or  potassium  metabolism  may 
also  prove  a role  in  the  etiology  of  prolonged  labor. 
The  tocographic  studies  of  Murphy  have  shown 


that  prolonged  labor  is  associated  with  poor  uterine 
contractility.  Failure  of  the  cervix  to  dilate  may 
be  associated  with  the  presence  of  an  excessive 
proportion  of  fibrous  tissue.  The  cervix  may  act 
as  a sphincter  and  fail  to  dilate. 

The  maternal  risk  is  not  greatly  increased  during 
prolonged  labor  if  rest  and  fluid  balance  are  prop- 
erly maintained.  Fetal  mortality  is  markedly  in- 
creased. The  major  cause  of  fetal  death  is  intra- 
uterine asphyxia.  Intracranial  hemorrhage  re- 
sulting from  traumatic  vaginal  delivery  has  de- 
creased in  frequency. 

In  the  best  interest  of  the  infant,  30  to  40  hours 
of  labor  is  the  maximum  time  permissible  for  labor. 
Posterior  pituitary  extract  intramuscularly  in  one- 
half  to  one  minimum  doses  may  be  used  in  the 
presence  of  desultory  labor  if  cephalopelvic  dis- 
proportion is  not  present.  Tetanic  contractions  are 
rare  and  almost  always  result  from  the  first  dosage 
rather  than  subsequent  ones.  Pituitary  extract 
should  produce  complete  cervical  dilatation  in  three 
to  four  hours.  If  this  is  not  the  case,  further 
therapy  may  produce  intrauterine  asphyxia  and 
is  likely  to  be  of  no  value.  Delivery  should  be 
accomplished  in  the  least  traumatic  manner.  If 
the  cervix  is  more  than  half  dilated,  the  presenting 
part  near  the  pelvic  floor,  and  the  outlet  ample, 
pelvic  delivery  should  be  performed,  using  Duhrs- 
sen’s  incision  if  necessary.  If  these  conditions  are 
not  present,  cesarean  section  is  probably  safer.  In 
general,  an  extraperitoneal  section  is  indicated. 
Generous  use  of  antibiotics  is  also  advisable. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Chronic  Iridocyclitis.  A.  Lund.  Archives  of  Oph- 
thalmology, October,  1949. 

The  treatment  for  chronic  iridocyclitis  given  in 
the  Finsen  Institute  is  based  on  the  assumption 
that  the  lesion  is  tuberculous  and  consists  princi- 
pally in  a protracted  series  of  carbon  arc  light 
baths  together  with  injections  of  human  tubercle 
bacillus  protein.  The  author  reviews  a series  of 
88  patients,  30  male  and  58  female,  representing 
151  affected  eyes.  These  patients  were  followed 
closely  for  several  years.  In  most  patients  the 
lesion  made  its  appearance  at  the  age  of  20  to  30. 
The  morbidity  rate  for  women  was  also  increased 
at  about  the  age  of  50.  The  duration  of  active 
inflammation,  exclusive  of  relapses,  averaged  four- 
teen and  one-half  months  but  depended  to  a great 
extent  on  the  age  of  the  patient  at  the  onset  of 
illness:  thirty-nine  months  for  patients  under  20 
years  and  seven  months  for  patients  over  50  years 
of  age.  The  duration  of  illness  is  the  same  for 
patients  with  positive  and  for  patients  with  nega- 
tive reactions  to  the  Mantoux  test.  Of  the  151 
affected  eyes,  the  inflammation  became  quiescent  in 
136,  56  of  which  subsequently  had  relapses.  On 
the  whole  the  relapses  ran  a mild  course. 


December,  1949 


ABSTRACTS  OF  CURRENT  LITERATURE 


437 


Of  the  total  number  of  eyes,  63  per  cent  were 
left  with  good  reading  vision,  and  an  additional 
23  per  cent  had  orientating  vision.  Operation  for 
cataract  was  performed  on  9 eyes.  A severe  re- 
lapse occurred  in  only  one  of  these  9 eyes,  while 
5 had  good  reading  vision  and  the  rest  orientating 
vision.  In  no  case  was  the  operation  done  until  the 
eye  had  been  quiescent  at  least  a year. 

One-half  the  patients  presented  roentgenographic 
changes  in  the  lungs — about  twice  the  average  in- 
cidence. This,  together  with  the  favorable  outcome 
of  the  treatment,  is  thought  to  lend  support  to  the 
assumption  of  the  tuberculous  origin  of  iridocy- 
clitis. 


Hyperplasia  of  the  Iris.  L.  Belikova. 

A young  soldier  had  impaired  vision  in  the  right 
eye  due  to  chorioretinitis  following  trauma  in  child- 
hood. Examination  with  slit  lamp  revealed  two 
arches  of  trabecular  tissue  with  holes  about  the 
pupillary  region  in  each  eye;  these  trabeculae  had 
the  structure  of  the  normal  stroma  of  the  iris.  The 
pupillary  reaction  was  normal,  and  the  case  is 
reported  because  of  this  rare  congenital  anomaly. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Rectal  Bleeding.  Alvin  Baldwin,  M.D.  Texas 

State  Journal  of  Medicine,  Vol.  40,  March,  1945. 

Rectal  bleeding  is  one  of  the  common  conditions 
often  underestimated  in  importance.  It  is  desirable 
to  know  if  the  blood  is  bright  red  or  dark.  The 
bright  red  blood  is  usually  thought  of  coming  from 
the  rectum  and  the  sigmoid  colon,  but  bleeding  pep- 
tic ulcers  with  hyperirritability  and  hyperperistal- 
sis may  produce  copious  bright  red  blood. 

1.  Hemorrhoids — bleeding  at  end  of  defecation; 
hemorrhoids  may  retract  up  into  rectum  and  con- 
tinue to  bleed  with  dark  clots;  usually  no  pain. 

2.  Fissure  (acute  or  chronic) — varies  from  few 
drops  to  teaspoonful;  much  pain;  urge  to  defecate, 
but  sphincter  is  spastic;  unseated  may  become 
chronic  ulcer. 

3.  Polyps— bright  or  dark  bleeding;  usually  can- 
cerous at  tip,  but  may  be  at  base  also;  bleeding  in 
small  children  usually  caused  by  low  implanted 
polyp  on  posterior  rectal  wall  (males);  may  pro- 
lapse and  protrude;  familial  multiple  polyposis; 
usually  only  one  becomes  cancerous  but  all  may 
be;  pseudo  polyps  seen  with  ulcerative  colitis 
thickened  areas  of  mucosa  between  some  of  the 
ulcers;  flat  sessile  appearance;  potentially  cancer- 
ous. 


4.  Adenocarcinoma — most  important  cause  of 
rectal  bleeding;  may  be  present  with  almost  any 
rectal  lesion;  responsive  to  treatment;  firm,  fun- 
gating mass  attached  to  rectal  wall ; proctoscope 
shows  proliferating,  fungating  mass  or  excavating 
ulcer  with  necrotic  bleeding  surface;  dark  blood 
mixed  with  mucus  and  pus;  change  in  bowel  habit; 
weight  loss;  anemia. 

5.  Stercoral  ulcers — present  above  annular  ob- 
structing lesion;  large  amounts  of  blood,  pus,  and 
mucus  mixed  with  stool. 

6.  Bacillary  dysentery — found  under  unhygienic 
conditions;  Flexner  or  Shiga  bacilli;  agglutination 
test;  bloody  flux;  tenesmus  powerful  diffusible 
toxin;  pseudo  membrane;  organism  penetrate  to 
submucosa;  may  coalesce;  form  scar  tissue. 

7.  Amebic  dysentery — Endamoeba  histolytica  in- 
gested in  encysted  form;  proteolytic  ferment;  lique- 
factive  necrosis  of  mucosa ; may  penetrate  to  se- 
rosa; ragged,  moth-eaten  ulcers;  undermined;  in- 
tervening normal  mucosa;  may  reach  liver  via 
portal  system;  “anchovy  sauce”  rather  than  pus, 
frequency  of  stools,  tenesmus;  occasional  presence 
of  amebiasis  with  carcinoma  of  rectum. 

8.  Chronic  ulcerative  colitis — passage  of  mucus, 
pus,  and  blood  rigid,  fixed  bowel  and  very  red, 
granular  mucosa  which  bleeds  easily  on  touch; 
confined  largely  to  rectum  and  colon;  covered  with 
mucus ; usually  superficial ; may  involve  serosa ; 
care  in  sigmoidoscopy  required. 

9.  Ulcerative  tuberculosis  of  the  bowel — massive 
dose  of  bacilli  is  swallowed  and  organisms  pass  into 
tubular  glands  of  intestinal  mucosa;  produce  in- 
flammatory exudate  in  gland;  bacilli  then  are  car- 
ried through  epithelial  lining  by  phagocytic  cells 
and  reach  submucosa;  overlapping  mucosa  cast  off 
with  ulcer  formation  or  may  remain  intact;  bacilli 
may  be  carried  from  submucosal  lesion  to  mesen- 
teric lymph  nodes;  caseous  lesions;  diarrhea,  pus, 
and  blood  in  stools. 

10.  Uremia — severe  diarrhea  at  terminal  stage; 
much  blood,  mucus,  and  pus  in  stools;  reddened 
and  ulcerated  mucosa. 

11.  Cholera — bleeding  in  latent  case;  passage  of 
large,  watery  stools ; no  evidence  of  ulceration ; 
shedding  of  epithelium  leaves  raw  surface. 

12.  Diverticulitis  may  produce  rectal  bleeding  in 
presence  of  severe  diarrhea. 

13.  Large  doses  of  bichloride  of  mercury;  bowel 
ulceration. 

14.  Lymphopathia  venereum. 

15.  Arteriosclerosis. 

16.  Hemangioma. 

17.  Prolapse  of  rectum. 

18.  Actinomycosis. 

19.  Intussusception. 

20.  Meckel’s  diverticulum. 
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J.  Paul  Baird,  M.D.,  Dyersburg  (1950) 

Charles  S.  Heron,  M.D.,  Cleveland  (1951) 

♦EMERGENCY  MEDICAL  SERVICE 
James  C.  Gardner,  M.D.,  Chairman,  Nashville 
W.  C.  Dixon,  M.D.,  ex  officio,  Nashville 
Joe  L.  Raulston,  M.D.,  Fountain  City 
W.  J.  Sheridan,  M.D.,  Chattanooga 
James  E.  Wilson,  M.D.,  Memphis 
J.  R.  Thompson,  Jr.,  M.D.,  Jackson 

LIAISON  COMMITTEE  TO  UNITED  MINE 
WORKERS  OF  AMERICA  WELFARE 
AND  RETIREMENT  FUND 
Herbert  Acuff,  M.D.,  Knoxville 
Cecil  E.  Newell,  M.D.,  Chattanooga 
J.  S.  Hall,  M.D.,  Clinton 

ADVISORY  COMMITTEE  TO 
WOMAN’S  AUXILIARY 
Alton  Absher,  M.D.,  Knoxville 
John  D.  Hughes,  M.D.,  Memphis 
Charles  Trabue  III,  M.D.,  Nashville 
Moore  J.  Smith,  Jr.,  M.D.,  Chattanooga 

♦SCHOOL  HEALTH  SERVICE 
To  be  appointed. 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

D.  J.  Johns,  M.D.,  President,  Nashville 

L.  C.  Jackson,  M.D.,  Secretary-Treasurer,  Dickson 
Vice-Presidents : 

East  Tennessee — J.  M.  Cox,  M.  D.,  Lake  City 
Middle  Tennessee — C.  B.  Roberts,  M.D.,  Sparta 
West  Tennessee — H.  B.  Everett,  M.D.,  Memphi; 

TENNESSEE  STATE  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 
Henry  Carroll  Smith,  M.D.,  President,  Nashville 
William  A.  Garrott,  M.D.,  Vice-President,  Cleve- 
land 

Roland  H.  Myers,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  PEDIATRIC  SOCIETY 
Gilbert  Eblen,  M.D.,  President,  Knoxville 
Hearn  G.  Bradley,  M.D.,  Vice-President,  Nashville 
Barton  Etter,  M.D.,  Secretary-Treasurer,  Mem- 
phis 

TENNESSEE  RADIOLOGICAL  SOCIETY 
Franklin  B.  Bogart,  M.D.,  President,  Chattanooga 
Herbert  Francis,  M.D.,  Vice-President,  Nashville 
J.  Marsh  Frere,  M.D.,  Secretary-Treasurer,  Chat- 
tanooga 

TENNESSEE  PATHOLOGICAL  SOCIETY 
L.  W.  Diggs,  M.D.,  President,  Memphis 
D.  K.  Gotwald,  M.D.,  Vice-President,  Nashville 
William  W.  Tribby,  M.D.,  Secretary,  Memphis 

•Special  committee  established  by  resolution  of  the 
House  of  Delegates  rather  than  amendment  to  the  By- 
Laws. 
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The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  Constitution  and  By-Laws.  The 
data  are  accurate  as  of  December  1,  1949.  They 
are  arranged  in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


Towns  in  each  county  arranged  alphabetically 
and  the  members  in  each  town  arranged  alphabeti- 
cally. 

List  of  members  residing  outside  the  state 
arranged  alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  dide  in  the  year  1949. 


ANDERSON 

COUNTY 

Clinton 

A.  \V.  Bishop 

J.  S.  Hall 
Jack  M.  Hayes 
Henry  Hedden,  Jr. 

Lake  City 

J.  M.  Cox 

R.  B.  Scott 

H.  G.  Langford 

Norris 

S.  G.  McNeeley 

Oak  Ridge 
(See  Roane  County) 

BEDFORD 

COUNTY 

Shelby  ville 
W.  1*1.  Avery 
James  N.  Burch 
W.  L.  Chambers 
A.  L.  Cooper 
Alfred  Farrar 
Taylor  Farrar 

H.  A.  Morgan,  Jr. 

T.  R.  Ray 
Carl  Rogers 
Sara  Womack 

War  trace 
M.  L.  Connell 

BENTON 

COUNTY 

Camden 
A.  T.  Hicks 

R.  L.  Horton 

BLEDSOE 

COUNTY 

Pike  ville 

Thomas  G.  CranweJl 
(Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 
Greenback 
Joe  E.  Hall 

Maryville 

K.  A.  Bryant 

Geo.  W Burchfield 
Henry  A.  Callaway 
Lea  Callaway 

C.  F.  Crowder 
W.  C.  Crowder 
Lynn  F.  Curtis 
W.  N.  Dawson 

R.  H.  Haralson 
Beulah  Kittrell 
Samuel  S Lambeth 
Julian  C.  Lentz 

C.  B.  Lequire 
G.  D.  Lequire 

L.  R.  Lingeman 

F.  S.  Lov ingood 
W.  B.  Lovingood 
J.  M.  McCulloch 
J.  F.  Manning 
Murlin  Nesrer 
Lester  C.  Olin 

T.  M.  OusW 
James  N.  Proffitt 
(Mbr.  Davidson  Co.) 
B P.  Ramsev 
Trent  Vandergriff 
Lowell  E.  Vinsant 

Walland 
J.  M.  Waters 

BRADLEY  COUNTY 
Cleveland 

D.  N.  Arnold 


W.  B.  Campbell 

F.  R.  Ferguson 
Wm.  A.  Garrott 

C.  S.  Heron 
Frank  J.  Jones 

J.  C.  Lowe 
Joseph  McCoin 
C.  T.  Speck 
C.  T.  Speck,  Jr. 

W.  C.  Stanberry 

S.  J.  Sullivan 
Claude  H.  Taylor 
Madison  S.  Trewhitt 

CAMPBELL 
COUNTY 
Jacksboro 
Chas.  Rogers 

J ellico 
C.  E.  Ausmus 
Geo.  B.  Brown 
Robert  L.  Brown 
Charles  A.  Prater 

G.  M.  Richmond 
Ned  C.  Watts 

La  Follette 
J.  J.  Baird 

M.  L.  Davis 
A.  O.  Delozier 
P.  T.  Howard 
J.  P.  Lindsey 
P.  I.  O'Brien 
J.  W.  Presley 

R.  C.  Pryse 
James  W.  Riggs 

L.  J.  Seargeant 

CANNON  COUNTY 
Auburntown 

R.  C.  Van  Hook 
( Mbr.  Rutherford 

Co.) 

Woodbury 
J.  F.  Adams 
(Mbr.  Rutherford 

Co.) 

Ralph  Adams 
(Mbr.  Rutherford 

Co.) 

M.  D.  Ingram.  Jr. 
(Mbr.  Rutherford 

Co.) 

CARROLL  COUNTY 
Bruce  ton 

R.  T.  Keeton 
L.  E.  Trevathan 

Clarksburg 
R.  B.  Wilson 
Hollow  Rock 
C T.  Cox 

Huntingdon 
R.  A.  Douglas 
Edward  McCall  Priest 
R.  B.  Wilson 

McKenzie 

E.  E.  Edwards 
J.  T.  Holmes 

Trezevant 

F.  C.  Carnell 

CARTER  COUNTY 
Elizabeth  ton 
R.  J.  Allen 
Charles  B.  Baughman 

E.  L.  Caudill 

E.  L.  Caudill,  Jr. 

H B.  Damron 
W.  G.  Frost 
John  A.  Knapp 
Lester  Lutes 
E.  T.  Pearson 
Burton  S.  Shook 


Homer  P.  Williams 
Roan  Mountain 
W.  T.  Woodward 
CHEATHAM 
COUNTY 

T homasville 
J.  M.  Harris 
( Mbr.  Montgomery 
Co.) 

CHESTER  COUNTY 
Henderson 
W.  O.  Baird 

R.  P.  Henderson 
Hunter  M.  Steadman 
J.  B.  Stephens 

CLAIBORNE 

COUNTY 

Tazewell 

Wm.  G.  Gardner 
New  Tazewell 
H C.  Evans 
(Mbr.  Knox  Co.) 
George  L.  Rea 
(Mbr.  Knox  Co.) 

COCKE  COUNTY 
Newport 
J.  E.  Hampton 
W.  E.  McGaha 
Drew  A.  Mims 

L.  S.  Nease 

W.  C.  Ruble,  Jr. 
Glen  C.  Shults 
Fred  M.  Valentine 

COFFEE  COUNTY 
Manchester 
Howard  A.  Farrar 
(Mbr.  Rutherford 
Co.) 

J.  H.  Farrar 
(Mbr.  Rutherford 

Co.) 

Tullahoma 
J.  M.  King 
(Mbr.  Bedford  Co.) 
Bryant  S.  Swindall 
(Mbr.  Bedford  Co.) 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 
Bells 

E.  Farrow 

F.  P.  Hess 

S.  E.  McDonald 

CUMBERLAND 

COUNTY 

Crossville 
W.  S.  Dooley 
Paul  A.  Erwin,  Jr. 
H.  F.  Lawson 
V.  L.  Lewis 
E.  W.  Mitchell 

Pleasant  Hill 
Robert  M.  Metcalfe 
Margaret  Stewart 
May  C.  Wharton 

M.  M.  Young 

DAVIDSON 

COUNTY 

Donelson 
J.  L.  Ames 
(Mbr.  Wilson  Co.) 


E.  E.  Anderson 
J.  M.  Curry 
(Mbr.  Consolidated 
Soc.) 

Maurice  S.  Davis 

H.  P.  Hyder 

Goodlettsville 

S.  J.  Fentress 

Madison 
Roy  R.  Bowes 
Frederick  B.  Cothren 
Julian  C.  Gant 
Gilbert  H.  Johnson 
Cyrus  Eve  Kendall 
James  D.  Schuler 
Joe  E.  Sutherland 
Harry  Witztum 

Nashville 
Walter  M.  Adair 
Crawford  Adams 
J.  W.  Alford,  Jr. 

J as.  P.  Anderson 
Joe  D.  Anderson 
J.  Sumpter  Anderson 
J-  J.  Ashby 

G.  F.  Aycock 

J.  Mansfield  Bailey 
Sidney  W.  Ballard 
Hugh  Barr 

E.  H.  Barksdale 
David  S.  Bayer 
Eric  Bell,  Jr. 

Lynch  Bennett 
Edmund  W.  Benz 
Joseph  D.  Berkley 
W.  C.  Bilbro 
Otto  Billig 

F.  T.  Billings,  Jr. 
R.  W.  Billington 

L.  K.  Bishoo 
James  B.  Boddie,  Jr. 
Anna  M.  Bowie 
John  M.  Boylin 

H.  B.  Brackin 
Cloyce  F.  Bradley 
G Hearn  Bradley 
T F.  Bridges 

M.  F.  Brown 
(Mbr.  Lincoln  Co.) 
Murray  C.  Brown 
Barney  Brooks 
Clinton  E Brush 

T.  L Bryan 

T Thomas  Bryan 

0.  N.  Brvan 
Tohn  C.  Burch 
Tos^nh  G.  Burd 

R.  N.  Burhanan,  Tr. 
R F.  Rvrd 
B F.  Byrd,  Tr. 

Will  Camn 
Richard  O.  Cannon 
George  K.  Carpenter 
Oscar  W.  Carter 
Randolph  Cate 
W.  R.  Cate 
John  S.  Cayce 
Lee  F.  Cayce 
Amos  Christie 
H.  Toole  Clark,  Jr. 
M.  Don  Clawson. 

D.D.S. 

W.  E.  Cooper 
W.  J Core 
Orrie  A.  Couch,  Jr. 
Sam  C.  Cowan 
Sam  C.  Cowan,  Jr. 
Tohn  K.  Crawford 
Frederic  E.  Cowden 
R.  R.  Crowe 
Carl  R.  Crutchfield 

1.  W.  T.  Dabbs 
Rollin  A.  Daniel,  Jr. 
Philip  V.  Daugherty 
Murray  B.  Davis 

T.  W.  Davis 

K.  R.  Deibert 
Chas.  C.  Demmer 
Wm.  A.  Demonbreun 
W.  C.  Dixon 


Earl  D.  Dorris 

H.  L.  Douglas 
Beverly  Douglas 
£>ate  Dozier 
Price  Duff 

R.  S.  Duke 
Herbert  Duncan 

L.  W.  Edwards 
Phillip  C.  Elliott 
Harry  M.  Estes 
Duncan  Eve,  Jr. 

Don  L.  Eyler 
L.  Ferber 
W.  F.  Fessey 

R.  O.  Fessey 
Robert  M.  Finks 
Robt.  M.  Foote 
Garth  E.  Fort 

S.  Benjamin  Fowler 
Richard  France 
Herbert  C.  Francis 
John  W.  Frazier,  Jr. 
Thomas  Fern  Frist 
James  L.  Fuqua 
Joseph  F.  Gallagher 
Robert  K.  Galloway 

J.  C.  Gardner 

R.  S.  Gass 
(Mbr.  Williamson 
Co.) 

Hamilton  V.  Gayden 
Horace  C.  Gayden 
C.  N.  Gessler 
John  R.  Glover,  Sr. 
James  E.  Goldsberry 

E.  W.  Goodpasture 
Robt.  A.  Goodwin 
David  K.  Gotwald 
Geo.  T.  Graves,  Jr. 
R.  W.  Grizzard 
Thomas  Grizzard 
Lawrence  A.  Gross- 
man 

Milton  Grossman 
David  W.  Hailey 
Chas.  E.  Haines 
Thos.  B.  Haltom 
C.  M.  Hamilton 
Geo.  H.  Harding 
C.  E.  Hardy 
W.  M.  Hardy 
Henrv  S.  Harris 
O.  W.  Harris 
Fred  R.  Haselton 
O.  S.  Hank 
Tames  T.  Hayes 
R.  N.  Herbert 
John  G Herzfeld 
J.  B.  Hibbitts,  Jr. 

I.  R.  Hillard 
R.  H.  Hirsch 

J.  Harvill  Hite 

G.  W.  Holcomb 
A.  N.  Hollabaugh, 

Jr. 

Chas.  F.  Hollabaugh 
W.  W.  Hubbard 

H.  H.  Hudson 
Vernon  Hutton,  Jr. 

T.  McK.  Ivie 
Daniel  T.  Tohns,  Jr. 
Hollis  E.  Johnson 
Edgar  Jones 

T.  M.  Jordan 
R H.  Kampmeier 
A.  E.  Keller 
J.  Allen  Kennedy 
Wm.  G.  Kennon,  Jr. 
John  E.  Kesterson 
Howard  King 
T.  A.  Kirtley,  Jr. 
Ross  C Kory 
Roland  D.  Lamb 
R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Larsen 
Horace  T.  Lavely,  Jr. 
W.  P.  Law 

G.  Allen  Lawrence 
John  M.  Lee 
John  J.  Lentz 
Elias  A.  Lessem 


Jas.  D.  Lester 
Milton  S.  Lewis 
Richard  C.  Light 
Rudolph  Light 

L.  S.  Love 
J.  P.  Lowe 

S.  L.  Lowenstein 
Frank  H.  Luton 
Philip  L.  Lyle 
Robt.  H.  Magruder 
Guy  Milford  Maness 
J.  Owsley  Manier 
Joseph  T.  Marshall 
Travis  H.  Martin 
W.  D.  Martin 
Jas.  Andrew  Mayer 
Ben  R.  Mayes 
W.  M.  McCabe 

G.  S.  McClellan 
C.  C.  McClure 
Robt.  L.  McCracken 

C.  S.  McMurray 
Barton  McSwain 
Wm.  F.  Meacham 
George  R.  Meneely 
Cleo  M.  Miller 
Tohn  F.  Moore 
Walter  M.  Morgan 

D.D.S. 

Hugh  J.  Morgan 

N.  B.  Morris 
P.  G.  Morrissey 
P.  G.  Morrissey,  Jr. 
Thad  M.  Moseley 

M.  K.  Moulder 

D.  L.  Mumpower 
Oscar  G.  Nelson 
Oscar  F.  Noel 
Wm.  F.  Orr,  Jr. 
Tames  C.  Overall 
Fred  W.  T.  Overton 

R.  C.  Patterson,  Jr. 

H.  E.  Paty 

J.  C.  Peterson 

M.  A.  Petrone 
Bruce  P’Pool 
J.  J-  Post 
Samuel  B Prevo 
Paul  E.  Purks 
Chas.  C.  Randall 
Tames  Seav  Read 

E.  M.  Regen 
W.  E.  Revnolds 

S.  B.  D.  Rhea 
Tohn  R Rice 

H.  P.  Rieger 
Daniel  C Riordon 
Elkin  T.  Rippy 

<v  S T?  |v<>n 
Ben  H Bobbins 
Min“r  T?r>bincon 
Louis  Ro«enfeld 
Kenneth  G.  Ross 
^am  T Ross 

B.  T.  Rucks 
Dan  Sanders.  Jr 
J.  H.  Sayers 

A.  B.  Scoville,  Jr 
George  F.  Seeman. 
D.D.S. 

D.  C.  Seward 
Trimble  Sharber 
John  L.  Shapiro 
Harry  G.  Shelley 

N.  S.  Shofner 

H H.  Shoulders 
H.  S.  Shoulders 
Harrison  J.  Shull 
Ammie  T.  Sikes 

T.  E.  Simpkins 
Daugh  W.  Smith 
Henry  C.  Smith 

C.  J.  Speas,  D.D.S 
Joe  M.  Strayhorn 
W.  D.  Strayhorn 
Robt.  E.  Sullivan 
Wm.  D.  Sumpter, 

Jr. 

Arthur  J.  Sutherland 
W.  Huston  Tanksley 
Edw.  L.  Tarpley 
S.  R.  Teachout 
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Pauline  Tenzel 
Robert  T.  Terry 

A.  B.  Thach,  Sr. 

A.  B.  Thach,  Jr. 

C.  S.  Thomas 

J.  N.  Thomasson 
W.  Oakes  Tirrill,  Jr. 
Beverly  T.  Towery 

C.  C.  Trabue 

C.  B.  Tucker 
Harlin  G.  Tucker 
James  J.  Vaughan 
Win  ( ).  Vaughan 
O.  F.  Von  Wersso- 
wetz 

Ethel  Walker 
Thos.  1 w. iuk  i 
Paul  L.  Warner 

R.  J.  Warn*  i 
Thomas  S Weaver 

B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
Irl  L.  Wentz 

Toe  T.  Whitfield 
W.  W.  Wilkerson, 
Jr 

Erie  E.  Wilkinson 
Claiborne  Williams 
Edwin  L.  Williams 
W.  c.  Williams 
W.  W.  Winters 
(Mbr.  Rob  Co.  Soc.) 
Tack  Witherspoon 
Chas.  R Womack 
Frank  C.  Womack 

M.  C.  Woodfin 
Tohn  L.  Wyatt 

R.  E.  Wyatt 
T.  Hugh  Young 
Tohn  B.  Youmans 
Kate  Sava°e  Zerfoss 
Thos.  B Zerfoss 
Renee  Zindwer 

Old  Hickory 
Helen  M.  Deane 
Zeke  C.  Gammell 

E.  P Johnson 
Alfred  Mever 

R.  P.  Miller 
E.  B Rhea 


DECATUR  COUNTY 
Decaturville 
H L.  Conger 

DICKSON  COUNTY 
Charlotte 

Mary  Baxter  Cook 

Dickson 
R.  P.  Beasley 
W.  A.  Bell,  Jr. 

W.  A.  Crosby 
J.  T.  Jackson 
Lawrence  C.  Jackson 
W.  M.  Jackson 
W.  J.  Sugg 

Vanleer 

W.  A.  Bell.  Sr. 


DEKALB  COUNTY 
Alexandria 
Odell  Mason 
(Mbr.  Smith  Co.) 

DYER  COUNTY 
Dyers  burg 
W.  E.  Anderson 
T.  Paul  Baird 
Thos.  V.  Banks 
John  E.  Carne 
Percy  A Conyers 
Robert  T,  Kerr 

O.  B.  Landrum 
J.  A.  Ledbetter 
J.  B.  Moody 
J.  C.  Moore 

J.  H.  Nunn 
J.  G.  Price 
W.  G.  Shelton 
R.  David  Taylor 

P.  C.  Tipton 
Lydia  V.  Watson 

Newbern 
Wm.  L Phillips 
Patrick  Widdis 


1949  MEMBERS 


T igrett 
Percy  Miller 

FAYETTE  COUNTY 

Moscow 

M.  B.  Feemster 

Oakland 

L.  D.  McAulcy 

Rossville 

E.  K.  West 

Somerville 

H.  L.  Armstrong 
John  L.  Armstrong 
John  W.  Morris 
Wiggins  W.  Wilder 

FENTRESS 

COUNTY 

Jamestown 
Guy  C.  Pinckley 
J.  Peery  Sloan 

FRANKLIN 
COUNTY 
Sewanee 
R R.  Gatling 
Charles  B.  Keppler 
E W.  Kijby-Smith 
H.  T.  Kirby-Smirh 
Oscar  N.  Torian 

Winchester 
Reynolds  Fite 
George  L.  Smith 

GIBSON  COUNTY 
Bradford 

J.  H.  McAnerny 

. Dyer 

F.  Douglass 
John  J.  Jackson 

Humboldt  • 

H.  S.  Barker 
Chas.  W.  Davis 

A.  H Fick 
J.  W.  Oursler 
Jas.  D.  Rozzell 
George  E.  Spangler 

Medina 
Robt.  Morris 

Milan 

H.  P.  Clemmer 
James  O.  Fields 
R.  F.  Hughes 
P.  D Tones 
F.  L.  Keil 

Rutherford 
W.  F.  Bell 

T renton 

Edw.  C.  Barker 
J.  O.  Barker 
James  W.  Hall 

M.  D.  Ingram 
W.  C.  McRee 

GILES  COUNTY 
Bethel 

L.  A.  Edmondson 

Lynnville 
W.  F.  Copeland 

Pulaski 
T.  F.  Booth 

A.  W.  Dean 
F.  B.  Hulme 
W.  J.  Johnson 
Roy  W.  Money 
W.  K.  Owen 
J.  U.  Speer 

GRAINGER 

COUNTY 

Rutledge 
L.  C.  Bryan 
(Mbr.  Knox  Co.) 

Washburn 
Robt.  J.  Phlegar 
(Mbr.  Knox  Co.) 

GREENE  COUNTY 

Greeneville 

C.  Y.  Bailey 
V.  F . Bottomley 
L.  E.  Coolidge 
R S.  Cowles 

N.  H.  Crews 
L.  E.  Dyer 


Luke  L.  Ellenburg 
P.  L.  Fisher 
C.  P.  Fdx,  Jr. 
Haskell  W.  Fox 
R.  B.  Gibson 
J.  G.  Hawkins 
Hal  Hcnard 

N.  P.  Horner 
C.  B.  Laughlin 
W.  T.  Mathes,  Jr 
W.  Lewis  McGudin 
Mosheim 
Dale  Brown 

HAMBLEN 
COUNTY 
Morristown 
M.  J.  Bellaire 
II  W . Bennett 

H.  T.  Brock 
P.  L.  Brock 

J.  K.  Cooper 

C.  J.  Duby 

Y.  Alvin  Jackson 
Harold  B.  Marble 

L.  W.  Nabers 
Wm.  N.  Nunnery 
F.  F.  Painter 

R.  A.  Purvis 

D.  R.  Roach 
Powell  Trusler 

D.  J.  Zimmermann 

HAMILTON 
COUNTY 
Chattanooga 
John  W.  Adams 
Justin  O.  Adams 
Geo.  B.  Alder 
C.  H.  Alper 

E.  R.  Anderson 
W.  D.  Anderson 
Wm.  E.  Anderson 
Sam  E.  Andrews 
J.  J.  Armstrong 

I.  S.  Arnold 

C.  H.  Barnwell 

S.  H.  Barrett 
Wesley  A.  Barton 

J.  L.  Bibb 

M.  W.  Binger 

E.  L.  Bishop 

(Mbr.  Davidson  Co.) 
Walter  E.  Boehm 


F. 

B. 

Bogart 

C. 

R 

Bradford 

J. 

W. 

Bradley 

Frank 

S.  Brannen 

J. 

C. 

Brooks 

J. 

c. 

Brooks,  Jr. 

I. 

p. 

Brooks 

S. 

w. 

Brown 

E. 

F. 

Buchner,  Jr. 

W. 

R. 

Buttram 

Earl  R.  Campbell 
Douglas  Chamberlain 
Cleo  Chastain 

O.  H.  Clements 

T.  B.  Crawford 
Henry  M.  Cox 
(Mbr.  Davidson  Co.) 
Tolbert  C.  Crowell 
Do  vie  E.  Currey 

J.  Tom  Currey 

O.  M.  Derryberry 
E.  M.  DeLay 
Robt.  G D^moss 
J.  F.  Dietrich 
Paul  H.  Dietrich 
Richard  B.  Donaldson 
Albert  S.  Easley 
A.  F.  Ebert 
Robt.  E.  Eyssen 
J.  R.  Fancher 
Richard  Van  Fletcher 
A.  C.  Ford 
Guy  M.  Francis 
J.  E.  Frazier 
J.  Marsh  Frere 
O.  C.  Gass 
Robt.  H.  Giles,  Jr. 
Dean  W.  Golley 
Paul  M.  Golley 
A.  E.  Goodloe 
F Russell  Hackney 
Alton  G.  Hair 
J.  L.  Hamilton 
H.  H.  Hampton 
Frank  F.  Harris 
E.  M Harrison 
Carl  A.  Hartung 
John  B.  Haskins 

G.  P.  Haymore 
John  R.  Hege,  Jr. 
Robt.  S.  Heilman 

H.  B.  Henning 


Charles  R.  Henry 
Homer  D.  Hickey 
John  M.  Higgason 
J.  M.  Higginbotham 
Wm.  W.  Hoback 
J.  F.  Hobbs 
John  W.  Hocker 
J.  McC.  Hogshead 

C.  M.  Hooper 
Rudolph  A.  Hoppe 
Don  R.  Hornsby 

D.  Isbell 

Edward  G.  Johnson 
Franklin  Johnson 
Joseph  Johnson,  Jr. 

J.  Paul  Johnson 
J.  W.  Johnson 

D.  B Karr 
Joe  Ki Hebrew 
John  J.  Killeffer 
John  E.  Kimball 
J.  E.  Kimball.  Jr. 
Clyde  R.  Kirk 
Gene  H Kistler 
Norris  J.  Knoy 
Clarence  B.  Landham 
M.  F.  Langston 

H.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
Wm.  S.  Leake.  Jr. 
Phillip  H.  Livingston 
H.  D.  Long 

S.  H.  Long 

Hugh  B Magill,  Jr. 

T.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
Tohn  R.  Martin 
M.  A.  Meacham 
William  MacGuire 
Ott  B.  McAtee 
H.  J.  McAlister 
CooDer  H.  McCall 
M.  H.  McCracken 
Augustus  McCravev 
J.  B.  McGhee 

T.  D.  L.  McPheeters 
George  A.  Mitchell 
Fay  B.  Murphy 
Oscar  B.  Murray 
Cecil  E.  Newell 

E.  Dunbar  Ncv/ell 

E.  T.  Newell 

E.  T Newell.  Tr 
Charles  H.  Paine 
Julius  Parker 

A.  M.  Patterson 
R.  L.  Patterson 

F.  White  Patton 

F.  O.  Pearson 
T B.  Phillips 
W.  Houston  Price 
W.  D.  L.  Record 
W.  A.  Reed 

E.  E.  Reisman 
E.  E.  Reisman,  Jr. 
Herman  Renner 
W.  W.  Reynolds 
Wm.  H.  Riheldaffer 
Gilbert  M.  Roberts 

G.  Madison  Roberts 
Robert  C.  Robertson 

H.  A.  Schwartz 
Clarence  Shaw 
George  Shelton 
R E.  Shelton 
W.  J.  Sheridan 
Tohn  N.  Shipp 
V.  F.  Shull 
Wm.  G.  Shull 
Leopold  Shumacker 
Moore  J.  Smith  Jr 
Stewart  P.  Smith 
Harold  J.  Starr 
Tohn  B.  Steele 
Willard  Steele 
Willard  H Steele,  Jr. 
William  A.  Stem 
Wm  G.  Stephenson 
Wesley  Stoneburner 
Charles  L.  Suggs.  Jr. 
T.  B.  Swafford 

J.  Hamilton  T-wIor 
Jack  Tepper 
Chas.  Roberts  Thomas 
A.  S Ulin 
Louis  Ulin 
Arthur  J.  Von 
Werrsowetz 
O.  L.  Von  Canon 
Wm.  E Van  Order 
Tam^s  Wallace 
L.  Spires  Whitaker 

G.  Victor  Williams 


S.  H.  Wood 
James  C.  Wright 
George  G.  Young 

Daisy 

C.  A.  Clements 
Ooltewah 
Eugene  Ryan 
Soddy 
E.  L.  Jenkins 

HARDEMAN 
COUNTY 
Bolivar 
E.  L.  Baker 

P.  M.  Bishop 
W.  F.  Lawrence 

B.  F.  McAnulty 
J.  Knox  Tate 
W.  W.  Winters 
(Mbr.  Robertson  Co.) 

Grand  Junction 
L.  D.  Pope 

Whiteville 
Aubrey  Richards 
HARDIN  COUNTY 
Savannah 
O.  C.  Doty 
J.  V.  Hughes,  Jr. 
Otis  Whitlow 

0.  H.  Williams 

HAWKINS 
COUNTY 
Bulls  Gap 
J.  E.  Kite,  Jr. 

(Mbr.  Greene  Co.) 

Roger sville 
Roy  A.  Doty 
(Mbr.  Greene  Co.) 

E M.  Henderson 
(Mbr.  Sullivan- 
Johnson) 

HAYWOOD 
COUNTY 
Brownsville 
J.  M Chambers 

T.  C.  Chapman 

H.  L.  Gilliand 
Robt.  G.  Jordan.  Jr. 
Roy  M.  Lanier 

W.  D Poston 
Glenn  T.  Scott 
David  E.  Stewart 
Tohn  Thornron.  Jr. 

J.  K.  Welch  Jr 

Stanton 
J.  A.  Jones 

HENDERSON 
COUNTY 
Lexington 
R.  M.  Conger 

C.  T.  Huntsman 
W.  C.  Ramer 

HENRY  COUNTY 

Paris 

Arthur  Dunlap 
R.  Graham  Fish 

1.  H.  Jones 

Geo  R.  McSwain 
T.  H.  McSwain 
John  E.  Neumann 
E.  B.  Paschall 
W.  G.  Rhea 
Elroy  Scruggs 

J.  Roy  Smith 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 

COUNTY 

Centerville 
Ogle  Jones 
(Mbr.  Davidson  Co.) 

HOUSTON 

COUNTY 

Erin 

O.  H.  Atkins 
(Mbr.  Montgomery 
Co.) 

Troy  Walker 


Decemoer.  1949 


(Mbr.  Montogmery 
Co.) 

HUMPHREYS 

COUNTY 

W at  erly 
H.  C.  Capps 
J.  C.  Armstrong 
JACKSON  COUNTY 
Gainesboro 
L.  R.  Anderson 

L.  R.  Dudncs 
R.  C.  Gaw 

JEFFERSON 

COUNTY 

Dandridge 

Sam  D.  Sullenberger 

Jefferson  City 
T.  A.  Caldwell 
(Mbr.  Knox  Co.) 
Sam  C.  Fain 
( Mbr  Hamblen  Co.) 
Frank  Milligan 

Strawberry  Plains 
Robert  Creech 

White  Pine 
Jarrett  Williams 

JOHNSON 
COUNT  Y 

Mountain  City 
R.  O.  Glenn 

KNOX  COUNTY 

Bearden 
Kenneth  Rule 

Byington 
A.  R.  Garrison 

Concord 
Malcolm  Cobb 
R.  H.  Duncan  Jr 

Corryton 

A.  D.  Simmons 
Fountain  City 
Robt.  C.  Hill 

A.  L.  Jenkins 

F.  H Payne 
Joe  L.  Raulston 
J.  Gordon  Smith 

l ns  kip 

O.  K.  Williams 
Knoxville 

Eugene  Abercrombie 
Alton  Absher 
Herbert  Acuff 

J.  E.  Acker 
Robert  L.  Akin 
Eben  Alexander 
Chas.  Armstrong 
W.  S.  Austin 
Troy  P.  Bagwell 

B.  G.  Baker 
Robert  Baker 

O.  E.  Ballou 

C.  E.  Barnett 
Spencer  Y.  Bell 
Chas.  W.  Black 

M.  L Black 
W.  A.  Boies 
H.  O Boukard 
Ruth  Bowers 
M.  C.  Bowman 
Robert  Brashear 
L A.  Brendle 
Horace  E.  Brown 
Richard  Butler 

P.  H.  Cardwell 
L.  C.  Caylor 
Jack  Chesney 

L.  Warren  Chesney 
H.  S.  Christian 

H E.  Christenberry 
H.  E.  Christenberry. 

Jr- 

K.  W.  Christenberry 
W.  F.  Christenberry 
C.  L.  ChumJey 
Edward  S.  Clayton 
Sam  Cooper 

K.  C.  Copenhaver 

M.  M.  Copenhaver 
William  R Cross 
Miles  Crowder 

J.  P.  Cullum 
H.  K.  Cunninsham 
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Daniel  Davis 

R.  V.  Depue 
W.  A.  DeSautelle 
W.  T.  DeSautelle 
Sheldom  Domm 
Earl  Donathan 
W.  F.  Dorsey 
John  Daugherty 
Fred  F.  Dupree 
J.  Gilbert  Eblen 

E.  M.  Edington 
T.  B.  Ely 
W.  H.  Enneis 
Frank  Faulkner 
Roy  Fisher 
P.  J.  Flippen 
W.  D.  Gibson 

B.  D.  Goodge 
Edgar  L.  Grubb 
Glenn  Grubb 
Walter  Gunther 
E.  A.  Guynes 
J R.  Hamilton 

B.  I.  Harrison 

A.  B.  Harwell 
(Mbr.  Davidson  Co.) 

L.  C.  Haskins 
Eugene  Haun 
Louis  A.  Haun 
J.  T.  Hayes,  Jr. 

M.  L.  Hefley 
George  G.  Henson 
Tesse  C.  Hill 
John  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 

Stuart  Hodges 
David  F.  Hoey 
George  Turner  How- 
ard, Jr. 

Moses  Howard 

A.  G.  Huffstedler 
Fred  E.  Hufstedler 
E.  C.  Idol 
Geo.  Inge 

C.  E.  Irwin 
W.  J.  Irwin 
Harry  H.  Jenkins 

C.  B.  Jones 
John  O.  Kennedy 

R.  C.  Kimbrough,  Jr. 

H.  L.  Kitts 

Lamar  Knight 

A.  Hobart  Lancaster 
Robert  P.  Layman 
J.  Marshall  Lea 
Robert  S.  Leach 
John  H.  Lesher 
W.  J.  Lehman 
Forest  S.  LeTellier 
Geo.  S.  Mahan 
Margaret  Maynard 

H.  H.  McCampbell 
T.  L.  McCarter 
Roy  McCrary 

A.  R.  McCullough 

M.  D.  McCullough 
Roy  L.  McDonald 
P.  A.  McGinnis 
Richard  Mcllwaine 
Alfred  Miller 
Edwin  E.  Miller 
Ralph  H.  Monger 
J.  L.  Monteomery 
John  D.  Moore 
Owen  Moore 

A.  K.  Morris 
Joel  C.  Morris 
J.  F.  Morrow 

A.  J.  Muller 
William  S.  Muse 
T.  B.  Naive 

J.  B.  Neil 

N.  M.  Newport 
Eugene  P.  Nicely 
Hazel  Nichols 
Ralph  Nichols 

B.  M.  Overholt 
Nicholas  Paopas 
Robert  F.  Patterson 
Herschel  Penn 
Jarrell  Penn 

H.  Dewey  Peters 

B.  F.  Peterson 

S.  Joe  Platt 
Herbert  L.  Pope 
W.  W.  Potter 
Bruce  Powers 

R.  M.  Powell 
John  A.  Range 
Robt.  S.  Reaves,  Jr. 
W.  D.  Richards 

N.  G.  Riggins 
M.  S.  Roberts 
Frank  Rogers 


Olin  W.  Rogers 
A.  L.  Rule 
J.  H.  Safifold 
Wm.  A.  Shelton 
A B.  Shipley 
E.  Chas.  Sienknecht 
Frank  J.  Slemmons 
Chas.  C.  Smeltzer 
Andrew  Smith 
Joe  T Smith 
Philip  Smith 
Vernon  I.  Smith 
John  R.  Smoot 
J.  M.  Stockman 
G.  W.  Stone 
Thos.  Stevens 
R G.  Tappan 
George  W.  Tharp 

D.  R.  Thomas 
Philip  Thomas 
Wm.  M.  Tipton 
Geo.  M.  Trotter 
R.  G.  Waterhouse 
David  Waterman 
Alvin  J.  Weber,  Tr. 
R.  M.  W-bster 
Fred  West 

W.  L.  Whitehurst 
Geo.  Wilhelm 

G.  A.  Williamson,  Jr. 
Leon  J.  Willien 

I.  D.  Winebrenner 
R.  B.  Wood 

R.  M.  Young 
E RussHl  ZemD 
Charles  R.  Zirkle 
(Mbr.  Davidson  Co.) 

Mascot 

H.  T.  Bolin 

L.  W.  Luttrell 

Powell  Station 

L.  F.  Cruze 

LAKE  COUNTY 
Ridgely 
W.  B.  Acrce 

Tiptonville 
W.  T.  Rainey 

E.  B.  Smythe 

LAUDERDALE 

COUNTY 

Halls 

James  K.  Hinron,  Jr. 

J.  G.  Olds 

Ripley 

J.  L.  Dunavant 
W.  Y.  C.  Hannum 

T.  R.  Lewis 
Thos.  E.  Miller 
Olyn  Fred  Moore,  Jr. 
Landrum  S.  Tucker 

LAWRENCE 

COUNTY 

Iron  City 
J.  W.  Jordan 

Lawrenceburg 
V H Crowder 
W.  O.  Crowder 
T.  W.  Danley 
Leo  C.  Harris,  Jr. 

Leo  C.  Harris,  Sr. 

T.  W.  Millen 
T.  J.  Stockard 

Loretto 
A D.  .Cole 

M.  H.  Weathers 

LEWIS  COUNTY 

Hohenwald 
William  E.  Boyce 
(Mbr.  Maury  Co.) 
Jerome  Powers 

LINCOLN  COUNTY 
Ardmore 

D.  T.  Hardin 
Boons  hill 
J.  E.  Sloan 
Elora 

A.  L.  Griffith 


Fayetteville 
Ben  H.  Marshall 
R.  E.  McCown 
J.  V.  McRady 
T.  A.  Patrick 

Petersburg 
W.  S.  Joplin 
LOUDON  COLJNTY 
Lenoir  City 
Harold  D Freedman 
(Mbr.  Knox  Co.) 
Hughes  Johnson 
(Mbr.  Knox  Co.) 

J.  A.  Leeper 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Corrie  Blair 
(Mbr.  Knox  Co.) 
Arthur  P.  Harrison 
(Mbr  Knox  Co.) 

W.  B.  Harrison 
(Mbr.  Knox  Co.) 
Wm.  T.  McPrake 
(Mbr.  Knox  Co.) 
Halbert  Robinson 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 
(Mbr.  Knox  Co.) 

MACON  COUNTY 
Lafayette 
D.  D.  Howser 
Max  E.  Painter 

MADISON 

COUNTY 

Be  mis 

D.  L.  Brint 
Henry  N.  Moore 
Wm.  E.  Overman 
Kelly  Smythe 
Jackson 

J.  G.  Anderson 
G.  H.  Berryhill 
Wm.  H.  Brooks 

R.  S.  Brown 
Swan  Burrus 
Hughes  Chandler 
Tate  B.  Collins 
Jere  L.  Crook 
Wm.  G.  Crook 
J.  E.  Douglass 
W.  T.  Fitts 
Robt.  L.  Gilliam 
Henry  H.  Herron 

S.  M.  Herron 
G.  B.  Hubbard 
Helen  Johnston 
Leland  M.  Johnston 

G.  Frank  Tones 
Frank  A.  Moore 
Wm.  C.  Moore 
Lamb  B.  My  hr 
John  B.  Nuckolls 
J.  C.  Pearce 

I.  E.  Powers 
W.  G.  Saunders 
Norris  Shelton 

J.  R.  Thompson,  Jr. 
Barbara  Truex 

S.  Allen  Truex 
Wm.  F.  Wagner 
Chas.  F.  Webb 
Chas.  H.  Webb 
R B.  White 
Geo.  B.  Wyatt 
Paul  E.  Wylie 

MARION  COUNTY 
Jasper 
Stevens  Byars 
(Mbr.  Hamilton  Co.) 

MARSHALL 

COUNTY 

Le  wis  b urg 
J.  T.  Gordon 
(Mbr.  Bedford  Co.) 
Thomas  A Wheat 
( Mbr  Bedford  Co.) 

MAURY  COUNTY 
Columbia 
D.  B And-ews 
Wendell  C.  Bennett 

H.  C.  Busby 


Mildred  Casey 
William  N.  Cook 
Kline  W.  Evans 
J.  T.  Hart 
Robin  Lyles 
Clay  R.  Miller 
James  B.  Miller 
Edwin  K.  Provost 
Warren  Rucker 
Leon  S.  Ward 
Eleanor  Williamson 
Watt  Yeiser 

Mt.  Pleasant 

G.  C.  English 
J.  H.  Jones 

C.  D.  Walton 

Springhill 

B.  H.  Woodard 

McMINN  COUNTY 
Athens 

W.  R.  Arrants 

R.  W.  Epperson 

C.  O Foree 

W.  Edwin  Foree 
J.  A.  Powell,  Jr. 

S.  S.  Hindman 
Edward  B.  Ranck 
HeUn  M.  Richards 

L.  H.  Shields 

Decatur 
W.  J.  Abel 

Englewood 

D.  P.  Brendle 

Etotvah 

Charles  T.  Carroll 
S.  Bovd  McClary,  Jr. 
W.  S.  Moore 
John  C.  Sharp 

McN AIRY  COUNTY 
Adamsville 
W.  A.  Phillips 
Selmer 

T N.  Humphrey 

E.  M.  Smith 
Montie  Smith 

MONROE  COUNTY 
Madisom/lle 
R.  C.  Kimbrough 
Horace  M.  McGuire 

Sweetwater 

,T.  H.  Barnes 
W.  T.  Cameron 

D.  F.  Heuer,  Jr 
T A.  Lowry 

J.  E.  Young 

MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 
Carlos  B.  Brewer 

E.  P.  Cutter 

Sam  M.  Doane,  Jr. 

H.  H.  Edmonson 
V.  H.  Griffin 

J H.  Ledbetter 
J.  H.  Ledbetter,  Jr. 
Wm.  G.  Lyle 
lack  Ross 
John  W.  Ross 
Bryc**  Runyon 
A.  F.  Russell 

M.  L.  Shelby 
Paul  E.  Wilson 
R.  M.  Workman 

MOORE  COUNTY 
Lynchburg 

F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN  COUNTY 
Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 

OBION  COUNTY 
Kenton 
J.  M.  Capps 
Obion 
J.  C.  Walker 


(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Troy 

E.  A.  Boswell 
(Mbr.  Dyer,  Lake. 

and  Crockett  Cos.) 

Union  City 
M.  A.  Blanton,  Jr. 
M.  A.  Blanton,  Sr. 
H.  W.  Calhoun 
Robb  M.  Darnall 
R.  G.  Latimer,  Jr. 
M.  T.  Tipton 

OVERTON 

COUNTY 

Alpine 

J.  T.  McDonald 
Livingston 
W.  M.  Breeding 
W.  M.  Brown 
J.  D.  Capps 
Joe  Capps 
H.  B.  Nevans 
A.  B.  Qualls 

F.  L.  Sidvvell 
Myrtle  L.  Smith 

PERRY  COUNTY 
Linden 

O.  A.  Kirk 

POLK  COUNTY 
Benton 
John  Lillard 
(Mbr.  McMinn  Co.) 

Copper  hill 
H.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 
H.  P.  Hvde 
(Mbr.  Bradley  Co.) 

C.  W.  Strauss 
(Mbr.  Hamilton  Co.) 

Ducktown 
A.  J.  Guinn 
(Mbr.  Hamilton  Co.) 

PUTNAM  COUNTY 
Algood 
J.  T.  Moore 
Baxter 
R.  H.  Millis 
Cookeville 
J.  T.  Deberry 
Lex  Dyer 
Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
W.  A.  Howard 
Thurman  Shipley 
J.  Fred  Terry 
R.  L.  Witherington 

Granville 
L.  M.  Freeman 

Monterey 
C.  A.  Collins 

T.  M.  Crain 


RHEA  COUNTY 
Dayton 
Albert  Broyles 
( Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 
J.  J.  Rogers 
(Mbr.  Hamilton  Co.) 

Spring  City 
Max  D.  Lindsay 
(Mbr.  Hamilton  Co.) 

ROANE  COUNTY 
Harriman 
Thos  L.  Bowman 
H.  Stratton  Jones 
L.  A.  Killeffer 
Kingston 
Nat  Sugarman 
Oliver  Springs 
S.  J.  Van  Hook 


Rockwood 
Robert  S.  Hicks 
Thos.  H.  Phillips 
R.  F.  Regester 

G.  E.  Wilson 

Oak  Ridge 
(See  Anderson  Co.) 
R W.  Augustine 
Marshall  Brucer 
C.  L.  Brumback 

C.  J.  Bozzi 
John  P.  Crews 
Howard  Curl 
Dexter  Davis 
John  DePersio 
Jack  Diamond 

P.  M.  Dings 

R H.  Duewall 
Jean  S.  Felton 
Agnes  N.  Flack 
James  Harmon 
Wm.  P.  Hardy 
Harry  Helm 
Joseph  A.  Lyon 
Dana  Nance 
Kenneth  O’Connor 
Lewis  Preston 
William  Pugh 
Julian  Ragan 
Hyman  Rossman 

H.  B Ruley 
Paul  D.  Scoffield 
R.  G.  Tromley 
Cordell  Williams 

ROBERTSON 

COUNTY 

Springfield 
W.  B.  Dye 
John  S.  Freeman 
A.  R.  Kempf 
R.  L.  Mathews 
W.  P.  Stone 
J.  E.  Wilkison 

RUTHERFORD 

COUNTY 

Murfreesboro 
Carl  Adams 
W.  Stanley  Barham 
J.  B.  Black 
J.  T.  Boykin 
John  F.  Cason 
B S.  Davidson 
Gilbert  Gordon 
J.  R.  Gott 
R.  D.  Hollowed 

A.  J.  Jamison 
J.  K.  Kaufman 
Lois  M.  Kennedy 
M.  B.  Murfree,  Jr. 
Eugene  Odom 

B.  W.  Rawlins 
J.  A.  Scott 
Bart  N.  White 
Sam  L.  Wiles 

Smyrna 
J.  M.  Shipp 
SCOTT  COUNTY 
Norma 

D.  T.  Chambers 

Oneida 
W.  S.  Cooper 
M.  F.  Frazier 
H.  M.  Leeds 
M.  E.  Thompson 
Milford  Thompson 

SEVIER  COUNTY 
Gatlinburg 
Ralph  H.  Shilling 
Sevierville 
Troy  J.  Beeler 
R.  A.  Broady 
R.  A McCall 
Robt.  F.  Thomas 

C.  P.  Wilson 

O.  H.  Yarberry 

SHELBY  COUNT') 
Brunswick 
C.  C.  Chaffee 
Collierville 
L.  P.  Pearce 
R.  F.  Kelsey 
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Cordova 
W.  F.  Boyd 
John  T.  Carter,  Jr. 

C.  A.  Chaffee 
Forest  Hill 

J.  E.  Clark 

Memphis 

Shields  Abernathy 

L.  H.  Adams 
\V.  M.  Adams 
Justin  H.  Adler 
W.  G.  Alford 

C.  D.  Allen 
Chester  Glenn  Allen 

F.  H.  Alley 
Jacob  Alperin 

E.  L.  Anderson 
S.  B.  Anderson 

C.  G.  Andrews 

G.  E.  Ankerson 

D.  H.  Anthony 
Blake  Arnoult 

J . M.  Aste 

H.  E.  Atherton 
W.  W.  Aycock 
J.  C.  Ayres,  Jr. 

C.  O.  Bailey 

A.  L.  Ball 

L.  S.  Baskin 

G.  H.  Bassett 

J.  L.  Beauchamp 
Chas.  A.  Bender 
J.  M.  Bethea 
J.  M.  Biggs 
James  D.  Biles.  Jr. 

% W.  T.  Black.  Jr. 

Sam  Blackwell 
Breen  Bland 

C.  D.  Blassingame 
Phil  Bleecker 
John  O.  Boals 

J.  G.  Bohorfoush 
Robt.  F.  Bonner 
Howard  A.  Boone 
Whitman  Borg 

R.  L.  Bourland 
Earl  P.  Bowerman 

R.  L.  Bowlin 

H.  B.  Boyd 

L.  F.  Boyd 
Winston  Braun 

R.  R Braund 
Jas.  T.  Bridges 
Carey  Bringle 

D.  A.  Broady 

J.  M.  Brockman 

J.  H.  Bronstein 
Harry  G.  Bryan 
Samuel  Bryan 

K.  M.  Buck 

J.  A.  Buchignani 
W.  D Burkhalter 
Geo.  H.  Burkle,  Jr. 

M.  K.  Callison 

E.  E.  Camp 

E.  Guy  Campbell 
Ernest  A.  Canada 

D.  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 
Chas.  H.  Carter 

L.  L.  Carter 

C.  B.  Chaffee 

A.  H Chamberlain, 
Jr. 

J.  M.  Chambers 
W.  C.  Chaney 

R.  E.  Ching 
Charles  L.  Clark 
J.  E.  Clark 
J.  D Cleveland 

E.  W.  Cocke 

E.  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 

M.  D.  Cohen 
Max  H Cohen 
W.  C.  Colbert 

F.  H.  Cole 

B.  C.  Collins 
James  H.  Collins 
E.  D.  Connell 
George  A.  Coors 
Giles  A.  Coors 
J.  E.  Cottrell 
John  E.  Cox 

P.  T.  Crawford 
J.  A.  Crisler,  Jr. 

C.  V.  Croswell 
Samuel  Damaskek 
J.  A.  Danciger 

R.  R Davenport 
Orin  L Davidson 
J.  M.  Davis 
Charles  J.  Deere 
V.  J.  Demarco 


Win.  E.  Denman,  Jr. 
Alice  Deutsch 
William  D.  Diamond 
J.  L.  Dies 

L.  W.  Diggs 

W I Dinsmorc 
J.  M.  Dorris 
Thomas  G.  Dorrity 
J.  J.  Douglas 
Horton  DuBard 

I.  G.  Duncan 
Elmer  S.  Eddins 
H.  V.  Elzey 
James  N.  Etteldorf 

C.  B.  Etter 

J.  D.  Evans 

M.  L.  Evans 
Sidney  S.  Evans 
H.  B Everett 
Turley  Farrar 
Harold  Feinstein 

F.  W.  Fielder 
Daniel  F.  Fisher 
J.  C.  Flaniken 

R B.  Flaniken 
J.  H.  Francis 
Bert  Friedman 
Eugene  W.  Gadberry 

D.  D.  Galloway 
J.  A.  Gardner 
Wm.  R.  Graves 
Dan  C.  Gary 
Elsbeth  Gehorsam 
C.  E.  Gillespie 
George  E.  Gish 

C.  H.  Glover 
Fred  A.  Goldberg 
Lester  I Goldsmith 
Alfred  Golden 

D.  W.  Goltman 
J.  S.  Goltman 
J.  O.  Gordon 

A.  C.  Gose 

H.  B.  Gotten 
Nicholas  Gotten 
W.  H.  Gragg 
W.  H.  Gragg,  Jr. 

L.  M.  Graves 
W.  R.  Graves 
H.  D.  Gray 
Arthur  W.  Green 
H W.  Greenburgh 
Jack  Greenfield 
J.  O.  Griffin 

A.  J.  Grobmyer 

N.  W.  Guthrie 
James  S.  Haimsohm 

E.  R.  Hall 

V.  A.  Hall 

J.  F.  Hamilton 

E.  C.  Ham 

B.  F.  Hardin 
J.  H.  Harris 
Chas.  W.  Harting 
Mallory  Harwell 

C.  D.  Hawkes 
Jean  E.  Hawkes 
Floyd  B.  Hay 

( Mbr.  Overton  Co.) 
James  E.  Hayes 

L.  K.  Haynes 
C.  H.  Heacock 

M.  B.  Hendrix 

B.  S.  Henry 
J.  P Henry 

A.  L.  Herring 
J.  H.  Herring 
George  B.  Higley 
H G.  Hill 

J.  J.  Hobson 

C.  F.  Hoffman 

M.  W.  Holehan 
J.  E.  Holmes 
Hubert  L.  Hotchkiss 
C.  H.  Householder 

I L.  Houston 
Wm.  T.  Howard 

A.  G.  Hudson 
Joe  Hubstedler 
Felix  Hughes 
James  A.  Hughes 
John  D.  Hughes 
Tames  G.  Hughes 
Max  O.  Hughes 

W.  E Hurt 

A.  Ouinn  Hyde 
C.  W.  Ingle 

A.  J.  Ingram 
T.  M.  Jackson 
H B.  Jacobson 
H.  J.  Jacobson 

C.  E.  James 

D.  H.  James 
J.  A.  James 
A.  M.  Jones 
Russell  S.  Jones 


Harry  Johnson 

L.  A.  Kasselberg 
(’has.  R.  Kessler 
Henry  G.  Kessler 
Ernest  G.  Kelly 
Webb  B.  Key 
Charles  M.  King 
J.  C.  King 

V.  D.  King 

T.  A.  Kirkland 

W.  F.  Klotz 
R.  A.  Knight 

Cary  M Kuykendall 

N.  W.  Kuykendall 
J.  Warren  Kyle 

H.  Z.  Landis 

E.  A.  Laughlin 

O.  M.  Laten 
Frank  A.  Latham 

M.  W.  Lath  ram 

N.  E.  Leake 
Gilbert  J.  Levy 
Louis  Levy 

C.  K.  Lewis 
L.  C.  Lewis 

P.  M.  Lewis 

Alys  H.  Lipscomb 
E.  J.  Lipscomb 
Geo.  R.  Livermore 

D.  G.  Lockwood 
J.  H.  Lotz 
Carruthers  Love 
George  S.  Lovejoy 
W.  H.  Lovejoy 
William  Lovejoy 
W.  F.  Mackey 
Holt  B.  Maddox 
Battle  Malone,  II 
Florence  I.  Maloney 
T.  P.  Manigan 
Philip  M.  Markle 
Carl  D.  Marsh 

C.  H.  Marshall 
A D.  Mason.  Jr. 
Chas.  R.  Mason 
J.  W.  Mason 
Robin  F.  Mason 

O.  S.  Matthews 
William  P.  Maury 
R.  F.  Mayer 

E.  G.  Meriwether 

A.  H.  Meyers 

C.  W.  Miller 
Richard  A.  Miller 
Richard  W.  Miller 
W.  D.  Mims 

H.  F.  Minor 
E.  D.  Mitchell 

E.  D.  Mitchell,  Jr. 

F.  T.  Mitchell 
E.  C.  Mobely 

J.  C.  Mobley,  Jr. 
Benj.  A.  Moeller,  Jr. 
Moore  Moore,  Jr. 
Thomas  D.  Moore 
J.  L.  Morgan 
Henry  Moskowitz 
J.  P.'  Moss 
T C.  Moss 
R.  Lvle  Motley 
Francis  Murphey 

G.  W.  Musgraves 
Roland  H.  Myers 
John  W.  McCall 
Ezell  McCann 

J J McCaughan 

D.  R.  McClary 

D.  C.  McCool 

R B.  McCormick 

O.  S.  McCowan.  Jr. 
J.  W.  McElroy 
J.  A.  McIntosh 
J.  Wesley  McKinney 

E.  E.  McKenzie 
Elsie  McQuiston 
T.  A.  McQuiston 
Robert  W.  Newman 

C.  M.  Oberschmidt 

D.  W.  Oelker 

L.  C.  Ogle 
Charles  B.  Olim 
J.  C.  Orman 

B.  T.  Otey 
Henrv  Packer 
Ira  O.  Park 
R.  H.  Parr 
Samuel  Pastor 
George  Pastorius 
Russell  H.  Patterson 

M.  L.  Patton 
Raphael  N.  Paul 

G.  E.  Pallus 
Cleveland  Pavne 
R.  S Pearce 

F.  Allen  Pearson 

E.  M.  Peete 


Robt.  H.  Peeples 

B.  L.  Pentecost 
W.  II  Pistole 
R M Pool 

A.  R.  Porter.  Jr. 

C.  H.  Porter 
W.  T Pride 

H.  W.  Qualls 
A.  G.  Quinn 
J.  W.  Ragsdale 
E.  A.  Raines 

H.  R.  Raines 

S.  L.  Raines 
Robert  Raskind 

G.  P.  Rawls 
R.  B.  Ray 
John  Redman 

J.  R Reinberger 
Hal  S.  Rhea 
Alma  B.  Richards 
W.  W.  Riggs 
M.  J.  Roach.  Jr. 
Frank  L.  Roberts 
( Mbr.  Consolidated 
Soc.) 

C.  G.  Robinson 
W.  W.  Robinson 
W.  P Rochelle 
Gordon  K.  Rogers 
W.  A.  Ruch 
W.  L.  Rucks 

H.  G.  Rudner 
Cyrus  J.  Ruilman 
W.  A.  Runkle 

P.  B.  Russell,  Jr. 

R.  O.  Rychener 

L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 
C.  H.  Sanford 
W.  T.  Satterfield 
David  E.  Scheinberg 

H.  C.  Schmeisser 
Ernest  Schmidhofer 
P 1 Schreier 
Elmer  C.  Schultz 
Wm.  H.  Schwab 
Jos.  L.  Scianni 

M.  W.  Searight 

L.  L.  Sebulsky 

E.  C.  Segerson 

M.  B.  Selegstein 

R.  E.  Semmes 
Richard  Sexton 
(Mbr.  Hamilton  Co.) 
John  L.  Shaw 

J.  J.  Shea 

S.  J.  Sibley 
W.  L.  Simpson 
Paul  R.  Sissman 
Edward  F.  Skinner 
Hugh  Smith 
James  H.  Smith 
JoseDh  H Smith 
O.  E.  Smith 

F.  Ward  Smythe 
John  J.  Sohm 

T.  S.  Speed 
Douglas  H.  Sprunt 
Toseoh  Stabnick 

T.  B.  Stanford 
Wm.  P.  Stepp 
Oscar  Stegall 
Neuton  S.  Stern 
Cleo  W.  Stevenson 
E.  M.  Stevenson 
E.  N.  Stevenson 
M.  T.  Stewart 
William  D.  Stinson 

S.  Fred  Strain 
Dana  M.  Street 

A.  N.  Streeter 
W.  D.  Sutliff 

B.  S.  Talley 
Finis  A.  Taylor 
Neuman  Taylor 
Robert  Taylor 
W.  W.  Taylor 
Morton  T.  Tendler 
Wm  W.  Tribby 

A.  B.  Tripp 
Merlin  J.  Trumbull 

I.  Frank  Tullis 
H.  K Turley 
John  C.  Turley 

R.  B.  Turnbull 

S.  H.  Turnbull 

C.  C.  Turner 
Henry  B.  Turner 
Edmund  Utkov 
C.  F.  Varner 

J.  A.  Vaughn 
Leonard  J.  Vernon 

R.  Hudson  Vunk 

S.  L.  Wad  ley 


Lewis  A.  Walker 
O.  P.  Walker 
Richard  P.  Walker 
W.  W.  Walker 
James  A.  Wallace 

R.  A Wallace 
Cecil  E.  Warde 

T.  L.  Waring 

O.  S.  Warr.  Jr. 

W.  W.  Watkins 
< K Webb 

J.  J.  Weems 

S.  I.  Wencr 

I I)  Weiner 

J.  D.  West 
Thomas  H.  West 
Frank  E.  Whitacre 
J.  E.  Whiteleather 
W.  L.  Wilhelm 

A.  B.  Williams 
H.  G.  Williams 

S.  B.  Williamson 
W.  L.  W illiam  ;< >□ 
Harwell  Wilson 
James  E.  Wilson 
John  M.  Wilson 
R.  B Wilson 

W.  W.  Wilson 
J.  B.  Witherington 
C.  H.  Workman.  Jr. 
H.  D.  Woodson 
C.  W.  Woolley 

P.  H.  Wood 
L.  D.  Wright 
C.  F.  Yates 
Jack  G.  Young 
John  D.  Young 

B.  M.  Zussman 

Millington 
A.  J.  Cates 
E.  E.  Feldman 
(Mbr.  Tipton  Co.) 

Oakville 
J.  B.  Plum 

Raleigh 

Hal  E.  Bennett 
Woodstock 
L.  C.  Johnson 
SMITH  COUNTY 
Carthage 
R.  E.  Key 
L.  D.  Sloan 
Thayer  S.  Wilson 

Chestnut  Mound 

E.  D.  Gross 

Hartsville 
Rhea  E.  Garrett 
Sam  Garrett 

Gordonsville 
W.  B.  Dalton 
Pleasant  Shade 
J.  J.  Beasley 

STEWART 

COUNTY 

Cumberland  City 

F.  A.  Martin 

( Mbr.  Montgomery 
Co.) 

Indian  Mound 
C N.  Keatts 
( Mbr.  Montgomery 
Co.) 

SULLIVAN 

COUNTY 

Blountville 
J.  W.  Erwin 
Bluff  City 
Virginia  Shepherd 
Clinton 

Bristol 

(Tenn.-Va.) 

T.  R.  Bowers 
B B.  Brinkley 

N.  J.  Chew 

N.  H.  Copenhaver 
Arthur  B.  English 
W.  M.  Gammon 
Arthur  Hooks 
Tom  H.  Kuhnert 
J.  O.  Marcy 


L.  C.  McNeer 
Bruce  W.  Mongle 

F.  W Sutterlin 
Jas.  Frederick 

Thackston 

A.  K.  Turner 
Wm.  K.  Vance,  Jr. 

Kingsport 

M.  J.  Adams 
Harry  Boatwright 
H.  O.  Bolling 

H.  R.  Brown 

H.  S.  Burem 
W.  B.  Camp 

L.  C.  Cox 
Paul  W.  Cox 

C.  S.  Crook 

F.  M.  Duckwall 
J.  W.  Erwin 

G R.  Evans 
W.  C.  Eversole 
J.  V.  Hodge 

B.  Roy  Howard 
Kenneth  R.  Kiesau 

M.  D.  Massengill 
L.  C.  McNeer 
Thomas  T.  McNeer 
Eugene  Maul 

John  Munal 
J.  R.  Pierce 
J.  S.  Powers 
J.  Shelton  Reed 
W.  H.  Reed 

G.  M.  Rogers 
W.  E.  Scribner 
R.  A.  Steadman 
Frank  W.  Sutterlin 
E.  W.  Tipton 
James  S.  Vermillion 
John  B.  Warren 
W.  A.  Wiley 

J.  E.  Williams 

T.  B.  Yancey 

Piney  Flats 
Aaron  Cole 
(Mbr.  Washington- 
Carter-Unicoi  Cos.) 

SUMNER  COUNTY 
Bethpage 
W.  W.  Roark 
Gallatin 

I.  H.  Beasley 
W.  M.  Dedman 
W.  B.  Farris 

C.  D.  Giles 
James  A.  Loveless 
R.  A.  Moore 

C.  D.  Robbins 

Hendersonville 
W.  A.  Bryant 

J.  Wesley  Osborne 

Portland 

Albert  G.  Dittes 
R.  L.  Johnson 
R.  W.  Simonton 

W e st  mor  eland 
James  L.  Webster 

TIPTON  COUNTY 
Covington 
A.  J.  Butler 

N.  L.  Hyatt 
A.  S.  Ruffin 

H.  S.  Rule 

J.  C.  Witherington 
James  D Withering- 
ton 

Mason 

A.  S.  Witherington 
(Mbr.  Shelby  Co.) 

Mumford 

A.  S.  Witherington 

TROUSDALE 

COUNTY 

Hartsville 
J.  J.  Gwin 
(Mbr.  Sumner  Co.) 

UNICOI  COUNTY 

F.rivin 
R.  H.  Harvey 
H.  L.  Monroe 
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J.  R.  Moody 
James  E.  Shull 
WARREN  COUNTY 
McMinnville 

C.  M.  Clark,  Jr. 

J.  P.  Dietrich 
Paul  H.  Goodman 

C.  E.  Perry,  Jr. 
John  T.  Mason 

B.  C.  Smoot 
WASHINGTON 

COUNTY 
Johnson  City 
J.  R.  Bowman 
E.  T.  Brading 
G.  J.  Budd 
E.  Malcolm  Campbell 
G.  E.  Campbell 
Wm.  C.  Carpenter 
Ralph  Cross 

C.  W.  Friberg 
Lee  K.  Gibson 
Lawrence  E.  Gordon, 

Jr. 


C.  S.  Gresham 
J.  L.  Hankins 
Walter  D.  Hankins 

L.  C.  Hoskins 
Luke  W.  Hunt 

U.  G.  Jones 
Carroll  H.  Long 
Ray  W.  Mettetal 
H,  D.  Miller 
J.  G.  Moss 
J.  T.  McFaddin 
T.  P.  McKee 
Edw.  C.  Mulliniks 
Harry  Myron,  Jr. 
Irwin  E.  Phillips 
Wallace  L.  Poole 
Robert  E Piston 
W.  G.  Preas 
James  J.  Range 
Geo.  K.  Scholl 
Mel  D.  Smith 
Hugh  F.  Swingle 
Chas  P.  Wofford 
Helen  D.  Wofford 
E.  T.  West 
John  M.  Wilson 


Jonesboro 

C.  W.  Brabson 

A.  J.  Willis 

D.  C.  Nelson 

Limestone 
R H.  Ruble 
G.  V.  Stanton 
Mountain  Home 
C.  M.  Creech 
Ira  M.  Gambill 
Bertram  L.  Levy 
Hyman  Lieber 
C.  K.  Slade 
Warren  B.  Smith 
Harry  N.  Waggoner 
Harold  R.  Waring 

WAYNE  COUNTY 
Collinwood 
W.  W.  Rippy 
(Mbr.  Lawrence  Co.) 

Waynesboro 
Dexter  L Woods 
(Mbr.  Lawrence  Co.) 


Clifton 

John  T.  Keeton 
(Mbr.  Consolidated) 

WEAKLEY 

COUNTY 

Dresden 

M.  R Beyer 
Paul  W.  Wilson 

Gleason 

Robert  M.  Jeter 

Greenfield 

V.  C.  Fagan 
Ira  F.  Porter 

Martin 

R.  W.  Brandon 
R.  W.  Brandon,  Jr. 
M.  H.  Buckley 
H.  G.  Edmondson 

A.  A.  Sparkman 
G.  S.  Plog 


Sharon 

D.  E.  Young 

WHITE  COUNTY 
Sparta 

W.  H.  Andrews 
J.  C.  Blankenship 

E.  B.  Clark 
C.  B.  Roberts 
C.  E.  Tubb 


WILLIAMSON 

COUNTY 

College  Grove 
George  A Hatcher 
(Mbr.  Davidson  Co.) 

Franklin 
Harry  J.  Guffee 

E.  F.  Harrison 
R.  H.  Hutcheson 
H.  T.  Moore,  Jr. 


B.  T.  Nolen 
Walter  Pyle 
T.  C.  Rice 
J.  O.  Walker 
R.  D.  Ward 


WILSON  COUNTY 

Lebanon 

F.  B.  Dunklin 

A.  T.  Hall 

O.  Reed  Hill 

R.  C.  Kash 
James  P.  Leathers 
Chas.  T.  Lowe 

S.  B.  McFarland 

T.  R.  Puryear 
J.  H.  Tilley 
W.  K.  Tilley 
Philips  Turner 

W atertown 

G.  M.  Allison 
Richard  E.  Mudd 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 

L.  L.  Alexander,  309  Chicamauga  Avenue  Rossville  Ga 

Bernice  Andrews  Sharon,  N.  D. 

Howard  M.  Ausherman,  16113  Redington  Beach, 

St.  Petersburg,  Fla. 

W M Bevis  Lakeland,  Fla. 

T.  H.  Biggs  Pewee  Valley,  Ky. 

E.  S.  Blair,  323  Haralson  Avenue  Gadsden,  Ala. 

Tom  R.  Blanks,  203  V2  Chicamauga  Avenue  Rossville  Ga. 

Margaretta  Bowers  Buch,  219  Lexington  Avenue,  New  York,  N.  \ 
E.  E.  Byrd,  Veterans  Admr.  Hospital  Muskogee,  Ok  a. 

James  T.  Campbell,  7111  First  Avenue,  South  St.  Petersburg,  Fla. 
Benjamin  M.  Chambers,  2209  Pine  Street  Philadelphia,  Penn. 
Richard  M.  Christian,  Strong  Mem  Hospital  Rochester,  N.  Y 
John  A.  Conroy,  684  Commonwealth  Avenue 

Newton  Centre  59,  Mass. 
Tohn  P.  Conway,  Tulane  School  of  Medicine  New  Orleans,  La. 
j.  H.  Cox.  307  Sta.  Med.,  McDill  Field  Tampa,  Fla. 

Henry  W.  Crouch,  Veterans  Admr.  Hospital,  Jefferson  Barracks,  Mo. 
James  R Dawson,  University  of  Minnesota  Minneapolis,  Minn. 

J.  W.  Didcoct,  Mayo  Clinic  Rochester.  Minn. 

W.  F.  Dobyns,  Veterans  Admr.  Hospital  Hines,  111. 

Ralph  C.  Eades,  501  Lincolnway  Valparaiso,  Ind 

P.  M.  Farrington,  Colburn  Hotel  Denver,  Colo. 

Chas.  K.  Gardner,  Oak  Hill  Hospital  Oak  Hill,  W.  Va. 

Chas.  Gaskins  New  Orleans,  La. 

George  Gartley,  1319  West  Smith  Avenue  Orlando,  Fla. 

Jock  L.  Graeme,  Box  645  Summit,  N.  J. 

J.  O.  Hale,  N.  Y.  Hospital,  525  East  68th  St.,  New  York,  N.  Y. 

H.  E.  Handley,  Commonwealth  Fund,  East  57th  St. 

New  York,  N.  Y. 

David  Hoehn  Sharon,  N.  D. 

Benton  B.  Holt,  700  Hills  Avenue  Owensboro,  Ky. 

J.  P.  Hoover,  211  Andrews  Street  Rossville,  Ga. 

E.  L.  Horger,  330  East  63rd  St.,  Apt.  4-E  New  York,  N.  Y. 

James  A.  Hughes,  Veterans  Admr.  Hospital  Gulfport,  Miss. 

Walter  C.  Humbert,  American  Red  Cross,  Mid-Western  Area. 

1709  Washington  Avenue  St.  Louis,  Mo. 

David  F.  Johnson.  5051  O'Sullivan  Drive  Los  Angeles,  Ca  if. 
Walter  M.  Loeb,  Securities  Building,  3rd  and  Stewart  Street 

Seattle,  Wash. 

L.  C.  McVay  Marion,  A^k. 

H.  C.  Miles  Little  Rock,  Ark. 

R.  H.  Miller.  208  McAlester  Hall,  University  of  Missouri 

Columbia,  Mo. 

F.  L.  O’Connor,  1115  Howard  Street  Rossville,  Ga. 

William  E.  Overman,  612  North  Fourth  Tucson,  Arizona 

A.  C.  Parker  Clarksdale,  Ark. 

David  R.  Pickens,  Jr.,  309  Avenue  C.,  Apt.  9-C  New  York,  N.  Y 
Geo.  T.  F.  Rahilly,  402  Burns  Street  Forrest  Hills,  L.  I , N.  Y 
H.  H.  Ring  Naples,  F!a. 

L.  A.  Salisbury,  55  Tenstall  Road  . Scarsdale,  N.  Y. 

John  M.  Saunders,  Federal  Security  Agency,  Regional  Office 

. Washington,  D.  C. 

L.  V.  Schmittou,  1304  Central  Boulevard  Brownsville,  Texas 
William  Shacklett,  14C  Byway,  South  Baltimore,  Md. 

L.  B.  Snapp,  II,  1904  Byrd  Street  Caruthersville,  Mo. 

J.  H.  Solomon,  40  West  23rd  Street  Hialeah,  Fla. 

Harold  A.  Sparr  Olive  Branch,  Miss. 

Bertram  E.  Sprofkin,  Johns  Hopkins  Hospital  Baltimore,  Md. 

Hans-Karl  Stauss,  University  Elospital  Augusta,  Ga. 

George  Vassey,  Stansbury  Building  Rossville.  Ga. 

Louis  S.  Verdel,  Veterans  Administration  Northport,  L.  I.,  N.  Y. 
Starnes  E.  Walker,  303  East  Armour  Kansas  City.  Mo. 

Wm.  J.  Wallace,  Stout  Memorial  Hospital  Wuchow,  China 

C.  W.  Wells,  Route  No.  1 Tilton,  N.  H. 

Jones  E.  Witcher,  902  West  7th  Avenue  Amarillo,  Texas 

Frank  G.  Witherspoon.  Bernard  Free  Skin  Hospital  St.  Louis,  Mo. 
Burnett  W.  Wright,  6751  Muirlands  Drive  La  Jolla,  Calif. 

VETERAN  MEMBERS 

B.  L.  Burdette,  Shelbyville  Bedford 

C.  F.  Anderson,  Brentwood  Davidson 

R.  A.  Barr,  Gallatin,  Route  No.  4.  Davidson 

W.  B.  Anderson,  Doctors  Building,  Nashville  Davidson 


E.  E.  Brown,  2405  Garland  Avenue,  Nashville  Davidson 

A.  C.  Bailey.  Bennie-Dillon  Building,  Nashville  Davidson 

L E.  Burch,  2112  West  End  Avenue.  Nashville  Davidson 

Lucien  Caldwell,  Doctors  Building,  Nashville  Davidson 

M.  M.  Cullum,  Bennie-Dillon  Building,  Nashville,  Davidson 

R.  A.  Daniel,  Sr.,  Lebanon  Road,  Nashville  Davidson 

R.  B.  Dozier,  Sr.,  2016  West  End  Ave.,  Nashville  Davidson 

J.  J.  Frey.  Doctors  Building,  Nashville  Davidson 

C.  L.  Hill,  Doctors  Building,  Nashville  Davidson 

Vernon  Hutton,  Sr.,  Harding  Road,  Nashville  Davidson 

J.  P Keller,  Doctors  Building,  Nashville  Davidson 

D R.  Neil,  Bennie-Dillon  Building,  Nashville  Davidson 

T.  G.  Pollard,  Doctors  Building,  Nashville  Davidson 

Paul  DeWitt,  Montague,  Nashville  Davidson 

E L.  Roberts.  Bennie-Dillon  Building,  Nashville  Davidson 

E.  A.  Sutherland,  Madison  College,  Nashville  Davidson 

Fred  L.  Webb,  City  Health  Dept.,  Nashville  Davidson 

O H Wilson.  Doctors  Building,  Nashville  Davidson 

Olin  West,  Helena  Court,  Nashville  Davidson 

W.  H.  Witt,  Doctors  Building,  Nashville  Davidson 

Harold  Truebger,  3824  Spottswood  Ave.,  Memphis  Davidson 

R.  M.  Kirby-Smith,  Sewanee  Franklin 

James  P.  Moon,  Winchester  Franklin 

R.  E.  Warren,  3000  4th  Ave.  So.,  Nashville  Giles 

J.  P.  Brewer,  Dyersburg  Dyer,  Lake  & Crockett 

C.  A.  Turner,  Dyersburg  Dyer 

D.  T.  Holland.  Newbern  Dyer 

N.  S.  Walker,  Dyersburg  Dyer 

W.  E.  Howell,  Morristown  Hamblen 

J.  H Barnett,  1 1 1 Shallowford  Road,  Chattanooga  Hamilton 

O L.  Blackwell.  Route  No.  1,  Chattanooga  Hamilton 

R.  M.  Colmore,  1 Mable  Street,  Chattanooga  Hamilton 

John  L Cooley,  1705  Laurel,  Belle  Aire  Estates,  Clearwater.  Fla. 

Hamilton 

J.  A.  Gentry,  Box  5 34  Signal  Mountain,  Chattanooga  Hamilton 

C.  H Gurney,  5 54  South  Crest  Road,  Chattanooga  Hamilton 

A W Hilliard.  211  Martin  Road,  Chattanooga  Hamilton 

W.  J.  Hillas,  1812  East  Adams,  Tucson,  Arizona  Hamilton 

W.  R.  Irish,  209  Marshall  Road,  North  Chattanooga.  Rt.  2 

Hamilton 

J.  E.  Nelson,  3212  Brainerd  Road,  Chattanooga  Hamilton 

J.  McClure  Richard,  Red  Bank,  Chattanooga  Hamilton 

Fred  B.  Stanp,  1615  Berkelev  Circle,  Chattanooga  Hamilton 
George  R.  West,  4719  No.  Miami,  Fla.  Hamilton 

Roy  Lanier,  Brownsville  Havwood 

C.  H.  Johnson,  Paris  Henry 

G.  L.  McDaniel.  Henry  Henry 

A.  F.  Paschall,  Puryear  Henry 

R.  J.  Perry,  Springfield,  RFD.  Henry 

C E.  Reeves.  Gainesboro  Jackson 

W.  S Alexander.  Ridgelv  Lake 

R.  W.  Griffin,  Tiptonville  Lake 

C.  L Goodrich,  Favetteville  Lincoln 

J M.  McWilliams.  Fayetteville  Lincoln 

R.  B.  Griffin  Riplev  Lauderdale 

B.  W.  Bagwell,  Madisonville  Monroe 

J.  A.  Hardin,  Sweetwater  Monroe 

W.  W.  Leonard.  Tellico  Plains  Monroe 

W.  A.  Rogers,  Tellico  Plains  Monroe 

M.  D Shearer,  Tellico  Plains  Monroe 

R.  L.  Norris.  Palmyra  Montgomery 

E.  G.  Sanders,  Stantonville  McNairy 

Cecil  H.  Brown,  Jackson  Madison 

J.  G.  Cottingham,  Jackson  Madison 

R.  L.  Wylie,  Scotts  Hill  Madison 

R S.  Perry,  Columbia,  RFD  No.  7 Maury 

George  C.  Williamson,  Columbia  Maury 

T.  S.  Reynolds,  Concord,  RFD  No.  1 Knox 

C.  M.  Capps,  108J4)  Empire  Building,  Knoxville  Knox 

Thomas  Fitzgerald,  Clinton  Pike.  Knoxville  Knox 

J.  H.  Gammon.  521  West  Cumberland  Ave.,  Knoxville  Knox 
Walter  Luttrell,  Doctors  Building,  Knoxville  Knox 

R.  F.  McCrary,  1627  Riverside  Drive,  Knoxville  Knox 

J.  B.  Parker.  Inskip,  Knoxville  Knox 


446 


1949  MEMBERS 


December,  1949 


S.  B.  Peters,  Walnut  Street,  Knoxville  Knox 

W.  Rufus  Smith,  Medical  Arts  Building,  Knoxville  Knox 

George  T.  Wilhelm,  Olin  Hotel,  1420  Logan  Street,  Denver,  Colo 

Knox 

W.  P.  Wood,  Strawberry  Plains  Knox 

J.  M.  J.  Van  De  Griff,  Halls  Cross  Roads  Knox 

W.  S.  Anderson,  1192  Peabody  Avenue.  Memphis  Shelby 

J.  C.  Ayres,  Sr.,  217-1  Union  Avenue,  Memphis  Shelby 

Wm.  Britt  Burns,  Medical  Arts  Bldg.,  Memphis  Shelby 

J.  Parvin  Carter  81  Madison  Building,  Memphis  Shelby 

Wm.  F.  Clary.  Gilmore  Apts.,  McLean  & Addison  Sts.,  Memphis 

Shell)'. 

John  C.  Clark.  1359  Jefferson,  Memphis  Shelby 

Casa  Collier,  629  Rozelle,  Memphis  Shelby 

T.  N.  Coppedge,  1807  Harbert,  Memphis  Shelby 

G.  P.  Jones,  1680  So.  Parkway,  East  Memphis  Shelby 

C.  C.  King,  1475  Linden,  Memphis  Shelby 

E.  C.  Mitchell,  774  Snowden  Circle,  Memphis  Shelby 

O.  S.  McCown.  Perkins  Avenue,  Memphis  Shelby 

A.  R.  McMahan.  5 So.  Auburndale,  Memphis  Shelby 

J.  B.  McNulty,  217  Stonewall,  Memphis  Shelby 

Moore  Moore,  Sr..  188  So.  Bellevue,  Memphis  Shelby 

Wallace  Moore,  1161  Raynor,  Memphis  Shelby 

A.  J.  Roby,  Covington  Tipton 

P.  E.  Parker,  115  East  Wautauga,  Johnson  City 

Washington,  Carter.  Unicoi 
Geo.  J.  Sells,  Arcade  Building,  Johnson  City  Washington 

H.  B.  Ausban,  Doyle  White,  Warren,  Van  Buren 

R.  L.  Maloney,  McMinnville  White,  Warren  Van  Buren 

E.  L.  Mooneyham,  Rock  Island  White,  Warren,  Van  Buren 


DECEASED  MEMBERS 


H.  C.  Chance,  Cumberland  Gap  Anderson-Campbell 

J.  L.  McCIary,  Cleveland  Bradley 

T.  J.  Brarten,  Woodbury  Cannon 

Marvin  E.  Alexander,  McKenzie  Carroll 

R.  L.  Dossett,  Tullahoma  Coffee 

E.  P.  Vaughn,  Manchester  Coffee 

A.  L.  Erwin,  Nashville  Davidson 

Walter  O.  Faught.  Nashville  Davidson 

McPheeters  Glasgow,  Nashville  Davidson 


D.  T.  Kimbrough.  Nashville  Davidson 

Eugene  Orr,  Nashville  Davidson 

Cobb  Pilcher,  Nashville  Davidson 

Herman  Spitz,  Nashville  Davidson 

Newton  H.  Strickland,  Jr..  Nashville  Davidson 

"W.  Albert  Sullivan,  Nashville  Davidson 

J.  P.  Baird  1 1 Dyei 

George  E.  Bogart.  Sherwood  Franklin 

Alfred  Parker  Smith.  Winchester  Franklin 

L.  V.  Frazier,  Brazil  Gibson 

John  H.  Rozzell.  Gibson  Gibson 

D.  H.  Bryan,  Monteagle  Grundy 

John  B.  Fitts,  Chattanooga  Hamilton 

P.  R.  Hysinger,  Chattanooga  Hamilton 

D.  N.  Williams,  Chattanooga  Hamilton 

J.  S.  Reynolds,  Concord.  RFD  No.  1 Knox 

W.  A.  Boies,  Knoxville  Knox 

M.  F.  Cruze,  Knoxville  Knox 

V.  C.  Dail.  Knoxville  Knox 

R.  F.  McCrary,  Knoxville  Knox 

R.  L.  McReynolds.  Knoxville  Knox 

C.  F.  Mooney,  Knoxville  Knox 

C.  L.  Horn,  Jr.,  Ripley  Lauderdale 

Henry  Sanders.  Selmer  McNairy 

Hermon  Hawkins,  Jackson  Madison 

L.  C.  Smith.  Henderson  Madison 

L.  E.  Ragsdale,  Williamsport.  Maury’ 

I.  E.  Hunt,  Clarksville  Montgomery 

Z.  L.  Shipley,  Cookeville  Putnam 

W.  S.  Rude,  Ridgetop  Robertson 

V.  S.  Campbell,  Murfreesboro  Rutherford 

T.  B.  Blue,  Memphis  Shelby 

\V.  R.  Blue.  Memphis  Shelby 

C B.  Chaffee,  Memphis  Shelby 

W.  L.  Howard,  Memphis  Shelby 

R.  A.  Hennessey,  Memphis  Shelby 

T.  L.  McGehee,  Memphis  Shelbv 

L.  R.  Polk,  Memphis  Shelby 

G.  P.  Rawls,  Memphis  Shelby 

M.  G.  Spingarn,  Memphis  Shelby 

W.  T.  Swink,  Memphis  Shelby 

W.  F Boze,  Elmwood  Smith 

G.  M.  Rogers,  Kingsport  Sullivan-Johnson 

Reported  lost  at  sea. 


First  in  the  South  to  Produce 

® Grade  "A”  Pasteurized  •Homogenized  ©Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 


December,  1949 


447 


INDEX  TO  VOLUME  XLII 

AUTHORS 

Blading,  Edward  T.,  M.D.,  Johnson  City — 


“Socialized  Medicine”  121 

Bryan.  William  M.,  Jr.,  M.D.,  Memphis — “The 
Pathology  of  the  Toxemias  of  Late 
Pregnancy”  271 

Cate,  Randolph  A.,  M.D.,  Nashville — “Observa- 
tions on  the  Treatment  of  Benign  Gastric 
Ulcer”:  Report  of  a case  of  Benign  Gastric 
Ulcer  Treated  Medically  152 

Chaney,  W.  C.,  M.D.,  Memphis — “Shelby 

County  vs.  Socialized  Medicine”  183 

Damron,  H.  B.,  M.D.,  Elizabethton — “Radium 
in  Postnasal  Hyperplasia  and  Infections”  317 


Davis,  P.  A.,  M.D.,  Akron,  Ohio — “The  Func- 
tion of  the  American  Academy  of  General 
Practice  at  the  Crossroads  in  Organized 


Medicine”  284 

DeCoursey,  Elbert,  Colonel,  Medical  Corps,  U. 

S.  Army,  Washington,  D.  C. — “Medical 
Aspects  of  Atomic  Explosion”  289 

Ely,  James  B.,  M.D.,  Knoxville — “Interesting 
Vascular  Lesions”  375 

Felton,  Jean  Spencer,  M.D.,  Medical  Director, 

Oak  Ridge  National  Laboratory,  Oak  Ridge 
— “Industrial  Health  is  Not  a Unilateral 
Responsibility”  39 

Forsee,  James  H.,  Colonel,  M.  C.,  U.  S.  Army — 
“The  Surgical  Treatment  of  Malignant 
Lesions  of  the  Gastrointestinal  Tract”  195 

Francis,  Herbert  C.,  M.D.,  Nashville — “A 

Five-Year  Review  of  Carcinoma  of  the 
Cervix  Uteri”  21 


Gillespie,  Clarence  E.,  M.D.,  Memphis — “Dif- 
ferential Diagnosis  of  Lesions  of  the  Breast”  345 
Green,  C.  R.,  M.D.,  Memphis — “An  Obstetrical 
Symposium : The  Etiology  and  Early  Diag- 
nosis of  the  Toxemias  of  Late  Pregnancy”  269 
Hardaway,  Robert  M.,  Major,  M.  C.,  U.  S. 
Army — “The  Surgical  Treatment  of  Malig- 
nant Lesions  of  the  Gastrointestinal  Tract”  195 
Haselton,  Fred  R.,  M.D.,  Nashville — “Virus 


Hypothesis”  79 

Hollabaugh,  Fowler,  M.D.,  Nashville — “Case 
Reports — Unusual  Postoperative  Complica- 
tions” 322 

Hunt,  Lester  C.,  Wyoming— “Reorganization 
Plan  No.  1”  307 

Johns,  D.  J.,  M.D.,  Nashville — “The  Where- 
fores and  Whyfores  of  General  Practice”  129 

Johnston,  Leland  M.,  M.D.,  Jackson — “Im- 
portant Points  in  the  Differential  Diagnosis 
of  Jaundice”  381 

Kampmeier,  R.  H.,  M.D.,  Nashville — “Head- 
ache in  Medical  Diseases”  237 

Kefauver,  Estes,  Washington,  D.  C. — “Social- 
ized Medicine”  37 

Lawrence,  G.  Allen,  M.D.,  Nashville — “Diag- 
nosis and  Treatment  of  Tumors  of  the 
Orbit”  385 


Lewis,  Philip  Meriwether,  M.D.,  Memphis — 
“The  Destruction  of  Retinal  Angiomas  by 
Diathermy”  75 

Maness,  Guy  M.,  M.D.,  Nashville — “A  Sym- 
posium— Headaches  of  the  General  Practi- 
tioner: Neurological  and  Psychiatric  Aspects 
of  the  Problem  of  Headache”  229 

McClellan,  G.  S.,  M.D.,  F.A.C.S.,  Nashville— 

“A  Five-Year  Review  of  Carcinoma  of  the 
Cervix  Uteri”  21 

McKinney,  J.  Wesley,  M.D.,  Memphis — “Goni- 
otomy  for  Congenital  Glaucoma”  277 

Miller,  D.  G.,  Jr.,  M.D.,  Morgantown,  Kentucky 
— “Education  of  the  General  Practitioner”  357 
Moore,  J.  T.,  M.D.,  Algood — “Report  of  Fatal 
Case  of  Post-Vaccinal  (Allergic)  Encephal- 


itis” 157 

Nicely,  Park,  M.D.,  Knoxville — “Early  Diag- 
nosis and  Treatment  of  Carcinoma  of  the 
Prostate  Gland”  186 

Palmer,  Cecil,  London,  England — “The  Impact 
of  Socialized  Medicine  on  the  British  Phy- 
sician and  His  Patient”  339 

Pilcher,  Cobb,  M.D.,  Nashville — “Early  Neu- 
rosurgery in  Nashville  and  its  Environs”  45 

Porteous,  Clark,  Press-Scimitar  Staff  Writer 
— “Doctors  Asked  to  Fight  Socialized 
Medicine”  1 

Powers,  Bruce  R.,  M.D.,  F.A.C.P.,  Knoxville 
— “Use  of  Methodone  to  Combat  Withdrawal 
Symptoms  of  ‘Dilaudid’”:  Case  Report  83 

Qualls,  H.  W.,  M.D.,  Memphis — “The  Menace 
of  Socialized  Medicine:  A Call  to  Action  for 
Personal  Privilege  and  Professional  Liberty”  147 
Sanders,  R.  L.,  M.D.,  Memphis — “When  Does 
the  General  Practitioner  Need  the  Surgeon?”  223 


Sebelius,  Carl  L„  D.D.S.,  M.P.H.,  Nashville— 


“Fluorides  in  Preventive  Medicine”  16 

Seeley,  W.  A.,  Nashville — “Tennessee’s  Pro- 
gram of  Practical  Nurse  Training”  80 

Smith,  Henry  Carroll,  M.D.,  Nashville — 
“Headache”  232 

Turner,  Henry  B.,  M.D.,  Memphis— “The 

Treatment  of  the  Toxemias  of  Late  Preg- 
nancy” 273 

Wallace,  James  A.,  M.D.,  Memphis — “The 

Treatment  of  Alcoholism  by  the  Conditioned 
Reflex  Method”  125 

Weinstein,  Albert,  M.D.,  F.A.C.P.,  Nashville 
— “Diabetes  Mellitus — Certain  Practical 
Considerations”  313 

Williams,  Edwin  W.,  M.D.,  Nashville — “A 

Five-Year  Review  of  Carcinoma  of  the 
Cervix  Uteri”  21 

Wilson,  Owen  H.,  M.D.,  Nashville — “Intussus- 
ception in  1831”  53 

INDEX  TO  VOLUME  XLII 
Abstracts  of  Current  Literature — 


30,  68,  105,  139,  174,  215,  261,  302,  333,  370,  403, 
435 


448 


INDEX  TO  VOLUME  XLII 


December  1949 


Alcoholism  by  the  Conditioned  Reflex  Method, 

The  Treatment  of — James  A.  Wallace, 

M.D.,  Memphis  125 

American  Academy  of  General  Practice  at  the 
Crossroads  in  Organized  Medicine,  The 
Functions  of  the — P.  A.  Davis,  M.D.,  Akron, 

Ohio  284 

Approved  Card  Record  266 

And  We  Quote — 

60,  97,  136,  162,  212,  252,  298,  329,  366,  396,  432 
Atomic  Explosion,  Medical  Aspects  of — Elbert 
DeCoursey,  Colonel,  Medical  Corps,  U.  S. 

Army,  Washington,  D.  C.  289 

Benign  Gastric  Ulcer;  Observations  on  the 
Treatment  of : Report  of  a Case  of  Benign 
Gastric  Ulcer  Treated  Medically — Randolph 
A.  Cate,  M.D.,  Nashville  152 

Book  Review  34 

Breast,  Differential  Diagnosis  of  Lesions  of 
the, — Clarence  E.  Gillespie,  M.D.,  Memphis  345 
Carcinoma  of  the  Prostate  Gland,  Early  Diag- 
nosis and  Treatment  of — Park  Nicely,  M.D., 
Knoxville  186 

Carcinoma  of  the  Cervix  Uteri,  A Five-Year 
Review  of — Edwin  W.  Williams,  M.D.,  G.  S. 
McClellan,  M.D.,  F.A.C.S.,  Herbert  C. 

Francis,  M.D.,  Nashville  21 

Case  Reports — Unusual  Postoperative  Compli- 
cations— Fowler  Hollabaugh,  M.D.,  Nash- 
ville 322 

Cervix  Uteri,  A Five-Year  Review  of  Carci- 
noma of  the — Edwin  W.  Williams,  M.D.,  G. 

S.  McClellan,  M.D.,  F.A.C.S.,  Herbert  C. 
Francis,  M.D.,  Nashville  21 

Committee  and  Officers’  Reports  85 

Congenital  Glaucoma,  Goniotomy  for — J.  Wes- 
ley McKinney,  M.D.,  Memphis  277 

Deaths — 

29,  58,  97,  132,  162,  211,  297,  329,  366,  394,  430 
Destruction  of  Retinal  Angiomas  by  Dia- 
thermy, The — Philip  Meriwether  Lewis, 

M.D.,  Memphis  75 

Diabetes  Mellitus — Certain  Practical  Con- 
siderations — Albert  Weinstein,  M.D., 
F.A.C.P.,  Nashville  313 

Diagnosis  and  Treatment  of  Tumors  of  the 
Orbit — G.  Allen  Lawrence,  M.D.,  Nashville  385 
Differential  Diagnosis  of  Lesions  of  the  Breast, 
Clarence  E.  Gillespie,  M.D.,  Memphis  345 

Dilaudid  Addiction,  Use  of  Methadone  to  Com- 
bat Withdrawal  Symptoms  of:  Case  Report 
— Bruce  R.  Powers,  M.D.,  F.A.C.P.,  Knoxville  83 
Diseases,  Headache  in  Medical — R.  H.  Kamp- 
meier,  M.D.,  Nashville  237 

Doctors  Asked  to  Fight  Socialized  Medicine — 
Clark  Porteous,  Press-Scimitar  Staff  Writer  1 
Early  Diagnosis  and  Treatment  of  Carcinoma 
of  the  Prostate  Gland — Park  Nicely,  M.D., 
Knoxville  186 

Early  Neurosurgery  in  Nashville  and  Its  En- 
virons— Cobb  Pilcher,  M.D.,  Nashville  45 


Editorial — 

27,  55,  93,  131,  159,  209,  242,  296,  326,  366, 
429 

Education  of  the  General  Practitioner — D.  G. 

Miller,  Jr.,  M.D.,  Morgantown,  Ky. 
Encephalitis,  Report  of  Fatal  Case  of  Post- 
Vaccinal  (Allergic) — J.  T.  Moore,  M.D., 
Algood 

Etiology  and  Early  Diagnosis  of  the  Toxemias 
of  Late  Pregnancy;  An  Obsteti'ical  Sym- 
posium— C.  R.  Green,  M.D.,  Memphis 
Fee  Schedule  Adopted,  Polio 
Five-Year  Review  of  Carcinoma  of  the  Cervix 
Uteri,  A — Edwin  W.  Williams,  M.D.,  G.  S. 
McClellan,  M.D.,  F.A.C.S.,  Herbert  C. 

Francis,  M.D.,  Nashville 
Fluorides  in  Preventive  Medicine — Carl  L. 

Sebelius,  D.D.S.,  M.P.H.,  Nashville 
Functions  of  the  American  Academy  of  Gen- 
eral Practice  at  the  Crossroads  in  Organized 
Medicine,  The — P.  A.  Davis,  M.D.,  Akron, 
Ohio 

Gastric  Ulcer,  Observations  on  the  Treatment 
of  Benign : Report  of  a Case  of  Benign 
Gastric  Ulcer  Treated  Medically — Randolph 
A.  Cate,  M.D.,  Nashville 
Gastrointestinal  Tract,  The  Surgical  Treatment 
of  Malignant  Lesions  of  the — James  H. 
Forsee,  Colonel,  M.  C.,  U.  S.  Army,  and 
Robert  M.  Hardaway,  Major,  M.  C.,  U.  S. 
Army 

General  Practice,  The  Wherefores  and  Why- 
fores — D.  J.  Johns,  M.D.,  Nashville 
General  Practitioner,  Education  of  the — D.  G. 

Miller,  Jr.,  M.D.,  Morgantown,  Ky. 

General  Practitioner  Need  the  Surgeon,  When 
Does  the? — R.  L.  Sanders,  M.D.,  Memphis 
Glaucoma,  Goniotomy  for  Congenital — J.  Wes- 
ley McKinney,  M.D.,  Memphis 
Goniotomy  for  Congenital  Glaucoma— J.  Wes- 
ley McKinney,  M.D.,  Memphis 
Headache — Henry  Carroll  Smith,  M.D.,  Nash- 
ville 

Headache  in  Medical  Diseases — R.  H.  Kamp- 
meier,  M.D.,  Nashville 
Headache,  Otolaryngological  Aspects  of  the 
Problem  of — Guy  M.  Maness,  M.D..  Nash- 
ville 

Headaches  of  the  General  Practitioner,  A Sym- 
posium: Neurological  and  Psychiatric 

Aspects  of  the  Problem  of  Headache — W.  F. 
Orr,  Jr.,  M.D.,  Nashville 
House  of  Delegates,  A Report  of  the  Proceed- 
ings of  the,  Held  in  Chattanooga,  April  11, 
12,  1949 

House  of  Delegates,  A Report  of  the  Proceed- 
ings of  the,  Held  in  Chicago,  June  21-25, 
1948 

Hyperplasia  and  Infections,  Radium  in  Post- 
nasal Lymphoid,  H.  B.  Damron,  M.D.,  Eliza- 
bethton 

Hypothesis,  Virus — Fred  R.  Haselton,  M.D., 
Nashville 


392, 


357 


157 


269 

13 


21 

16 

284 

152 

195 

129 

357 

223 

277 

277 

232 

237 

235 

229 

409 

115 

317 

79 


December,  1949 


INDEX  TO  VOLUME  XLII 


449 


Impact  of  Socialized  Medicine  on  the  British 
Physician  and  His  Patient,  The — Cecil 
Palmer,  London,  England  339 

Important  Points  in  the  Differential  Diagnosis 
of  Jaundice,  Leland  M.  Johnston,  M.D., 
Jackson  381 . 

Industrial  Health  is  Not  a Unilateral  Respon- 
sibility— Jean  Spencer  Felton,  M.D.,  Medi- 
cal Director,  Oak  Ridge  National  Laborato- 
ry, Oak  Ridge  39 

Interesting  Vascular  Lesions — James  B.  Ely, 

M.D.,  Knoxville  375 

Intussusception  in  1831 — Owen  H.  Wilson, 

M.D..  Nashville  53 

Jaundice,  Important  Points  in  the  Differential 
Diagnosis  of,  Leland  M.  Johnston,  M.D., 
Jackson  381 

Lesions  of  the  Breast,  Differential  Diagnosis 
of,  Clarence  E.  Gillespie,  M.D.,  Memphis  345 
Lesions,  Interesting  Vascular — James  B.  Ely, 

M.D.,  Knoxville  375 


List  of  Officers  of  the  Tennessee  State  Medical 
Association 

35,  73,  145,  181,  221,  267,  305,  337,  373,  407,  438 
Lymphoid  Hyperplasia  and  Infections,  Radium 
in  Postnasal,  H.  B.  Damron,  M.D.,  Eliza- 
bethton  317 

Locations  Wanted  213,  301,  331 

Malignant  Lesions  of  the  Gastrointestinal 
Tract,  The  Surgical  Treatment  of — James 
H.  Forsee,  Colonel,  M.  C.,  U.  S.  Army  and 
Robert  M.  Hardaway,  Major,  M.  C.,  U.  S. 


Army  195 

Medical  Aspects  of  Atomic  Explosion — Elbert 
DeCoursey,  Colonel,  M.  C.,  U.  S.  Army, 
Washington,  D.  C.  289 

Medical  Societies — 

30,  66,  103,  137,  174,  214,  301,  331,  369,  400,  434 
Medicine,  Socialized — Edward  T.  Brading, 
M.D.,  Johnson  City  121 

Members,  1949,  of  the  Tennessee  State  Medical 
Association  441 

Menace  of  Socialized  Medicine,  The : A Call  to 
Action  for  Personal  Privilege  and  Profes- 
sional Liberty — H.  W.  Qualls,  M.D.,  Mem- 
phis 147 

Methadone  to  Combat  Withdrawal  Symptoms 
of  “Dilaudid”  Addiction,  Use  of:  Case  Re- 
port— Bruce  R.  Powers,  M.D.,  F.A.C.P., 
Knoxville  83 

Neurosurgery  in  Nashville  and  Its  Environs, 
Early — Cobb  Pilcher,  M.D.,  Nashville  45 

News  Notes  and  Comments — 

30,  64,  102,  137,  171,  212,  299,  330,  367,  398,  433 
Nurse  Training,  Tennessee’s  Program  of  Prac- 
tical— W.  A.  Seeley,  Nashville  80 

Observations  on  the  Treatment  of  Benign 
Gastric  Ulcer:  Report  of  a Case  of  Benign 
Gastric  Ulcer  Treated  Medically — Randolph 
A.  Cate,  M.D.,  Nashville  152 

Obstetrical  Symposium,  An : The  Etiology  and 
Early  Diagnosis  of  the  Toxemias  of  Late 
Pregnancy — C.  R.  Green,  M.D.,  Memphis  269 


Officers’  and  Committee  Reports  85 

Orbit,  Diagnosis  and  Treatment  of  Tumors 
of  the — G.  Allen  Lawrence,  M.D.,  Nashville  385 
Organized  Medicine,  The  Functions  of  the 

American  Academy  of  General  Practice  at 
the  Crossroads  in  Organized  Medicine — P. 

A.  Davis,  M.D.,  Akron,  Ohio  284 

Other  Medical  Societies 

67,  104,  138,  260,  301,  332,  401,  435 
Otolaryngological  Aspects  of  the  Problems  of 
Headache — Guy  M.  Maness,  M.D.,  Nashville  235 
Pathology  of  the  Toxemias  of  Late  Pregnancy, 

The — William  M.  Bryan,  Jr.,  M.D.,  Memphis  271 
Physicians  Wanted  98,  261 

Polio  Fee  Schedule  Adopted  13 

Pregnancy,  The  Etiology  and  Early  Diagnosis 
of  the  Toxemias  of  Late.  An  Obstetrical 
Symposium — C.  R.  Green,  M.D.,  Memphis  269 
Pregnancy,  The  Treatment  of  the  Toxemias  of 
Late — Henry  B.  Turner,  M.D.,  Memphis  273 
Pregnancy,  The  Pathology  of  the  Toxemias  of 
Late — William  M.  Bryan,  Jr.,  M.D., 


Memphis  271 

Preventive  Medicine,  Fluorides  in — Carl  L. 

Sebelius,  D.D.S.,  M.P.H.,  Nashville  16 

Proceedings  of  the  House  of  Delegates,  A Re- 
port of  the,  Held  in  Chattanooga,  April  11, 

12,  1949  409 

Proceedings  of  the  House  of  Delegates,  A 
Report  of  the,  Held  in  Chicago,  June  21-25, 

1948  115 

Prostate  Gland,  Early  Diagnosis  and  Treat- 
ment of  Carcinoma  of  the — Park  Nicely, 
M.D.,  Knoxville  186 

Radium  in  Postnasal  Lymphoid  Hyperplasia 
and  Infections — -H.  B.  Damron,  M.D.,  Eliz- 
abethton  317 

Reorganization  Plan  No.  1,  Hon.  Lester  C. 

Hunt  of  Wyoming  307 

Report  of  Fatal  Case  of  Post-Vaccinal  (Al- 
lergic) Encephalitis — J.  T.  Moore,  M.D., 
Algood  157 

Report  of  the  Proceedings  of  the  House  of 
Delegates  Held  in  Chattanooga,  April  11,  12, 
1949,  A 409 

Report  of  the  Proceedings  of  the  House  of 
Delegates  Held  in  Chicago,  June  21-25,  1948, 

A 115 

Resolutions  132,  245,  366,  394 

Retinal  Angiomas  by  Diathermy,  The  Destruc- 
tion of — Philip  Meriwether  Lewis,  M.D., 
Memphis  75 

Secretary’s  Letter  58,  99,  136,  168,  257,  396 

Shelby  County  Doctors  vs.  Socialized  Medi- 
cine— W.  C.  Chaney,  M.D.,  Memphis  183 

Socialized  Medicine,  Address  by  Hon.  Estes 
Kefauver  before  Hamilton  County-Chatta- 
nooga  Medical  Society,  Sept.  29,  1948  37 

Socialized  Medicine,  Doctors  Asked  to  Fight — 
Clark  Porteous,  Press-Scimitar  Staff  Writer  1 
Socialized  Medicine  on  the  British  Physician 
and  His  Patient,  The  Impact  of — Cecil 
Palmer,  London,  England  339 


450 


INDEX  TO  VOLUME  XLII 


Decemoe'  1949 


Socialized  Medicine,  The  Menace  of:  A Call  to 
Action  for  Personal  Privilege  and  Profes- 
sional Liberty — H.  W.  Qualls,  M.D.,  Memphis  147 
Socialized  Medicine — Edward  T.  Brading, 
M.D.,  Johnson  City  121 

Socialized  Medicine,  Shelby  County  Doctors  vs. 

— W.  C.  Chaney,  M.D.,  Memphis  is:; 

Standing  Committees 

36,  74,  146,  182,  222,  268,  306,  338,  374,  408,  439 
Surgical  Plan  of  the  Tennessee  State  Medical 
Association,  The  6 

Surgical  Treatment  of  Malignant  Lesions  of 
the  Gastrointestinal  Tract,  The — James  H. 
Forsee,  Colonel,  M.  C.,  U.  S.  Army,  and 
Robert  M.  Hardaway,  Major,  M.  C.,  U.  S. 
Army  195 

Symposium,  An  Obstetrical.  The  Etiology 


and  Early  Diagnosis  of  the  Toxemias  of  Late 
Pregnancy — C.  R.  Green,  M.D.,  Memphis  269 

Symposium,  A — -Headaches  of  the  General 
Practitioner;  Neurological  and  Psychiatric, 
Aspects  of  the  Problem  of  Headache — W.  F. 

Orr,  Jr.,  M.D.,  Nashville  229 

Tennessee’s  Program  of  Practical  Nurse  Train- 
ing— W.  A.  Seeley,  Nashville  80 

Tennessee  State  Medical  Association,  1949 
Members  of  the  441 

Tennessee  State  Medical  Association,  The 
Surgical  Plan  of  the  6 

Toxemias  of  Late  Pregnancy,  The  Pathology 
of  the — William  M.  Bryan,  Jr.,  M.D., 
Memphis  271 

Toxemias  of  Late  Pregnancy,  The  Etiology  and 
Early  Diagnosis  of  the,  An  Obstetrical 
Symposium — C.  R.  Green,  M.D.,  Memphis  269 


Toxemias  of  Late  Pregnancy,  The  Treatment 
of  the — Henry  B.  Turner,  M.D.,  Memphis  273 
Treatment  of  Benign  Gastric  Ulcer,  Observa- 
tions of  the:  Report  of  A Case  of  Benign 
Gastric  Ulcer  Treated  Medically — Randolph 


A.  Cate,  M.D.,  Nashville  152 

Treatment  of  the  Toxemias  of  Late  Pregnancy, 

The — Henry  B.  Turner,  M.D.,  Memphis  273 

Treatment  of  Alcoholism  by  the  Conditioned 
Reflex  Method,  The — James  A.  Wallace, 
M.D.,  Memphis  125 

Tumors  of  the  Orbit,  Diagnosis  and  Treatment 
— G.  Allen  Lawrence,  M.D.,  Nashville  385 

Unusual  Postoperative  Complications — Case 
Reports,  Fowler  Hollabaugh,  M.D.,  Nashville  322 
Use  of  Methadone  to  Combat  Withdrawal 
Symptoms  of  “Dilaudid”  Addiction.  Case 


Report — Bruce  R.  Powers,  M.D.,  F.A.C.P., 
Knoxville  83 

Vascular  Lesions,  Interesting — James  B.  Ely, 
M.D.,  Knoxville  375 

Virus  Hypothesis — Fred  R.  Haselton,  M.D., 
Nashville  • 79 

When  Does  the  General  Practitioner  Need  the 
Surgeon?  R.  L.  Sanders,  M.D.,  Memphis  223 

Wherefores  and  Whyfores  of  General  Prac- 
tice, The — D.  ,J.  Johns,  M.D.,  Nashville  129 

Woman’s  Auxiliary  103,  173,  300,  368,  403,  433 


v\ 

111 

P m mi  — p ^ 

. , . - * 

A Distinctive  Sani- 
tarium For  Diagnosis 
and  Treatment  cf  Ner- 
vous and  Mental  Dis- 
orders. , . .Alcoholism, 
Narcotic  and  Barbitu- 
rate Addiction.  . . Rest 
and  Convalescence. 

E D G E W O 

O D 

ORANGEBURG,  SOUTH 

CAROLINA 

Edgewood  offers  all  approved  therapeutic  aids.  Complete  bath  depart- 
ments. Living  accommodations  private  and  commodious.  Excellent  climate 
year  ’round.  Unusual  recreational  and  physical  rehabilitation  facilities. 
Occupational  therapy.  Specialize  in  electro-shock  and  insulin  therapy. 
Separate  department  alcoholism,  narcotic,  barbiturate  addiction.  Gradual 
reduction  method.  Full  time  Fsychiatrists,  nurses,  and  aides  assure 
individual  care  and  treatment.  For  detailed  information  write 

EDGEWOOD  • ORANGEBURG,  S.  C. 

Orin  R.  Yost,  M.  D. 

Psych  atrist-ln-Chie 

Qiea^uUeoji 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction, 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate.  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


First  in  the  South  to  Produce 

® Grade  "A”  Pasteurized  ©Homogenized  ©Soft  Curd  ©Vitamin  "D" 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 


Dan  Gilbert’s  Washington  Letter 

Prophetic  News  - of  - the  - Month 

611  ELEVENTH  STREET,  N.  W.  WASHINGTON  4,  D.  C. 


Washington,  D.  C.  — December,  1948 


Dear  Christian  American: 

As  a father,  my  right  to  choose  our  family  physician  is  as  sacred  as  my  right 
to  choose  the  church  which  my  children  shall  attend.  It  is  part  of  the  "police 
state"  system  for  politicians  to  step  in  and  seek  to  "regulate"  or  dictate  the 
relationship  between  my  family  and  our  physician. 

As  a minister  of  the  Gospel,  it  is  my  right  and  duty  to  visit  and  help  those 
who  are  ill  in  body,  mind,  or  soul.  In  the  sick  room,  the  minister  and  the  medical 
doctor  frequently  work  side-by-side  for  the  benefit  of  the  suffering  patient.  Only 
in  a police  state  is  a bureaucrat  placed  between  them! 

As  ministers  of  the  Gospel,  we  would  be  without  vision  or  understanding  if  we 
did  not  recognize  that  political  control  of  the  medical  profession  involves  real 
threats  to  religious  liberty  as  we  know  it  in  America. 

It  is  true,  of  course,  that  — in  the  sick  room,  as  well  as  outside  — the 
clergyman  and  the  medical  doctor  work  in  different  realms.  But  these  realms  are 
interrelated.  Good  health  requires  a pure  heart  as  well  as  a pure  blood  stream. 

Man  has  a soul  as  well  as  a body.  Will  his  soul  long  be  left  free,  after  his 
body  is  enchained?  How  long  will  we,  ministers  of  the  Gospel,  be  left  free,  after 
our  fellow-workers  in  the  sick  room,  the  medical  doctors,  have  been  bound  down  by 
bureaucratic  red-tape  and  political  controls? 

I am  addressing  this  appeal  to  my  fellow-ministers  of  all  churches  at  the  very 
time  that  the  strongest  pressure  is  being  mobilised  behind  the  proposal  for  "com- 
pulsory health  insurance"  by  Federal  enactment.  This  is  not  "socialized"  medicine, 
strictly  speaking.  It  is  worse  than  that.  It  is  political  medicine  of  the  most 
sordid  kind. 

The  term,  "health  insurance,"  as  employed  by  the  socialistic  politicians, 
suggests  the  totalitarian  nature  of  this  "made-in-Moscow"  importation.  Health,  like 
life  itself,  is  the  gift  of  God.  It  is  beyond  human  power  to  do  more  than  seek  to 
preserve  and  safeguard  it.  Only  politicians,  infected  with  the  delusion  of  grandeur 
common  to  totalitarian,  would  seek  to  "play  god  over  the  people"  by  promising  them 
that  the  health  of  145,000,000  Americans  can  be  "guaranteed"  or  "insured"  by  per- 
mitting the  bureaucrats  to  regiment  the  medical  profession. 

Any  system  of  "compulsory  health  insurance"  violates  the  religious  liberty  of 
those  millions  of  our  church  people  who  believe  in  "Faith  healing."  Believing  that 
God  heals  all  illness  in  answer  to  prayer,  there  are  at  least  several  million  devout 
church  people  in  our  country  who  feel  that  the  only  way  to  better  health  is  through 
an  increase  in  Faith,  rather  than  an  extension  of  medical  services.  They  may  be 
wrong,  but  they  are  entitled  to  their  convictions. 
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Under  any  system  of  "compulsory  sickness  insurance,"  these  millions  of 
religious  citizens  would  be  taxed  to  support  a "health  program"  in  which  they  do 
not  believe. 

Political  medicine  would  necessarily  regard  and  regiment  our  people  after  the 
fashion  of  "145,000,000  guinea  pigs."  Medical  service  is  a great  deal  more  than  the 
diagnosis  and  treatment  of  physical  ills.  The  family  physician  should  rank  next  to 
the  minister  as  a faithful  counsellor  on  many  matters  related  to  individual  person- 
ality and  morals,  as  well  as  health. 

By  controlling  the  medical  profession,  power-mad  politicians  could  attempt  the 
radical  reorganizing  of  family  life  in  America.  Does  this  sound  unbelievable?  All 
right,  let  me  give  you  some  facts  on  this  phase  of  the  subject. 

More  than  ten  years  ago,  the  drive  was  launched  for  political  medicine  by  a 
special  group  who  saw  in  "Federal  control  of  medicine"  an  opportunity  to  "put 
Uncle  Sam  in  the  birth  control  business." 

In  testifying  before  the  Senate  Judiciary  Committee  on  March  1,  1934,  Mrs. 
Margaret  Sanger,  head  of  the  birth  control  organization  in  America,  declared  that 
her  group  would  demand  "an  appropriation  from  the  Federal  Government"  for  "regular 
Federal  birth  control  clinics." 

In  October,  1938,  Mrs.  Sanger  boldly  announced  that  her  movement  would  demand 
that  a portion  of  any  public  health  appropriation  voted  by  Congress  must  be  used  to 
set  up  government  service  stations  for  the  promotion  of  the  traffic  in  contracep- 
tives. As  reported  in  the  New  York  He raid- Tribune  and  the  New  York  Times  on  October 
5,  1938,  Mrs.  Sanger  in  an  address  at  the  Y.  W.  C.  A.  hall  in  Washington,  D.  C., 
demanded  that  "It  must  become  a necessary  government  function  to  provide  birth  con- 
trol service  through  public  health  agencies."  Any  system  of  "Federal"  medicine, 
she  argued,  "should  inaugurate  birth  control  services  on  a nation-wide  scale." 

Whether  you  approve  or  disapprove  of  birth  control,  you  must  agree  that  this 
is  a matter  to  be  determined  by  the  individual  family,  in  consultation  with  pastor 
and  family  physician.  Once  the  Federal  government  imposes  political  control  of 
medicine,  "population  planning"  would  inevitably  become  a major  occupation  of  the 
bureaucrats.  The  medical  "czar"  in  Washington  would  doubtless  order  a "plowing 
under  of  babies"  after  the  fashion  of  the  unlamented  Secretary  of  Agriculture  who 
abolished  the  little  pigs. 

Lenin,  the  first  Bolshevik  dictator,  declared,  "Socialized  medicine  is  the 
keystone  to  the  arch  of  the  Socialist  state." 

Marxian  socialism  has  always  stood  for  free-love.  To  attain  the  "Soviet 
paradise,"  the  home  must  be  destroyed.  Because  they  interfere  with  the  "free-love 
way  of  life,"  and  because  they  stabilize  the  home,  children  have  always  been  re- 
garded as  "enemies  of  the  Soviet  program." 

When  the  Red  Revolution  triumphed  in  Russia  in  1917,  one  of  the  first 
"reforms"  of  the  Bolshevik  government  was  to  inaugurate  political  control  of 
medicine.  Immediately  thereafter,  "free  abortion  service"  was  provided  to  all 
Russian  women  as  a part  of  the  system  of  "free  medical  service."  The  anti-children 
program  was  vigorously  pushed  as  a part  of  socialized  medicine,  until  the  growing 
power  of  Nazi  Germany  caused  Stalin  to  fear  for  the  safety  of  the  Russian  nation. 
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More  than  ten  years  ago,  the  Bolsheviks  outlawed  abortion  in  Russia  and 
mobilized  socialized  medicine  behind  the  "new"  militaristic  program  for  more 
abundant  cannon  fodder.  Today,  insofar  as  he  is  able.  Dictator  Stalin  has  made 
multiple-motherhood  "compulsory."  At  the  present  rate  of  increase,  the  population 
of  the  Soviet  Union  will  double  in  the  next  fifty  years. 

To  the  Christian  who  believes  in  the  sanctity  of  life,  nothing  could  be  more 
outrageous  than  the  spectacle  of  politicians  arbitrarily  juggling  the  birth  rate, 
through  the  application  of  propaganda  or  compulsion  by  means  of  an  abuse  of  polit- 
ical medicine.  Once  power  over  all  medical  services  is  concentrated  in  the  hands 
of  a few  bureaucrats,  it  would  be  inevitable  that  — sooner  or  later  — they  would 
misuse  it  to  establish  "quotas"  for  the  baby  crop  in  the  same  way  that  the  Agricul- 
ture Department  theorists  set  "quotas"  for  farm  production. 

If  this  sounds  fantastic,  just  remember  that  a generation  ago  it  would  have 
sounded  outlandish  to  suggest  that  the  time  would  ever  come  when  farmers  would  be 
told  how  many  little  pigs  might  frolic  in  their  pens  and  how  many  rows  of  cotton  or 
corn  might  grow  on  their  land. 

But  is  it  so  fantastic  to  suppose  that  political  medicine  might  produce  the 
same  fruits  in  America  that  it  has  in  other  countries  that  have  experimented  with 
it?  Germany  was  the  first  country  to  have  a substantial  form  of  socialized  medi- 
cine. We  all  know  how  the  German  militarists  used  it  to  convert  German  women  into 
breeding  creatures  for  the  war  machine.  Is  it  not  possible  that  the  military  mind 
could  work  the  same  in  our  country  — if  socialized  medicine  opened  the  door  to  the 
militarizing  of  the  cradle? 

Once  political  control  over  medicine  is  established,  the  way  will  be  open  for 
any  group  of  scheming  regimenters  to  enter  in  to  control  the  family  life  of  our 
people.  The  militarists  will  doubtless  try  to  prostitute  political  medicine  into  a 
device  for  artificially  increasing  the  birth  rate.  On  the  other  hand,  the  profes- 
sional birth  control  and  anti-children  societies  have  already  served  notice  that 
they  will  seek  to  have  any  system  of  "Federal"  medicine  used  to  make  childlessness 
universal,  by  propaganda  spread  through  "public  clinics"  if  not  by  outright  compul- 
sion. It  will  be  recalled  that  America's  foremost  apostle  of  socialization,  Henry 
A.  Wallace,  suggested,  darkly  and  vaguely,  in  the  1948  campaign  that  it  might  bo 
necessary  to  take  away  from  certain  classes  of  Americans  the  right  to  parenthood! 

The  remark  caused  such  a furor  that  he  never  did  elaborate.  However,  other 
radicals  have  been  more  outspoken.  In  1935,  a leading  "Silver  Shirt"  agitator  advo- 
cated the  "compulsory  sterilization  of  all  non-Aryans."  He  said  this  would  be  the 
sure  result  of  the  coming  "Nazif ication  of  the  medical  profession."  It  did  happen 
in  Germany.  Who  says  it  cannot  happen  here? 

Christ  taught  the  separation  of  church  and  state.  I do  not  believe  the  polit- 
ical authority  has  any  more  business  "socializing"  the  medical  profession  than  it 
has  our  churches.  I do  not  believe  that  the  bureaucrats  have  any  more  business 
regimenting  medical  doctors  than  they  have  dictating  to  ministers  of  the  Gospel. 

If  the  physician's  liberty  in  the  sick  room  is  taken  away,  the  pastor's  will 
not  long  endure.  My  home  has  been  violated  when  politicians  step  in  and  interfere 
in  the  relationship  between  my  family  and  our  physician. 


I believe  that  children  are  a heritage  of  heaven,  as  the  Bible  teaches.  I 
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believe  that  God  plans  the  population  of  our  world.  Christ  taught  that  not  a 
sparrow  falls  to  the  ground  without  being  observed  by  our  Father  in  Heaven. 
Certainly,  no  baby  comes  into  the  world  possessed  of  an  immortal  soul,  without  our 
Creator  sending  that  little  one  into  somebody’s  home. 

I believe  in  the  Divine  right  and  responsibility  of  parenthood.  It  is  for  me 
and  Mrs.  Gilbert,  as  parents  of  our  children  to  provide  for  them  — for  their  physic 
cal,  mental,  moral,  and  spiritual  welfare.  I deny  that  the  Federal  bureaucrats  in 
Washington  have  any  right  to  poke  the  long  arm  of  bureaucracy  into  my  home  and 
direct  or  dictate  in  any  way  in  the  relationship  between  my  family  and  our  physi- 
cian. I deny  that  they  have  any  right  to  tax  me  to  support  a system  of  political 
medicine  which  is  the  enemy  of  free  men,  free  homes,  free  churches,  and  free  gov- 
ernment itself. 

As  a minister  of  the  Gospel,  I am  preaching  against  this  monster  of  Anti- 
Christ  — political  medicine.  I am  urging  Christian  believers  everywhere  to  work 
and  pray  that  our  beloved  land  may  be  delivered  from  the  blight  of  this  monstrosity 
of  Bolshevik  bureaucracy.  I am  urging  my  fellow-ministers  to  give  the  facts  on  this 
subject  to  their  congregations  on  the  first  or  second  Sunday  of  January,  if  pos- 
sible, to  the  end  that  the  church  people  of  America  may  pray  and  work  for  the 
preservation  of  our  free  and  righteous  way  of  life. 


Faithfully  yours. 


(Editorial  Note) 


The  above  letter  is  reproduced  with  the  consent 


of  the  writer.  A copy  of  this  letter  will  be  sent  to  the  ministers 


in  Tennessee  with  a request  that  they  consider  the  points  brought 


out  and,  if  possible,  to  mention  them  from  the  pulpit. 


It  has  Deen  suggested  by  some  that  a special  day 


should  be  given  to  discussing  this  problem  which  concerns  the 


liberty  of  the  church  and  of  the  private  individual. 


Doctors  are  requested  to  discuss  this  matter  with 


their  ministers. 


December,  1949 
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KELEKET 

PENDULUM  CASSETTE  CHANGER 


1 Assures  Greater  Immobility 
— Springs  and  heavy  weights 
eliminated. 

2 Greater  Patient  Comfort — 
“ Shorter  immobility  period. 

O Better  Radiographs  & Diag- 
nosis — Vibration  at  irre- 
ducible minimum. 

R Easier  To  Load — Cassettes 
^ load  from  front. 

JC  New  Positioning  Ease — In 
**  either  sitting  or  standing 


position. 

£ Better  Centering  On  Film — 

V Lung  apices  well  down  on 
film. 

T Automatic  Bucky  Diaphragm 
— Returns  automatically  after 
exposure. 
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These  distinct  advantages,  plus  the  Keleket 
Pendulum  Cassette  Changer's  sturdy, 
unique  design,  afford  far  quicker  and 
smoother  operation  in  stereoscopic  radiog- 
raphy. The  exclusive  automatic  weight- 


shift  moves  the  cassette  holder  swiftly  . . . 
with  negligible  vibration.  Stereo  techniques 
can  be  performed  with  less  effort  ...  in 
less  time  . . . with  better  results. 


TELEPHONE  OR  WRITE  FOR  COMPLETE  DETAILS 

NASHVILLE  SURGICAL  SUPPLY  CO. 

401  CHURCH  STREET  TELEPHONE  5-4567 

NASHVILLE  3,  TENNESSEE 


COMP!  ETE  DISPLAY 
Doctors  Bldg.  Store 
708  Church  St. 
Nashville,  Tennessee 
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The  John  N.  Norton  Memorial  Infirmary  announces  the 
opening  of  a complete  urrit  for  the  Treatment  of  Alcoholism 


A new  125  bed  addition  financed  by  public  subscription, 
supplemented  by  Federal  and  State  grants,  includes  a 20 
bed  unit  for  treatment  of  alcoholism.  A five-day  period  of 
treatment,  which  has  proved  to  have  the  most  permanent 
results,  will  be  given  under  the  direction  of  an  internist 
especially  prepared  for  this  service.  All  other  services  of 
the  hospital  and  consultation  from  any  division  of  the 


Medical  Staff  are  available  if  required;  particularly  con- 
sultation from  the  newly  organized  Psychiatric  Department, 
which  is  being  operated  on  a post-graduate  teaching  basis 
in  affiliation  with  the  University  of  Louisville  School  of 
Medicine.  An  all  inclusive  fee  will  be  charged  for  the  stand- 
ard five-day  period.  There  are  separated  facilities  for  the 
care  of  women  . . . For  full  information,  write  or  telephone 


JOHN  N.  NORTON  MEMORIAL  INFIRMARY 

Founded  1881 

A General  Hospital  Affiliated  with  the  Episcopal  Diocese  of  Kentucky 


231  WEST  OAK  STREET  • CLAY  5371  • LOUISVILLE,  KENTUCKY 


W.  W.  Blackman,  M.D.  John  M.  Walton,  M.D. 


Blackman-Walton  Sanatorium 


Medical;  Hydrotberapeutic 
A department  for  the  treatment  and  instruction  of 
the  alcohol  patient 

25  Rooms  of  Service  and  Comfort 
ALWAYS  NEW 
418  Capitol  Avenue,  S.  E. 

ATLANTA,  GA. 


.FOOT 

ACTION! 


I HE  mechanical  foot  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life's  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


HANGERS 


])  ARTIFICIAL 
LIMBS 


205  Third  Avenue,  North,  Nashville,  Tenn. 
126  East  Salem  Avenue,  Roanoke  11,  Va. 
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